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: Mohsein Al-Kafagi
DATE OF BIRTH: 07/15/1969

DATE OF ACCIDENT: 09/30/2018

DATE OF SERVICE: 02/04/2021
HISTORY OF PRESENTING ILLNESS

Mr. Mohsein Al-Kafagi is here for a followup evaluation today. Apparently, he is having ongoing issues with his motor vehicular accident related situation. He was involved in a T-bone accident leading to his collision into a tree and a house nearby. His son was riding as a front seat passenger. Mohsein was the driver, restrained. Since the time of accident, the patient suffered from various symptoms of TBI as well as pain in the neck and lower back. He points out that his headaches are present along with dizziness, vertigo often and he is seeing a neurologist for this issue. Headaches have been persistent along with loss of memory and double vision, lack of focus, depression, etc. His pain in the neck is now turning back and also he has a constant numbness of his right arm front and the back as a glove like fashion involving all the fingers and weakness of the right arm. I had ordered a MRI of cervical spine with and without contrast and we will review it today. In the lumbar spine, the patient has ongoing pain in the middle as well as to the left sacroiliac joint area. In addition, the patient has pains in mainly the right shoulder and all of these pains are reported to be 5 on a scale of 1 to 10. The lower back pain is not radiating to the extremities. The patient reports that his EMG and nerve conduction could not be done as he has an insurance problem and he is choosing to go elsewhere to get EMG done. He also has not found a chiropractor in this area. However, the MRI of the cervical spine and LS spine have been done and the reports are available at the time. The pains he is describing are constant, throbbing, and making it difficult for him to sleep and do many ADLs. ADLs are listed at 6 in all categories including general activity, mood, walking ability, work and relationship with people, sleep and enjoyment of life. Currently, the patient is going for neuropsych therapy and psychiatrist care, neurology care as well as he has had several injections to his cervical spine four of them and lumbar spine in 2020 and September 2015. He has had no injections to the sacroiliac joint yet. In the shoulder, the patient had two times injections and so far he has had no surgery.

ADDITIONAL HISTORY: In the last 30 days, there are no changes in the pain level. No new changes in the medical history, surgical history, hospitalization, or weight loss or any other trauma.
CURRENT PAIN MEDICATIONS: Naprosyn, Elavil, melatonin, Neurontin, and Fioricet.
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SUBSTANCE ABUSE: No substance abuse is reported.

COMPLIANCE HISTORY: The patient is fully compliant to the pain medicine regimen.

REVIEW OF SYSTEMS:

Neurology / Psyche: He has a positive history of headaches, dizziness, vertigo, double vision, weakness, lack of focus, depression, and loss of memory.

Pain/ Numbness: The patient has a history of lower back pain, neck pain, and shoulder pain.
GI: The patient reports no nausea, vomiting, diarrhea, constipation, digestive problem, incontinence of the bowel, stomach pain, blood in the stool, and difficulty swallowing.

GU: The patient reports no urinary incontinence, frequency, painful urination, or blood in the urine.

Respiratory: There is no asthma, trouble breathing, chest pain, coughing, or shortness of breath.

PHYSICAL EXAMINATION
VITALS: Blood pressure 128/86. Temperature 96.9. Pulse 79. Pulse oximetry 96%.

GENERAL REVIEW: This is a 50-year-old Iraqi male of an average built and nutrition, alert, oriented, cooperative and conscious. There is no cyanosis, jaundice, clubbing or koilonychia. Hydration is normal. Gait is normal. Dress and hygiene are normal. Facial expression is not of major pain. There is no distress.

NECK: There is a scar of 3 inches long at the level of thyroid cartilage anteriorly from the previous surgical spine surgery. The range of motion of the cervical spine is as follows: Flexion is 90, extension is 70, bilateral side flexion 45, and bilateral rotation is 90. Thoracic spine range of motion: forward flexion 45, extension is 45, side flexion is 40, and rotation is 50. Lumbar spine range of motion forward flexion is 60, extension 35, bilateral side flexion 20, bilateral rotation is 18, and hyperextension is painful at extreme extension. The maneuvers to identify and reproduce the pain are as follows: In the cervical spine Hoffmann sign is negative. Spurling sign is negative. Lhermitte test is negative. Distraction test is negative. Soto-Hall test is negative. Thoracic Spine: Roos test is negative. Slump test is negative. Lumbar Spine: Brudzinski-Kernig test was found negative. Straight leg raising test (Lasègue’s test) was positive at 60 degrees. Contralateral leg raise test (Cross leg test) was positive as well. Bragard test is negative. Kemp test negative. Femoral nerve stretch test is negative. Babinski test is negative. Valsalva maneuver is negative. Sacro-Iliac Joint: The patient has mild tenderness; especially both sides of the sacroiliac joint are mildly tender with positive Gaenslen test and FABER test. However, the distraction test and iliac compression tests are negative. Standing flexion test is negative.
EXTREMITIES: Except for the right shoulder, all extremities are completely normal to touch, well perfused without any tenderness, pedal edema, contusion, laceration, muscle spasm, or varicose veins. Ranges of motion for all other joints are completely normal with Quick test being negative. No leg length discrepancy noticed. Gait is completely normal. The patient is not using any cane or adaptive devise.
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Examination of the right shoulder is as follows: On examination, the shoulder has a normal contour and appearance with no dislocation or any crepitus or any other abnormality. The drop arm test is negative. Anterior posterior apprehension is negative. Speed test is negative. Neer test is negative. Empty beer can test is positive. Hawkins-Kennedy test is positive on the right side. Motor power is 5/5. The patient is able to do the abduction up to 160 degrees without any pain. However, he does have pain in the morning and here and there. Carpal tunnel testing was completely negative. Tinel’s sign and Phalen’s sign are found negative. There is normal strength and no other positive findings in the upper and lower extremities. There are a few trigger points noticed in the upper trapezius muscle, two in the area of T4-T5 on the right side and two in the upper trapezius at the junction of the neck to the shoulder as reproducible area of tenderness.

DIAGNOSES

Automobile accident V89.2XXD, chronic headaches R51, dizziness R42, anxiety R41.1, depression F32.9, myositis M60.9, myalgia M79.1, ligament involvement panniculitis affecting cervical, thoracic, LS and SI joint M54.0, cervicalgia M54.2, cervical disc displacement M50.20, cervical dorsopathy M53.82, panniculitis M54.02, sprain of the joints and ligaments of neck S13.4XXA, lumbago M54.5, LS disc displacement M51.27, sprain of the ligaments of the LS spine S33.5XXA. Urine drug screen Z79.891. Carpal tunnel syndrome. Bilateral sacroiliac joint involvement. 
PLAN OF CARE

After reviewing the MAPS and the previous laboratories, we find that the patient is in compliance. He has been provided the following medications: Naprosyn 500 mg twice a day for antiinflammatory effect, Elavil 50 mg at night for sleep and relief of pain, and melatonin 10 mg at night for sleep. He is also provided Fioricet one to two q.6h. p.r.n. #50 tablets to help in headaches and Neurontin 600 mg twice a day for 30 days #60 tablets are provided to help with the headaches and other radiculopathy especially right forearm and fingers. Tylenol with Codeine No.3 q.12h. for 30 days #60 tablets were prescribed for pain relief. No urine exam was conducted today. He has been prescribed physical therapy two times per week along with traction, massage, aquatherapy, gait training, home exercise, and McKenzie back program.

Disability: The patient is going to remain disabled for work and housework replacement has been provided. MRI of the cervical spine was discussed with the patient and all the previous MRIs were compared. The MRIs have a complicated history. The first MRI that was done at Affiliated Diagnostic on 11/09/2018 showed C3-C4 being involved with a herniated disc.

Next MRI was done on 07/02/2019 before surgery by Dr. Stefan Pribil which showed no issue at C3-C4, but at C5-C6 with broad based 5 mm central disc herniation. Thereafter, the patient had another MRI on 06/11/2020 where no finding of herniated disc is written. Only C3-C5 – that the level has been fused. At C5-C6 there is a focal left central disc herniation on the current MRI that was done on 01/18/2021 and at C3-C4 there is a metal artifact detected.
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I informed the patient that he is to think about whether he is ready for a second set of surgery at the level of C5-C6. He has two options – either visit Dr. Stefan Pribil who did his first surgery and have a review with him and see why it was not done the first time.

Number #2 – he has a choice to have a second opinion with several surgeons like Dr. Ramakrishna or Dr. Radden to identify the need for second set of surgery. An EMG will also helpful to identify the area of disc or nerve that is being involved, so that surgical conclusion can be done. In addition, as you know he has no issues in the thoracic spine, the MRI that was done previously was negative.
His MRI for the lumbar spine has been done and it shows as follows: The current MRI of the lumbar spine shows there is a bulging disc at L4-L5 with indentation of the thecal sac without canal stenosis and neuroforamina shows mild narrowing towards the right. In the Northland Radiology MRI on 06/11/2020, it shows L4-L5 having an asymmetric disc bulge with facet joint enlargement resulting in mild right neuroforaminal narrowing. However, MRI that was ordered on 07/02/2019 by Affiliated Diagnostic of Oakland shows no issues of any disc. MRI of lumbar spine on 11/09/2018 showed no evidence of any issues. It was done by Affiliated Diagnostic. MRI of the sacroiliac joint initially was showing no finding. MRI of the pelvis shows involvement of the left sacroiliac joint with marrow edema. The patient was informed about this finding. He will decide about the issues. This MRI was done at Northland Radiology.

In addition, the patient had MRI of the left and right shoulder and rotator cuff involvement is present. The patient has significant improvement. He can lift his arm without pain up to 90 degrees beyond which he starts feeling pain especially on the right side. In the right shoulder, there is a partial thickness tear of the intrasubstance and tendon edema in the distal rotator cuff tendon at its attachment. The patient has been advised to consider having an injection in this area. For the left shoulder again, same situation with the tendinopathy of the rotator cuff which is noticed and AC joint. Several injections to this area also advised. If the patient chooses to have injections, we will be more than happy to provide them. Once again, he will benefit from a lumbar epidural steroid injection, left sacroiliac joint injection, supraspinatus injection of the right shoulder and AC joint injection bilaterally. EMG will help elucidate whether the damage is at C5-C6 or not. The patient has been informed after taking plenty of time to connect with Dr. Pribil, his previous surgeon, for cervical spine and/or Dr. Radden to have a second opinion. He is provided with physical therapy order for two times per week along with chiropractor. Traction, massage, aquatherapy, gait training, home exercise plan are all approved.
He should learn posture, acupuncture. Disability continues for work and housework. The medications that are provided for him are Naprosyn, Elavil, melatonin, Neurontin, Fioricet, and Tylenol with Codeine No.3 q.12h. for 30 days. The patient will be seen in 30 days unless he chooses to have injections. He has been given an open invitation. Whenever he chooses, we will be more than happy to help him. The patient is stable. No other changes in the plan of care are necessary.

Vinod Sharma, M.D.

