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This is a 20-year-old white female who comes to us from the Bay Harbor Islands region of Florida (approximately five-hour drive from Tampa) for an IME.  The new patient information form was reviewed in detail with the patient and is a permanent part of the evaluation record.  The patient and her mother were invited to be present during the course of this dictation.
CHIEF COMPLAINT:
1. Pain centered in the right hand, which is greater than pain in the right elbow, which is greater than the pain in the right upper extremity, which is greater than the pain in the right face.
2. Left hand pain, which is greater than pain in the left elbow, which is greater than the pain in the left upper extremity, which is greater than the pain in the left face region.
3. Left knee pain, which is greater than pain in the left lower extremity.

4. Right knee pain, which is similar to the pain in the right hip region.

HISTORY OF PRESENT PAIN:  This patient experienced a severe onset of chronic pain following an accident on or about November 4, 2014.  It involved a hit by a motor vehicle while she was riding a bicycle.  However, it should be noted that prior to the accident, the patient had had two surgeries on her left knee.  The first surgery was approximately a year before the above-referenced accident.  The patient noted improvement in strength and range of motion.  She went on to have a second surgery to the left knee approximately two months prior to the above-referenced accident involving the motor vehicle, which resulted in improvement in her pain.  Just prior to her follow-up evaluation for her left knee, she was involved in the motor vehicle accident referenced above.  It is important to note that prior to the motor vehicle accident, the patient did not have any symptoms in the right upper region of her body.  Following the motor vehicle accident, not only did she have severe pain in the right upper extremity for the first time but, for the first time, she noted burning sensations in her body, especially in the right upper extremity, which has now progressed into her right face region.  She also reports that she has increased sensitivity to sound and light.  The patient went on to have a series of approximately eight right stellate ganglion blocks, which provided little lasting benefit.  Although spinal cord stimulation had been suggested, that modality of treatment was not executed in this patient.  It should also be noted that the patient was diagnosed with a thoracic outlet syndrome bilaterally.  The patient went on to have releases performed for that problem on both sides, which involved a sympathectomy.  Finally, the patient underwent a treatment with pamidronate infusion for approximately two days, which actually made her pain worse.  Trigger point injections made her pain worse.  The patient feels that her pain is progressive at this time.  The pain is described in the upper region of her body as primarily throbbing, stabbing, sharp, and burning in nature.  It is constant.  It is associated with paroxysmal dysesthesia as well as allodynia.  In addition, the pain in her right upper region of her body is associated asymmetrically with a warm sensation, increased sweating (prior to the sympathectomy), purple discoloration of the skin (again prior to the sympathectomy), swelling and brittle nails on the right side.  With regards to the left lower extremity, the patient does not recall asymmetrical changes in regards to temperature, color, swelling, sweating or changes in nails.  However, she does have a degree of allodynia in her left knee reported.
SOCIAL HISTORY:  The patient is single.  The patient is in her third year of college.  She has no children.  She is currently surviving on disability payments and support from her family.  The patient currently is not employed.  She does not smoke cigarettes or drink alcoholic beverages and there is legal action pending with regard to the motor vehicle accident.
PAST MEDICAL HISTORY:  The patient has a history of migraines and has been treated over the last year effectively with Botox.  She has a history of epilepsy, grand mal and petit type, which is currently being treated with a new medication.
PREVIOUS TREATMENTS FOR PAIN:  From a psychosocial standpoint, the patient states that she has a mild degree of depression as a consequence of her chronic pain, which seems to have improved over the years.
SURGICAL HISTORY:  As described above and reported in greater detail in the new patient information form.
ALLERGIES:  None known.

CURRENT MEDICATIONS:  Listed on the new patient information form along with dosing.  The patient is not on opioids at this time.
PREVIOUS STUDIES PERFORMED TO EVALUATE HER PAIN:  There have been no recent studies specifically directed towards her chronic pain.

PHYSICAL EVALUATION:  Patient is 5 feet 3 inches tall, weighing 130 pounds.  Careful examination of the right upper extremity – today it was very difficult to evaluate the patient because of an appliance she had applied to her right upper extremity.  However, the patient did agree to remove the appliance, there was a great deal of discomfort during that procedure.  On examination, it is clear the patient has atrophy of the biceps and also in the hand on the right side compared to the left.  In addition, she has a severe degree of allodynia and hyperpathia in both upper extremities, with the right being clearly worse than the left.  Flexion dystonia is obvious on both sides, with it being worse on the right side than on the left.  The patient had a severe decrease in strength and range of motion in both upper extremities, again much worse on the right than the left.  Temperatures were symmetrical on examination with an infrared scanner.  Deep tendon reflexes and pulses were symmetrical.  Today we performed pain thresholds.  The patient’s pain thresholds were grossly abnormal throughout her body, especially on the right side.  The remainder of the physical examination was unremarkable.

ASSESSMENT:
1. Complex regional pain syndrome, type 1 (RSD), with the primary in the right upper extremity, which was probably caused by the motor vehicle accident as described above.  The fact that the burning sensation was not experienced by the patient until after the motor vehicle accident strongly indicates that the motor vehicle accident has contributed significantly to her disability and suffering caused by CRPS at this time in chronic pain.  The diagnosis is based on multiple objective findings including atrophy and abnormal pain thresholds.
2. This patient’s CRPS has become generalized throughout her body.

3. Her CRPS is progressive at this time with increasing sensitivity to light and sound.

4. Finally, it should be noted that this patient is at increased risk for procedures secondary to her history of seizures.
RECOMMENDATIONS:
1. I believe this patient would benefit significantly from the four-day ketamine treatment.  The risks, potential benefits, and alternatives were discussed in detail including but not limited to the possibility of an adverse hallucination.  However, the patient was informed, based on our treatment protocol at our center, that adverse hallucinations are extremely rare.  The safety and efficacy of ketamine to treat complex regional pain syndrome on an outpatient basis has been demonstrated in two well-controlled clinical studies.  In addition, the dosage and route of administration will be according to the guidelines published by the FDA in the United States for the treatment of breakthrough pain.
2. The patient understands that heated-pool exercises three times a week, as tolerated, will be an important part of the overall rehabilitation process.
The patient was provided with a handwritten copy of my assessment and recommendations as noted above.
___________________________
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