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FOLLOWUP

Patient’s Name: _______
Date: 02/09/2024
Age: 33
Sex: Male
VITAL SIGNS: Height 5’6”. Weight 126 lb. Blood pressure 110/74. Pulse 84. Respirations 16. Temperature 97.

HISTORY OF PRESENT ILLNESS: The patient is a 33-year-old male who sustained multiple injuries related to a motor vehicle accident while currently he is doing therapy with good effect, comfort, and improving over the paraspinal muscles and spinous processes with multiple trigger points over the cervical spine, thoracic spine, lumbar spine, and joints associated with tenderness, limited ROM, spasm of the muscles, and discomfort, exacerbated with normal daily activities. The patient comes today for x-ray and MRI results.

PHYSICAL EXAMINATION

Pain scale 7-8.

CERVICAL SPINE
Pain moderate.

Tenderness moderate.

Spasm moderate.

Soto-Hall maneuver negative.

Adson maneuver negative.

Trigger Point: Sternocleidomastoideus, trapezius, and subscapularis muscles.

DORSAL SPINE
Pain moderate.

Tenderness moderate.

Spasm moderate.

Trigger Point: T1-T9.

LUMBAR SPINE
Pain moderate.

Tenderness moderate.

Spasm moderate.

Lasègue maneuver negative.

Bragard maneuver negative.
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MUSCLE POWER GRADE
Deltoid and biceps 4.

Extensor radialis 4.

Knee extensor 4.

Knee flexor 4.

Upper Extremities: Right shoulder abduction and adduction, internal and external rotation, flexion and extension: He has pain, tenderness, limited ROM, spasm of the muscles and discomfort. Left shoulder abduction and adduction, internal and external rotation, flexion and extension: He has pain, tenderness, limited ROM, spasm of the muscles and discomfort.

Lower Extremities: N/A
DIAGNOSES:

1. Cervical spine sprain/strain.

2. Thoracic spine sprain/strain.

3. Lumbar spine sprain/strain.

4. Right shoulder sprain/strain injury.

5. Left shoulder sprain/strain injury.
PROCEDURES:

1. The patient is feeling better with therapy, but still is in pain and discomfort.

2. X-rays reviewed and addressed to the patient. The x-ray final report was on 02/08/2024. Cervical spine AP and lateral view: The cervical spine is well aligned. The craniocervical junction and posterior elements are normal. There are no vertebral abnormalities. There are no fractures or dislocation. Impression: No acute compression fracture. Thoracic spine AP and lateral view: The thoracic spine is well aligned. There are no compression fractures. There is no significant disc narrowing. The pedicles and paraspinal soft tissues are normal. Impression: No acute compression fracture. Lumbar spine AP and lateral view. The lumbar spine is well aligned. There are no compression fractures or disc narrowing. The pedicles and sacroiliac joints are normal. Impression: No acute compression fracture. Right shoulder internal and external rotation view findings: Small benign sclerotic lesions of the proximal humeral diaphysis were seen, cortical brain mass effect, the possibility being bone island. No osteoarthrosis or other abnormality. Impression: Benign sclerotic lesions in the proximal humerus. Left shoulder internal and external rotation radiography: There are no fractures or dislocation or soft tissue injury. No other significant bony abnormality. The glenohumeral joint is normal. Impression: No evidence of fracture. MRI service date was on 02/08/2024. MRI of the cervical spine without contrast: There is straightening of the normal lordosis of the cervical spine consistent with muscle spasm. The vertebral bodies are of normal height and signal intensity. No acute fractures are identified. Impression: He has muscle spasm and has posterocentral disc herniation at C2-C3, C3-C4, C4-C5, C5-C6, and C6-C7 with mild central canal stenosis. No other intraspinal pathology is identified.
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3. Therapy: Continue four times per week for four weeks.

4. Therapies: Continue with therapy, electrical stimulation, vital signs, hot and cold packs, intersegmental traction, paraffin bath, therapeutic ultrasound, neuromuscular reeducation, gait training, passive stretching, kinetic therapy, and ROM.

TREATMENT: Continue with nonsteroidal antiinflammatory drugs as ibuprofen 800 mg and muscle relaxant as Flexeril 10 mg one tablet at bedtime.

RECOMMENDATIONS: Increase fluid intake and vitamin C. Education: The patient was instructed and counseling. The patient was advised to return to the clinic in four weeks. Note: Discussion with the patient explaining about the x-ray and MRI results and referral to the orthopedic PC, the improvement, the therapy, the goal, the time spent with the patient was 25 minutes.

__________________________



