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: Batoul Ismail

DATE OF BIRTH: 05/03/2006

DATE OF ACCIDENT: 10/08/2021

DATE OF SERVICE: 10/29/2021
HISTORY OF PRESENTING ILLNESS

Ms. Batoul Ismail is here for a followup evaluation. She is a 15-year-old school student who was allegedly involved in automobile accidents leading to all the symptoms. Currently, she is reporting that she is specifically having a lot of dizziness especially when she goes up and down and also inside the car. Batoul Ismail is here for a followup evaluation. She reports that her pain in the neck is still present quite a bit 7 on a scale of 1 to 10. Headaches are present in the posterior part of the head with several vomiting. Dizziness is still present and not got better. Loss of balance is improved. Severe nausea and severe vomiting. She reports that so far she has vomited 12 times since the time of accident. She has not seen any neurology so far. She is undergoing physical therapy in Garden City. Pain level varies from 6 to 9. 20% pain is relieved so far with all the treatment that is being applied to her. The sleep is affected 10 on a scale of 1 to 10, general activity 8 and work is affected 7 due to this accident in the area of ADLs. 

ADDITIONAL HISTORY: In the last 30 days, the patient reports that her pain is slightly improved. Loss of balance is improved. In the medical history in the last 30 days, no changes. Surgical history, there are no changes. No hospitalization, weight loss or any other trauma.
CURRENT PAIN MEDICATIONS: None.
SUBSTANCE ABUSE: None.

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

REVIEW OF SYSTEMS
Neurology / Psyche: Positive for dizziness, vertigo, headaches, ear ringing, difficulty sleeping, weakness, loss of balance, lack of focus, lack of concentration, anxiety, and panic are reported. There is no loss of memory though. No vision disturbances.
Pain/ Numbness: The patient reports stiffness in the neck and the shoulder, severe numbness and nerve pain, neck pain, and shoulder pain.
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GI: The patient reports nausea and vomiting.

GU: There is no incontinence of the urine, frequency, painful urination, or blood in the urine.

Respiratory: There is severe asthma and trouble breathing, but denies any chest pain, coughing, or shortness of breath.

PHYSICAL EXAMINATION

VITALS: Blood pressure 120/80, pulse 78, temperature 96.1, and pulse oximetry 100%.

GENERAL REVIEW: This is a 15-year-old Iraqi girl who is well oriented, alert, cooperative, conscious, and is sitting comfortably. She is well built and well nourished. Hydration is good. The patient does not appear to be in acute distress or SOB or severe pain facies. This patient does not appear anxious or lethargic. The patient has a good attitude and demeanor. Dress and hygiene is normal. The patient is able to walk well and is mobile, independent, without using 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-C7 spine.

PVM Spasm and tenderness: Paravertebral muscle spasm throughout C2-C7.

PVM Hypertonicity: There is 1+ hypertonicity of the paravertebral muscles observed. 
ROM:
Cervical Spine ROM: Forward flexion 30, extension 30, bilateral side flexion 30, and rotation 40 degrees.

Lumbar Spine ROM: Forward flexion 60, extension 25, bilateral side flexion 30, bilateral rotation 30 degrees. Hyperextension is not painful.

MANEUVERS TO IDENTIFY & REPRODUCE PAIN:
Cervical Spine: Hoffmann sign is negative. Spurling sign is positive. Lhermitte test is positive bilaterally. Distraction test is positive. Soto-Hall test is negative. Myelopathy signs are 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 negative. Contralateral leg raise test (Cross leg test) is negative. Bragard test is negative. Kemp test negative. Babinski test negative.

Sacro-Iliac Joint: Sacroiliac joints are completely nontender. Standing flexion test is negative. Iliac compression test is negative. Distraction test is negative. FABER test is negative. Gaenslen test is negative. Trendelenburg’s sign is negative.
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EXTREMITIES (UPPER and LOWER): Completely normal. No positive findings. There is normal motor power. Normal reflexes. Normal sensation. Normal circulation. They are warm to touch and well perfused. No tenderness, pedal edema, contusions, lacerations, or muscle spasm are noticed throughout the extremities. The carpal tunnel syndrome is not present. Tinel sign and Phalen signs are negative. Gait is normal. ROM for all joints is normal. Quick test is negative. No leg length discrepancy noticed.

GAIT: The gait is normal. The patient is not using a cane or adaptive devices.

DIAGNOSES
GEN: V89.2XXD

CNS: R51, F41.1, mild TBI

MUSCLES: M60.9, M79.1

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

PLAN OF CARE
The patient has been advised to consult a neurologist and neuropsych. Various referrals have been made. She needs to have a pediatric neurologist and she can very well call Oakwood Hospital where she lives in the area of Dearborn and find a neurologist who can look into her EEG and other investigation and modify the medications. Neuropsych will be needed because the patient has authentic TBI symptoms. I am concerned about her vomiting and hence I am ordering an MRI of her brain with NeuroQuant analysis so that we can identify trauma related issues. Once the MRI is available, we will be able to make sure that we have identified the issues for her. She already has all the DMEs. Medication wise, she is provided Naprosyn 250 mg twice a day, Fioricet one to two every six hours p.r.n. 50 tablets for headaches, Voltaren gel 3% 100 g for local pain relief, Flexeril 10 mg b.i.d. for 30 days for relaxation of the muscles. It appears that the patient is otherwise stable. She is attending school. She is keeping up with the grades and everything. She is able to walk well and her pain level is there, but it is not extremely disabling either. We believe that she is in the right course. Once we find out the issue with the brain, we will have some answers for her.
MRI of the cervical spine was available and it shows that the MRI is completely normal. Hence, no other treatment is needed. She basically may have some soft tissue trauma which is being addressed by physical therapy and medications and all. She has been advised to use heat and all that. Once a neurologist’s opinion is achieved, she will be then discharged to regular school.
Vinod Sharma, M.D.

