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: Shawqi Algahmi

DATE OF BIRTH: 10/30/1999

DATE OF ACCIDENT: 01/15/2021

DATE OF SERVICE: 02/08/2022
HISTORY OF PRESENTING ILLNESS

Mr. Shawqi Algahmi is here for evaluation for a followup visit. The patient reports that he is seeing neuropsych Dr. White for psychotherapy. He is also seeing a neurologist Dr. Holtzman. He is not able to find a psychiatrist, but he has been recommended to go and see because of ongoing depression. Currently, he has reported that his issues are related to lack of focus, weakness and fatigue. Pain is minimal in the lower back, neck and shoulder. His MRIs are all found to be completely normal including MRI of the left hip, MRI of the sacroiliac joint, MRI of the left shoulder, MRI of the cervical spine, and MRI of the brain. The patient is now referred to neurology to follow up and we will discharge him from our side because he does not require any physical therapy. He also does not want any injection treatment and we believe we do not have much role to play with. He is already seeing a neurologist and neuropsych for further treatment. He was also referred to an orthopedic surgeon because he was complaining of issue of scoliosis and a shift of his entire skeleton due to the motor vehicular accident. The patient does complain of pain around 6 to 8 which I am not sure how much to take it granted. He reports 10% relief so far and I think he is seeking drugs mostly and he is not in so much pain, personally believing because he does not have the pain facies. He reports of ADLs that work and enjoyment of life is affected 10 and his relationship with people and sleep is affected 8. Walking ability is affected 7. 
ADDITIONAL HISTORY: In the last 30 days, the patient reports his pains are worse and there are no changes in the medical history, surgical history, hospitalization, weight loss or any other trauma.

CURRENT PAIN MEDICATIONS: Tramadol.
SUBSTANCE ABUSE: None is reported.

COMPLIANCE HISTORY: The patient reports full compliance to the pain medication regimen.
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REVIEW OF SYSTEMS
Neurology / Psyche: The patient reports that he has fatigue, weakness, lack of focus, lack of concentration, poor work performance, anxiety, and nightmares. The patient essentially denies all symptoms of TBI. He has no headaches. No dizziness, vertigo, vision disturbance, double vision. No blackouts, loss of memory, but earlier he was complaining of these symptoms. I am not sure what is needed for him to be done as far as the neurologist is concerned, but it looks like the neurology people are believing that he has CNS involvement and he has deficit in cognitive dysfunction for which therapy needs to be given.
Pain/ Numbness: There is neck stiffness, shoulder stiffness, jaw stiffness, shoulder pain, neck pain, and mid back, upper back pain, and lower back pain according to the patient.

GI: The patient denies any nausea, vomiting, diarrhea, constipation, digestive problems, incontinence of the bowels, stomach pain, blood in the stools, or trouble swallowing.

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

Respiratory: The patient has asthma, trouble breathing, chest pain, shortness of breath, but no coughing.

PHYSICAL EXAMINATION

VITALS: Blood pressure 149/100, pulse 79, pulse oximetry 100%.

GENERAL REVIEW: The patient appears to be fairly alert, oriented, cooperative and consciousness, and sitting comfortably, well built and well nourished. Hydration is good. Mild pain facies and appears severely anxious. He has a good attitude and demeanor. He is mobile and independent.

CHEST: His chest on expansion is normal and adequate. There is a tenderness of the left lower ribs, but no contusion or tenderness is present in the chest.

LUNGS: Clear to auscultation and percussion. Breath sounds are normal. No rhonchi. However, on examination of the chest, neck, shoulders it appears that there is a relatively slight shift towards the left. His left shoulder appears to be high and left collarbone appears to be more prominent compared to the right side as well as his entire chest appears to be slightly turned towards the left.
MUSCULOSKELETAL EXAMINATION:

Inspection: Spine examination reveals that there is a slight scoliosis facing towards the left.

On inspection, the spine has a curvature of scoliosis type 20 degrees in the upper thoracic region from the neck below from T1 to T12 with more shift towards the left. Other than that, no scars are noted. The alignment is messed up.

Palpation: On palpation of the spine, no scoliosis, kyphosis or humpback noticed.

Spine Tenderness: Spine tenderness is present in C6-C7, L5-S1 and bilateral sacroiliac joints.
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PVM Spasm and tenderness: Paravertebral muscle spasm is present from C5 to L5 bilaterally with 1+ hypertonicity and 1+ tenderness.

PVM Hypertonicity: There is zero hypertonicity of the paravertebral muscles.

ROM:
Cervical Spine ROM: Limited forward flexion 30, extension 30, bilateral side flexion 30, and bilateral rotation 40.

Lumbar Spine ROM: Forward flexion 30, extension 10, bilateral side flexion 10, bilateral rotation 10. Hyperextension is painful beyond 15 degrees.

MANEUVERS TO IDENTIFY & REPRODUCE PAIN:
Cervical Spine: Hoffmann sign is negative. Spurling sign is positive bilaterally. Lhermitte test is positive. Distraction test is positive. Soto-Hall test is positive. Myelopathy sign is 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 positive at 40 degrees. Contralateral leg raise test (Cross leg test) is positive. Bragard test is negative. Kemp test positive bilaterally. Babinski sign is negative.

Sacro-Iliac Joint: Standing flexion test is negative. Iliac compression test is negative. Distraction test is negative. FABER test was found positive bilaterally and Gaenslen test positive bilaterally. Bilateral sacroiliac joints are mildly tender.

EXTREMITIES (UPPER and LOWER): Except for the left shoulder rest of the extremities are found to be completely normal with normal reflexes, normal sensation, and normal motor power. There is no tenderness, pedal edema, contusions, lacerations, muscle spasm, or varicose veins anywhere. ROM for all joints except the left shoulder are completely normal. Quick test is negative. No leg length discrepancy noticed.
LEFT SHOULDER: Examination of the left shoulder is as follows: On inspection, the left shoulder has a normal contour with no evidence of any dislocation. On palpation, there is some tenderness in the front and posterior part of the shoulder joint as well as rotator cuff region. Muscle strength is 4/5. Special tests were conducted. Hawkins-Kennedy test was found positive on the left shoulder as well as Speed test and Neer test were positive. Drop arm test negative. Anterior-posterior apprehension test is negative. The muscle strength is 4/5. Range of motion was limited to 140 degrees after which there was pain during the abduction process.

HAND / WRIST: Hand and wrist examination was done and elbow examination was found to be completely normal. No tenderness in the medial and lateral epicondyle or olecranon. The hand and wrist examination reveals no swelling, deviation, muscle atrophy, ulcer, wound, or fracture and there is no atrophy of thenar prominence. Muscle weakness is present slightly at 4/5. Grip is slightly poor. Motor power is 4/5. Sensations are intact. Pulses are normal. Carpal tunnel tests were conducted. Tinel sign and Phalen sign are positive. Other than that, rest of the extremities are normal.
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GAIT: The gait is slightly antalgic. However, the patient is able to walk without a cane or adaptive device.

DIAGNOSES
GENERAL: V89.2XXD, R26.2
CNS: R51, S06.301A, F41, F32.9, F43.20

PNS: M79.2.

MUSCLES: M60.9, M79.1, M79.7, M62.838

LIGAMENTS: M54.0

RIBS: Fracture of the rib on the left side S22.42XXA

SHOULDER: M25.512 (LT), M75.110, M75.30, M75.50, S43.432D

WRIST: M25.539

HANDS: G56.01

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

Tx Spine: M54.09, M54.6, M51.24, M54.14, S23.3XXA

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

SI Spine: M46.1 and S33.5XXA

PLAN OF CARE
Plan of care is to continue following medications: Naproxen, Skelaxin, Wellbutrin, and BuSpar. His Ultram and Tylenol No.3 have been canceled. He needs to see a psychiatrist. He should continue seeing Dr. Holtzman neurology and Dr. Weiss for his neuropsych. My role will be minimal. I have canceled his physical therapy because he has had extensive physical therapy for more than a year. He was advised to have injection to the sacroiliac joint that he refused and he has some pain in the left rib for which intercostal nerve block was advised, but he is not wanting them. He can see an orthopedic surgeon for scoliosis and for skeletal shift which I believe is hereditary and not from the car accident. So I am concerned about this gentleman that all the complaints are genuine even.
Vinod Sharma, M.D.

