ADVANCE PAIN CARE, PLLC

23077 Greenfield Road, #240

Southfield, MI 48075

Phone: 248-809-6402

Fax: 248-282-6247

Email: VS7578@yahoo.com


FOLLOWUP VISIT

PATIENT NAME: Floyd Gainer
DATE OF BIRTH: 01/11/1957

DATE OF ACCIDENT: 

DATE OF SERVICE: 10/12/2021

HISTORY OF PRESENTING ILLNESS

The patient is here for a followup evaluation. He reports that he is suffering from severe pain in the neck, the lower back as the main issue as well as severe pain in the right hip and the right knee. He also underwent a foot surgery and that pain has got better. He also has middle back pain. All of these pains are rated between 7-8 with occasional radiation to the right buttock and right leg and right arm involving finger and toes. These pains are constant and not have got better with physical therapy and all. Although the patient reports with the pain medication, 90% pain is relieved and he is able to carry out his ADLs. Without the pain medication, the ADLs are affected. Walking ability is affected 9. General activity 8. Work is affected 7. Sleep is affected 6. 

ADDITIONAL HISTORY: In the last 30 days the patient reports that he has no changes in the pain level and there are no subsequent relevant changes in the medical history, surgical history, hospitalization, weight loss or any other trauma.

SUBSTANCE ABUSE:  None is reported except the patient does take alcohol and marijuana here and there for pain relief.

COMPLIANCE HISTORY: The patient reports full compliance to the pain medicine regimen.

REVIEW OF SYSTEMS:

Neurology / Psyche: The patient reports weakness and difficulty sleeping. Denies any anxiety, depression, panic, nightmares, loss of memory, focus problem, vision problem or any other issues.

Pain/ Numbness: There is ongoing pain on the right side of the hip, knee and ankle as well as moderate difficulty in walking, severe pain in the lower back, mid back, upper back, neck as well as stiffness. 

GI: The patient denies nausea, vomiting, diarrhea, constipation, digestive problems, incontinence of the bowel, stomach pain, blood in the stool, or trouble swallowing. 
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GU: The patient denies any incontinence of urine, frequency, painful urination, or blood in urine.

Respiratory: The patient has difficulty breathing and shortness of breath, but denies any asthma, chest pain or coughing.
PHYSICAL EXAMINATION
VITALS: Blood pressure 220/122, pulse 114, and pulse oximetry 99%
GENERAL REVIEW: The patient is a 64-year-old gentleman, African American heritage, good built and nutrition, alert, oriented, cooperative, conscious. There is no cyanosis, jaundice, clubbing or koilonychia. The hydration is good and well nourished. No acute distress is noticed. Dress and hygiene is normal. The patient is able to walk only with great difficulty. He is wearing a cast on the right foot and ankle. He is able to mobile with Rollator walker. He uses a cane at home. He lives on a single floor.
MUSCULOSKELETAL EXAMINATION:

Inspection: The entire spine has a normal curvature except in the neck it is stiff in alignment. Scars are noticed in the neck, mid back and lower back.

Palpation: There is no abnormal kyphosis, scoliosis or hump back. Pelvic iliac crest height is equal. There is no pelvic tilt noticed.

Spine Tenderness: There is moderate tenderness in the L4-L5 bilateral sacroiliac joint.

PVM Spasm and tenderness: Paravertebral muscle spasm is noticed from C2-L5 bilaterally,

PVM Hypertonicity: There is 2+ hypertonicity and mild tenderness and spasm.

ROM:
Cervical Spine ROM: Limited due to previous surgery. Forward flexion 20, extension 10, bilateral side flexion 10, and rotation 20.
Lumbar Spine ROM: Forward flexion 30, extension 5, bilateral side flexion 10, and bilateral rotation 10.

MANEUVERS TO IDENTIFY & REPRODUCE PAIN:
Cervical Spine: Hoffmann sign is negative. Spurling sign is negative. Lhermitte test is negative. Distraction test is negative. Soto-Hall test is negative. Myelopathy signs are absent.
Thoracic Spine: Slump test and Roos test was not done.

Lumbar Spine: Straight leg raising test (Lasègue’s test) is positive bilaterally as well as contralateral leg raise test (Cross leg test) is positive bilaterally at 30 degrees. Brudzinski- Kernig test negative. Bragard test is negative. Kemp test positive. Babinski test negative.

Sacro-Iliac Joint: Right sacroiliac joint is quite tender on palpation. The patient is pointing out towards it. The FABER test and Gaenslen tests are positive on the right side as well as on the left side. Compression test is positive. Distraction test is positive.
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EXTREMITIES (UPPER and LOWER): Except for the left hip and left knee and right ankle and foot, rest of the extremities are generally in a good shape. Motor power is 5/5. Reflexes are normal. Warm to touch, well-perfused with no tenderness, pedal edema, contusion, laceration, muscle spasm or varicose veins. Range of motion for all other joints is completely normal. Quick test is negative. No leg length discrepancy is noticed.
The right ankle and foot is not examined as it has been operated, postoperative situation. It is in a cast and blood circulation is intact. 

RIGHT HAND / WRIST: Examination of the right hand and wrist is as follows: On inspection there is no major swelling, deviation, muscle atrophy, ulcer, wound, or fracture. Color of the skin is normal. Angulation deformity is absent. Muscle weakness is present. Atrophy of thenar prominence is not present. Ranges of motion are normal. Reflexes are normal. Grip is slightly poor. Motor power is 4/5. Sensations are intact. The carpal tunnel compression testing is positive on the right side. Tinel signs and Phalen signs are positive.

LEFT HIP: On inspection and palpation there is moderate tenderness pretrochanteric region. There is swelling and spasm, but no contractures. Alignment is normal. Ranges of motions are slightly diminished with flexion and extension limited to 10 degrees. Muscle strength is 4/5. No valgus-varus abnormalities are present. Leg length discrepancy is present but could not be tested as there is a cast on the right ankle and foot. Patrick sign is positive. Trendelenburg test is positive. Logroll test is positive. Ely test is positive.

Right knee joint is postoperative to the total knee replacement. There are another abnormal findings. Left knee, however, has severe scars, severe swelling and severe effusion and swelling along with tenderness. The whole joint is asymmetrical, warm to touch with crepitus and grinding noises. Range of motion is limited to 100 degrees. Collateral ligaments are tender. Strength is 4/5. Valgus varus abnormality is present. Anterior drawer and posterior drawer is positive. McMurray sign positive. Steinman positive and patellar apprehension test is positive. Right ankle and foot was not examined.

GAIT: Gait is normal. The patient is in extreme pain on walking. He is using an adaptive device, a Rollator walker to be able to walk.
DIAGNOSES
GEN: I10, E11.9, G89.2, G89.28, R26.2

PNS: M79.2

MUSCLES: M60.9, M79.1, M79.7, M62.838

LIGAMENTS: M54.0
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WRIST: M25.539

HAND: G56.02

HIP: M25.551 (RT), M16.11

KNEE: M25.561 (RT), M25.562, M23.205 (Med. Men), M23.202 (Lat Men)

ANKLE/ FOOT: M25.571 (RT), M19.071, M76.60

Cx Spine: M54.2, M50.20, M54.12, M53.82, M54.02, S13.4XXA, M96.1

TH Spine: M54.09, M54.6, M54.08, S23.3XXA

LS Spine: M54.5, M51.27, M54.16, M54.42, S33.5XXA

SI Joint: M54.27, M 96.1, M54.30, M45.17, M53.3, S33.5XXA

PLAN OF CARE

Plan of care is to continue lumbar epidural steroid injection which has been scheduled for tomorrow. Along with this, he has been provided with the pain medications Percocet 10/325 mg every 12 hours for 30 days as well as the patient will continue maintenance medications which are Naprosyn, Flexeril, Elavil, and melatonin. His MAPS have been reviewed and his labs have been reviewed and the patient is in reasonable shape. As we know, he had surgery to his lumbar spine and L2-L3, L3-L4, L4-L5 have already been operated except L1-L2 and L5-S1 still has a herniated disc leading to the issue. Similarly, in the cervical spine he has already had a surgery at six levels and there is no other solution other than doing an epidural injection to the cervical spine. He has been referred to substance abuse evaluation and his MRI for the hip and the knee is awaited and when it is available it will be discussed. MRI for the hip is available and it shows that there are severe focal chondromalacia cystic changes in the anterior aspect of the right hip joint suggesting femoral acetabular impingement and bilateral gluteal tendinopathy and looks like there is no surgical issue here. In the right knee, there is a finding of intramedullary lesion with patchy medullary serpiginous areas of sclerosis with irregularly, sharply defined margins in distal diaphysis and metaphysis. Horizontal tear of the posterior horn of the lateral meniscus and meniscocapsular separation of the posterior horn of the medial meniscus and medial collateral ligaments and minimal suprapatellar joint effusion, synovitis and compartment gonarthrosis and patellofemoral compartment with multiple well-defined loose bodies in the posterior recess and semimembranous MCL bursitis. All of these findings have been discussed with the patient. I do not mind giving injections to various areas that are affected and the patient has been advised to consider visiting the orthopedic surgeon of his choice. Various names have been given to him. Appointment prescriptions have been given and even in the hip not much is needed to be done at this time. He can take collagen. I have offered him an injection to the hip area and gluteal tendinopathy can be injected as well. So we will discuss this next time. Right now the patient is due for his lumbar epidural steroid injection.

Vinod Sharma, M.D.

