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: Ladarrius Williams

DATE OF BIRTH: 09/28/1989
DATE OF ACCIDENT: 06/08/2021
DATE OF SERVICE: 10/14/2021
HISTORY OF PRESENTING ILLNESS

The patient is here for a followup evaluation. Initially allegedly he was involved in an automobile accident where he was a pedestrian on 06/08/2021 and was hit by a car in City of Wayne at Wayne Road & Glenwood when he flew in the air and hit a hard surface. As a result, he started having some headaches and some symptoms of TBI including dizziness, vertigo, loss of consciousness, ringing in the ear, forgetfulness, and blurred vision. The patient also has some pain in both shoulders, neck and lower back and both knees. Subsequently, he could not walk and he has a hard time standing and sleeping. Currently, he reports all the symptoms especially neck and back and both shoulders. The patient is undergoing physical therapy. He also allegedly had a brain surgery for his epileptic seizures because of which he had some issues with memory and some of the symptoms of TBI could be duplicate because of the surgery and not from the car accident. So far, his MRIs were ordered cervical spine and lumbar spine and they found to have a mild bulging at L3-L4. At L4-L5, there is a mild bulging. At L5-S1, there is a disc bulging which is indenting on the ventral thecal sac and elevating the posterior longitudinal ligaments, mild bilateral neuroforamina narrowing. The patient was advised that because of this pain, it will be necessary to try physical therapy, yoga and then lumbar epidural steroid injections that will help him. In the cervical spine, again there is a bulging disc which is indenting the ventral thecal sac and elevating the posterior longitudinal ligaments. Similarly, at C5-C6, there is a herniated disc superimposed on disc bulging indenting the ventral thecal sac and elevating the posterior longitudinal ligament. There is severe right neuroforaminal narrowing, anterior and posterior osteophytes are seen; however, the disc herniations extend posterior to the posterior osteophytes and mild spinal stenosis to 1 cm. The patient was advised that he will benefit from cervical epidural steroid injections and the patient has been given the choices to make a decision and let us know and he will be scheduled for those procedures.

PHYSICAL EXAMINATION

VITALS: Blood pressure 118/78. Pulse 68. Temperature 96.7. Pulse ox 100%.
GENERAL REVIEW: This is a 32-year-old African American male of average built and nutrition, alert and oriented, cooperative and conscious. No cyanosis, jaundice, clubbing, or koilonychia. There is no acute distress, shortness of breath or pain facies.
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There is no severe anxiety or lethargy. There is a good attitude and demeanor. Dress and hygiene is normal. The patient is able to walk well reasonably and is mobile without any adaptive devices.

MUSCULOSKELETAL EXAMINATION:

Inspection: The entire spine has normal curvature and alignment. No scars are noticed.

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

Spine Tenderness: There is tenderness in C5-C6, C6-C7 spine and L3-L4 and L5 spine and bilateral sacroiliac joints

PVM Spasm and tenderness: Paravertebral muscle spasm is noticed in L4, L5 and S1 bilaterally with 1+ tenderness.

PVM Hypertonicity: There is 1+ hypertonicity of the paravertebral muscles observed. 

ROM:
Cervical Spine ROM: Forward flexion 30 degrees, extension 30 degrees, bilateral side flexion 30 degrees and bilateral rotation 40 degrees.

Lumbar Spine ROM: Forward flexion 60 degrees, extension 15 degrees, bilateral side flexion 15 degrees, and rotation 15 degrees. Hyperextension was not painful.

MANEUVERS TO IDENTIFY & REPRODUCE PAIN:
Cervical Spine: Hoffmann sign is negative. Spurling sign is positive. Lhermitte test is positive. Distraction test is negative. Soto-Hall test is negative. Myelopathy sign is absent.

Thoracic Spine: Roos test (1st thoracic nerve stretch) is negative. Slump test is negative.

Lumbar Spine: Brudzinski- Kernig test negative. Straight leg raising test (Lasègue’s test) is positive at 25 degrees. Contralateral leg raise test (Cross leg test) is negative. Bragard test is negative. Kemp test positive Babinski test negative.

Sacro-Iliac Joint: Bilateral sacroiliac joints are found tender. Positive FABER test and Gaenslen test; however, standing flexion test and iliac compression test is negative. Distraction test is negative.

EXTREMITIES (UPPER and LOWER): Except for both shoulders, both hips and both knees, rest of the extremities are unremarkable and they are found to be warm to touch and well perfused with no tenderness, pedal edema, contusions, lacerations, muscle spasm, or varicose veins. ROM for all joints is normal. Quick test is negative. No leg length discrepancy noticed.

SHOULDERS: On examination of both shoulders, the patient complains of pain in both the shoulders to the tune of 8 and he is able to abduct up to 90 degrees. Muscle strength is 4/5. Special tests were conducted. Drop arm test is negative. Anterior-posterior apprehension is negative. Speed test was positive bilaterally. Neer test is positive bilaterally. Empty beer can test is positive. Hawkins-Kennedy test is positive bilaterally. 
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HANDS: Examination of both hands revealed that the carpal tunnel syndrome is positive with Tinel sign and Phalen sign being positive; however, ranges of motions are all normal. Reflexes are normal. Grips are normal. Motor power is normal. Sensations are intact. Muscle weakness is not present and atrophy of thenar prominence is not present.

HIPS: Hip joints on inspection appear to be completely normal with no tenderness. No swelling, spasm, contracture, no laceration, nothing. Ranges of motions are completely normal. Motor strength is normal. No valgus-varus abnormality is noticed. There is no leg length discrepancy. Patrick sign, Trendelenburg test are negative. Log roll, Ely test, and Thomas tests are negative.

KNEES: Bilaterally, the patient complains of pain around 8. On inspection, there are no scars, erythema, or effusion. On palpation there is mild tenderness peripatellar bilaterally, but no swelling, no asymmetry, and there is no crepitus, grinding noise on moving the knee joints and ranges of motion bilaterally are normal. Collateral ligaments are intact. Motor powers are intact. Valgus and varus abnormality is absent. Anterior drawer and posterior drawer sign is negative. McMurray and Steinmann negative. Patellar apprehension test is positive bilaterally. 

GAIT: The gait is normal. The patient is not using a cane or adaptive device. Although he has some pain in the knees, but he is able to walk reasonably well. 

DIAGNOSES
GEN: V89.2XXD and R26.2

CNS: R51, R42, F41.1, F32.9

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

LIGAMENTS: M54.0

SHOULDER: M25.512 (LT), M25.511 (RT)

HAND: CTS RT: G56.01, CTS LT: G56.02

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

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

SI Joint: Bilateral sacroiliitis, S33.5XXA.

PLAN OF CARE

Plan of care is to continue physical therapy for another month three times per week and continue the work disability and housework replacement, transportation and case management and on the next visit the patient will be discharged.

Vinod Sharma, M.D.

