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: Kimberly Sanford
DATE OF BIRTH: 08/26/1965
DATE OF ACCIDENT: 

DATE OF SERVICE: 12/09/2021
HISTORY OF PRESENTING ILLNESS

The patient is here for a followup evaluation. She has had pain for the last five to six years, chronic neck and back pain, associated with sciatica, chronic arthritis in both hands and severe muscle spasm throughout the back as well as carpal tunnel. The patient has been on narcotics for several years and we are trying to obtain the records from her previous provider like Dr. Oshiyoye and Harper Hospital. MRIs are being requested. Last visit we did request and we have not obtained them; we are re-requesting all of this to arrive. She reportedly has weakness of the right and right arm and drops the dinner plates out of her hand. Her ADLs are affected. She has radiculopathy in the right arm and right leg all the way and right arm is front and back while right leg is on S1-S2 dermatome fashion. She has numbness and tingling of fingers on both sides second, third and fourth. Pain in the right and left knee is also reported 10 on a scale of 1-10. She had been to a Rehab Center and DMC Physical Therapy Rehab as well as Psychiatric Rehab. She has had several trigger point injections. She suffers from high blood pressure, high cholesterol, dizziness, weakness, and paralysis. Currently, she reports that her pain situation is still the same and the pain level the patient reports is between 9 and 10. She does report 90% pain relief with the pain medications that she has obtained. The ADLs are affected as follows: The patient reports that general activity and work are affected 10. Walking ability is affected 7. Enjoyment of life is affected 8.
ADDITIONAL HISTORY: In the last 30 days, the patient reports no changes in the pain level. In the medical history, the patient reports that her right hand was smashed in a car door three days ago for which x-ray has not been done. In the surgical history, no changes. Hospitalization none. Weight loss none. Any other trauma none. The current pain medication is Norco 5/325 mg.
SUBSTANCE ABUSE: The patient reports marijuana use for substance abuse.
COMPLIANCE HISTORY: The patient reports full compliance to the pain medication regimen.
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REVIEW OF SYSTEMS:

Neurology / Psyche: The patient reports loss of balance. No dizziness/vertigo, headaches, vision disturbances, double vision, ear ringing, fainting, blackouts, difficulty sleeping, fatigue, tension, weakness, seizures, lack of focus, lack of concentration, poor grades at work, poor work performance, anxiety, depression, panic, nightmares, loss of memory, or chronic fatigue.
Pain/ Numbness: The patient reports lower back stiffness, neck stiffness, shoulder stiffness, nerve pain, sciatica, lower back pain, mid back pain, upper back pain, neck pain, shoulder pain, wrist and hand pain and hip pain.
GI: The patient reports no nausea, vomiting, diarrhea, constipation, digestive problems, incontinence of bowels, stomach pain, blood in the stool, or difficulty in swallowing.
GU: The patient reports incontinence of the urine, frequency, painful urination and blood in the urine.
Respiratory: There is history of bronchitis, but no asthma, trouble breathing, chest pain, coughing, or shortness of breath.

PHYSICAL EXAMINATION

GENERAL REVIEW: This is a 56-year-old African American female of a good built and nutrition, alert, oriented, cooperative, and conscious. There is no cyanosis, jaundice, clubbing, or koilonychia. She is sitting comfortably. She does not appear to be in acute distress or shortness of breath. She has mild pain facies and she has tears in her eyes. However, she does not appear to be anxious or lethargic. She has a good attitude and demeanor. Dress and hygiene is normal. The patient is able to walk reasonably well and is mobile without using any cane or adaptive devices.

MUSCULOSKELETAL EXAMINATION:

Inspection: The entire spine has a normal curvature and alignment. There are no scars noticed.

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

Spine Tenderness: Mild tenderness of the spine is noticed in the right sacroiliac joint and L5-S1 area.

PVM Spasm and tenderness: The paravertebral muscle spasm spans from L1-L5 bilaterally.

PVM Hypertonicity: There is 2+ hypertonicity of the paravertebral muscles observed. 
ROM:
Cervical Spine ROM: Forward flexion 60, extension 60, bilateral side flexion 45, and bilateral rotation 80 degrees.

Lumbar Spine ROM: Forward flexion 55, extension 15, bilateral side flexion 15, bilateral rotation 15 degrees. Hyperextension was not painful.
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MANEUVERS TO IDENTIFY & REPRODUCE PAIN:
Cervical Spine: Hoffmann sign is negative. Spurling sign is negative. Lhermitte test is negative. Distraction test was positive. Soto-Hall test is negative. Myelopathy sign is negative.
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 40 degrees. Contralateral leg raise test (Cross leg test) was found positive. Bragard test is negative. Kemp test negative. Babinski test negative.

Sacro-Iliac Joint: Bilateral sacroiliac joint examination was done. Right sacroiliac joint is tender. Standing flexion test is negative. Iliac compression test is negative. Distraction test is negative. FABER test is negative. Gaenslen test is positive on the right side. 
EXTREMITIES (UPPER and LOWER): All the extremities are found warm to touch and well perfused. Except for the left knee and both hands and wrists, rest of the extremities have normal motor power and reflexes. No contusion, laceration, muscle spasm, or varicose veins are noticed. No pedal edema, contusion, or tenderness. ROM of all the joints is normal. Quick test is negative. No leg length discrepancy noticed.

WRISTS / HANDS: Examination of both wrists and hands is as follows: On inspection and palpation, no swelling, deviation, muscle atrophy, ulcer, wound, or fracture noticed. No angulation deformity. Color of the skin is pink. Muscle weakness is present in the right hand, but there is no atrophy of thenar prominence on either side. Range of motion of all fingers is normal. There is obviously visible arthritis of the second and third finger of both hands. Reflexes are found to be normal. Grip is slightly poor. Motor power is 4/5 at the wrist area. Sensations are intact. The carpal tunnel compression test was found positive. The Tinel sign and Phalen signs are positive bilaterally.

KNEES: Examination of the knee joint is as follows: On inspection, there are no scars, erythema or effusion. On palpation, there is no tenderness, swelling, assymetry, and does not feel warm or cold. No crepitus, grinding or popping noise heard on moving. Ranges of motions are normal at flexion of 135 degrees. Collateral ligaments are nontender. Motor power is 5/5. Valgus/varus abnormality is not present. Anterior drawer and posterior drawer are negative. McMurray and Steinman are negative. Patellar apprehension was slightly positive. There is peripatellar tenderness.

GAIT: The gait is normal. The patient is not using a cane or adaptive devices.
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DIAGNOSES
PNS: M79.2

MUSCLES: M60.9

WRIST: M25.539

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

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

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

TH Spine: M54.09

LS Spine: M54.5, M51.27, M54.16, M54.42, S33.5XXA, M54.30

SI Spine: M46.1, M54.17, M53.3

PLAN OF CARE
After reviewing the MAPS and current laboratories and after obtaining new lab, the patient is provided temporarily Norco 5/325 mg q.12h. for 15 days #30 tablets for pain relief. The patient is still required to produce all the medical records which are still missing. Once they are available then further review will be conducted for the patient requirement. So far I am still waiting for MRIs and records of pain doctor to identify the area of pain and see what investigation has been done and to provide accurate and correct treatment plan. The patient will be seen in 15 days. We have requested record release from Harper Hospital and pain care physician Dr. Oshiyoye.
Vinod Sharma, M.D.

