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Dictation Time Length: 45:31
May 28, 2023
RE:
Robert Eardley

History of Accident/Illness and Treatment: Mr. Eardley had his intake paperwork completed by his oldest daughter named Lisa Perello. As per the information obtained from the examinee in this fashion, Robert Eardley is a 79-year-old male who reports he was injured at work on 09/29/19. He was lifting milk crates and pallets fell on him. He states this took place in the “room of death.” He was going to call OSHA about this room. As a result of the incident, he believes he injured his neck and spine. He did not go to the emergency room afterwards. He had further evaluation and believes his final diagnosis is that of a pinched nerve. He did not undergo any surgery in this matter and is no longer receiving any active treatment. He denies any problems or injuries to the involved areas before this incident. After the incident, he did receive treatment including epidural injection and pain management. It will soon be clear that in fact Mr. Eardley had a history of several prior injuries to the spine particularly in the lumbar spine for which he underwent several surgeries. He relates he worked for Walmart part time which amounted to 42 hours per week. He stated this was equivalent to a full-time job. He had to lift milk and egg pallets and started there in December 2017. Prior to working there, he had a masonry business. He lifted 30 to 50,000 pounds per week. He currently relates that his low back pain from the masonry resolved when he discontinued that work. He was “100% healthy when he started at Walmart.” He claims his low back flared up again when working at Walmart.

As per the records supplied, he filed a Claim Petition alleging on 09/29/19 he was reaching above his head to a shelf and felt pain in his neck. He claimed permanent injury to the cervical spine. He also filed another Claim Petition relative to an occupational disease from May 2020 through the present. More specifically, it gave this listed date of accident of 05/17/20. He alleged repetitive lifting at this job as an associate in the produce department caused injury to the lumbar spine.

Medical records show Mr. Eardley was seen by physician assistant named Mr. Carroll on 11/05/20. He was losing bowel control and had numbness in the fingers of both hands as well as pain. History was remarkable for back surgery, total knee arthroplasty, knee arthroscopy, and multiple spine surgeries. He had four back surgeries and an injury to his neck and reports he was losing bowel and bladder control for the past six months. He reported he had an injury to the C5-C6 level, which happened at the end of September 2019. He claimed he was not covered for Workers’ Compensation. He had numbness and tingling of the fingers that spared the pinky bilaterally. Turning his head left and right causes him minimal difficulty. He reported a history of back surgery after he was thrown off of a horse. This led to surgery at L4-L5. In 2009, he was rushed to the emergency room due to inability to walk, fever, and confusion. They found severe spinal stenosis and ended up operating on L1 through L3. Since then, he has had problems with his back. He states as long as he can lean on something he is okay. He was evaluated and rendered diagnoses of urinary urge incontinence, fecal urgency, cervical disc disorder with radiculopathy, bladder dysfunction, and depression screening. He was started on oxybutynin and loperamide for the urine and fecal urgency. For his cervical problems, he was advised to follow up with his prior spinal surgeon for repeat imaging. His incontinence was most likely due to prior back surgery so repeat imaging to evaluate was advised. Mr. Carroll appears to be working at the office of Dr. Costa who is his family physician. On 11/17/20, he presented with back and neck pain stating he wanted the name of a neurosurgeon. He related on Sunday of this week he had an episode that mirrored the episode that put him in the hospital years ago. He had to take his dogs for their walk, but he could not return because all of his strength suddenly left him. He denied falling. He saw another person who was willing to help him return home. He used that person’s stroller as a crutch which helped relieve the pressure on his back to return home. He believes the location of the area causing the issue is L4 because that was the area his previous spinal surgeon was not able to fix. He reported a 25-pound weight loss in the last year with decreased appetite. He was referred for various laboratory studies and additional diagnoses of hyperlipidemia, essential hypertension, chronic pain syndrome, and type II diabetes mellitus without complications were rendered.

At follow-up on 12/14/20, Mr. Carroll wrote he had sent the patient to the neurologist to have an EMG, which showed extensive bilateral upper extremity nerve damage from bilateral carpal tunnel syndrome and cervical spine radiculopathy. He continued having symptoms consistent with radiculopathy including upper and lower extremity weakness, paresthesias, and decreased motion and strength. He was getting x-rays done that day. They were considering having an MRI performed. He did need a neurosurgical consultation. At the visit of 12/23/20, Mr. Carroll wrote he had x-rays done two weeks ago showing spondylosis and arthropathy of the cervical and lumbar spine. Approval for an MRI was requested. Additional diagnoses on this occasion included lumbago with sciatica on the left and right side, lumbar facet arthropathy, diffuse idiopathic skeletal hyperostosis, osteoarthritis of the spine with radiculopathy in the cervical region and cervical facet arthropathy. Upon follow-up of 01/13/21, it was noted x-rays of the cervical and lumbar spine showed spondylosis and arthropathy. MRI confirmed multiple levels of degeneration and disc hypertrophy, stenosis, etc. He has a call into Dr. Dante who is his prior spine surgeon. On 01/28/21, he informed Mr. Carroll that he had seen Dr. Dante who suggested six weeks of physical therapy, cervical injections, and follow-up with a neurologist. He believed there was a brain component here and would also like to get imaging of the brain. On 02/10/21, he presented wanting to discuss going on permanent disability. He was not taking his blood pressure medications. He continued to be monitored in this practice. On 02/25/21, he described that he saw Dr. Dante yesterday who said based on the MRI there was nothing from the spinal standpoint that should be causing issues with gait/off-balance and would like him to continue to have a follow-up with neurology. His laboratory studies were also reviewed. He admitted to not taking his metformin regularly. At the visit of 03/22/21, he expressed being advised by his lawyer to follow up with Coastal Spine for lumbar facet arthropathy. On 04/07/21, he conveyed having an appointment scheduled with a neurosurgeon at the end of the month. He was given a Medrol Dosepak at his last visit with Dr. Dante, which was successful in making the patient “less weak.” He continued to be seen here and on 10/13/21 was there for a follow-up from the hospital. He had been hospitalized for pneumonia, stroke, and was now on insulin for diabetes mellitus. He had not done any follow-up testing since being out of the hospital. He was on numerous medications. On 10/28/21, Nurse Practitioner Burrows wrote a chest x-ray from 10/15/21 was within normal limits. On 11/09/21, Ms. Burrows referred him for x-rays of the hips and sacroiliac joints due to chronic pain and lumbar facet arthropathy. On 02/07/22, he came in with concerns for possible seizure or stroke the previous day. He admitted to waking up that day and felt tired. He called his friend and was feeling tired. He admitted calling his friend for 30 minutes with slurring speech. After he went back to sleep, he woke up and felt fine. He had no current complaints. Upon exam, spine was nontender to palpation. It was a normal exam of the spine with no scoliosis, kyphosis, costovertebral angle tenderness, and full range of motion. Musculoskeletal exam of the lumbar spine was normal with no swelling, deformity, full range of motion of the hip, and cervical spine was normal with no swelling or deformity. He was neurologically intact. He was referred for a CAT scan of the brain. On 12/18/22, Dr. Costa discussed the results of CAT scan of the brain in full detail. It was read as within normal limits, done on 02/09/22. On 06/09/22, he came in with hiccups and an upset stomach. He had sacroiliac joint injections at Penn and had relief in chronic back and hip pain. On 12/13/23, he was seen by another physician named Ms. Tobiasz with bilateral foot edema over the last two weeks. He had an appointment with cardiology next week. He was diagnosed with peripheral edema and referred for numerous laboratory studies. An EKG was also performed. On 03/02/23, he returned to Ms. Burrows having seen cardiology. He was given a prescription for a water pill. He had difficulty controlling his bowels and bladder secondary to his back and neck pain. He had less swelling in his legs with use of the water pill. He had not taken diabetes medication in the last four months stating he could not afford his insulin. It was over $300 a month for him. The physician assistant had attempted to call the Petitioner on 02/27/23 due to his diabetes mellitus being uncontrolled and he should be referred to an endocrinologist. All other labs were normal. However, his phone did not seem to be in service.

Mr. Eardley called Penn Neurosurgery on 11/18/20. He was working on getting an MRI of the cervical spine through his primary care physician. On 01/07/21, he called trying to confirm they had received the reports of cervical and lumbar MRIs from South Jersey Radiology. On 02/01/21, he expressed being referred to neurologist Dr. Zechowy, but the office had been permanently closed since October 2020. He wanted to ask Dr. Dante if he had any other suggestions. On 01/29/21, they were attempting to obtain the results of his thoracic MRI. On 01/21/21, he called Penn Neurosurgery mentioning six weeks ago he was walking and now had to use a walker. He was losing bowel and bladder control and still has no control of it. He also reports constantly stumbling and falling. He wanted another appointment with Dr. Dante. On 01/27/21, Nurse Practitioner Still followed up with Mr. Eardley. She had discussed his case with Dr. Dante who opined there was no obvious reason for gait dysfunction or bowel or bladder symptoms based upon the cervical and lumbar MRIs. He suggested a further workup with an MRI of the thoracic spine and then follow-up with neurology. He was due to begin physical therapy the following week. On 01/20/21 when he was seen by Ms. Still, he gave a lengthy history that will be INSERTED as marked from that progress note. Dr. Dante noted on 01/20/21 cervical MRI showed multilevel spondylosis with mild central and moderate left foraminal stenosis at C6-C7 and mild anterolisthesis of C4 on C5. The cord signal was normal. He gave diagnosis of cervical spondylosis with symptoms suggesting radiculopathy.

On 03/31/21, he saw Ms. Still again and gave an additional history that will be INSERTED here as marked. It does mention the alleged incident of October 2019 so was particularly relevant. She noted the results of the MRIs of the cervical, thoracic and lumbar spine. The thoracic spine did not show apparent significant cord compression. Lumbar MRI showed areas of foraminal stenosis, but the central canal appeared patent. Cervical MRI showed multilevel spondylotic changes with moderate stenosis at C6-C7 and normal cord signal. On 12/15/20, he did undergo cervical spine x-rays that showed spondylosis mostly at C4-C5 and C6-C7. There was facet arthropathy likely present throughout the cervical spine. He had lumbar spine x-rays on 12/15/20. These showed advanced spondylosis and perhaps diffuse idiopathic skeletal hyperostosis. There was a straightened lumbar curve and facet arthropathy as well. He did undergo MRI of the cervical spine on 01/06/21 and lumbar spine on 01/06/21, to be INSERTED here. On 02/03/21, he underwent thoracic spine MRI to be INSERTED here.
On 05/10/21, Mr. Eardley was seen at Penn again in their physical medicine department by Dr. Pan. He itemized the numerous surgeries the Petitioner had already undergone. On 05/08/08, he underwent bilateral L1, L2 and partial L3 laminectomies with exploration of fusion. In 1970 and 1971, he underwent laminectomy. On 05/19/08, he had a history of spinal cord decompression. He had also had a prostatectomy in 2007 and a total knee replacement in 2009. He was a former smoker who smoked three packs a day for 25 years. He quit in 1991. Dr. Pan reviewed the results of an EMG from March 2021 that showed chronic cervical radiculopathy on the right at C6-C7 with no active denervation. There was also modest right carpal tunnel syndrome with no active denervation. They discussed injections, but he deferred them. He was prescribed meloxicam and was to continue Tylenol. They discussed treatment options including therapy, medications, prednisone taper, and injection care. If no relief, they would consider EMG and if he failed to progress, they would consider acupuncture and osteopathic manipulative treatment.

He was seen on 06/23/21 by Dr. Preis complaining of left hand soreness and throbbing over one year as well as back and neck pain. He was taking multiple medications at that time. The results of his spinal MRIs were noted. They ascertained a lengthy history that will be INSERTED as marked from the page that is turned sideways. He continued to be seen by Dr. Preis such as on 07/29/21. He was ambulating with a cane. He did not have spontaneous speech. There was mild hesitation to answer and word searching intermittently. Remote memory was intact and recent memory was impaired. There was more inattention and decreased concentration at times. He was hard of hearing. He was repeating things multiple times on this visit and had to be redirected a few times. Exam found absent right and left patella and Achilles reflexes first stated at 0/4, but then at 2/4. This must be a typographical error. He had decreased left hand finger tapping and left heel-to-shin compared to the right. He had left greater than right postural tremor and titubation at the trunk with Romberg testing. He had decreased pinprick and cool temperature on the right leg compared to the left and vibration below the knees after 6 seconds bilaterally. He was unsteady with tandem gait. He had a mildly stooped left antalgic gait with a cane. He had mild pain on transition. It was worse with toe and heel walking and left antalgic gait. The actual EMG of the lower extremities found chronic right L5 radiculopathy and an axonal sensorimotor polyneuropathy. There were no signs of myopathy in this study. Dr. Preis recommended continuing treatment as well as an EMG of the upper extremities.

On 07/12/21, he was seen by pain specialist Dr. Nam also at Penn Medicine. He noted the history of four prior lumbar surgeries with chronic neck and low back pain. He has had difficulty standing, frequent falls, and inability to control his bowel and bladder since 2020. He was seen by Dr. Pan on 05/10/21 who recommended meloxicam therapy and injections which were deferred. The pain worsened after lifting heavy objects at work for the past three years. The pain was worse in the left hand. He had an EMG that revealed bilateral carpal tunnel syndrome. He did undergo multiple lumbar spine surgeries that were itemized. He also had multiple epidural injections in the 1970s. The EMG of the upper extremities was done on 12/11/20. On 09/02/21, Dr. Nam performed an epidural steroid injection in the lumbar spine. On the 10/18/21 visit, it was noticed reflexes were 2+ bilaterally at the patella. He followed up frequently in this practice. A cervical epidural injection was administered on 01/06/22. He then underwent cervical spine medial branch blocks by Dr. Nam.
We can eliminate what I am about to dictate if it is a duplication. He was seen on 07/29/21 in the neurology office and underwent an EMG by Dr. Preis. It showed chronic right L5 radiculopathy and an axonal sensorimotor polyneuropathy. There were no signs of myopathy on this study. On 10/25/21, another EMG was done in the upper extremities, but we are only in receipt of part of that report. He did have x-rays of the chest on 10/15/21 that showed no active disease. X-rays of the hips and pelvis were done on 11/15/21. There was no fracture or misalignment. There were mild arthritic changes in the right hip. There were also mild arthritic changes in the left hip. The history given for these studies was “bilateral hips and pelvis nontraumatic pain.” He had sacroiliac joint x‑rays on 11/15/21 that showed mild arthritic changes apparent in the sacroiliac joints. There were osteophytes adjacent to the right sacroiliac joint.
Neurosurgical consultation was performed by Dr. O’Shea on 01/14/22. We will INSERT what is marked from that first page to begin with. She performed a thorough evaluation and gave several diagnoses and recommendations for treatment that will be INSERTED as marked. She ascertained a history of him being involved in a motor vehicle accident on 09/17/21. She delineated what conditions were related to the work injury of October 2019 and the motor vehicle accident on 09/17/21. On 05/03/22, he expressed he was recently up on a ladder looking for a bird after hearing a chirping noise. It turned out the noise was from a smoke detector. While up on the ladder, he put his head back and felt nauseous. This had not resolved. He moved back to New Jersey from Myrtle Beach at the request of his daughters. He did relate seeing Dr. Wells for pain management and injections and then with Dr. Kirshner. She referenced an EMG from 10/25/21 presumably from Dr. Tinkelman that showed moderate carpal tunnel syndrome, acute right C5-C6 radiculopathy, bilateral ulnar conduction block across the elbow, and bilateral ulnar axonal sensory neuropathy. On this occasion, she gave another category of conditions described as “unrelated.” They will be INSERTED as marked. The additional information from the motor vehicle accident will also be INSERTED as marked from that same page. Mr. Eardley saw Dr. O’Shea again on 03/08/23. He was accompanied by his daughter throughout the visit. He had a history of being thrown from a horse where his back struck a tree stump. He had four lumbar surgeries between 1971 and 2008. He had a history of a Workers’ Compensation accident in October 2019 while working at Walmart. INSERT what is marked from that history. Dr. O’Shea added a diagnosis of mid back pain from the motor vehicle accident. She was going to again try to obtain a thoracic MRI without gadolinium to rule out herniated discs. She also wanted a lumbar MRI. He had low back pain status post injections. He was falling and was hospitalized for eight days. This was after the motor vehicle accident. He did undergo a CAT scan of the brain on 02/09/22 compared to a study of 09/11/21 given a history of seizures. There was no acute intracranial pathology.
Prior records show he underwent an MRI of the brain on 03/03/12 compared to a study of 01/04/10. It showed stable mild age-related chronic small vessel ischemic changes with no intracranial metastatic disease. He had a lumbar MRI on 03/03/12 that was compared to a study of 08/25/11. Those results will be INSERTED here. He had a cervical spine MRI on 05/01/13 compared to a study of 01/18/12. INSERT those results here.
On 04/06/17, Mr. Eardley was seen by Dr. Karl for his diabetes and general medical problems. He followed up for a preventive care evaluation on 01/08/18. He related moving back to Myrtle Beach from Cherry Hill, New Jersey. He had a history of four back surgeries. He also had a cardiologist. Diagnoses were type II diabetes mellitus, hyperlipidemia, hypertension, as well as chronic pain syndrome. He was on numerous medications including hydrocodone-acetaminophen, metformin, lovastatin, metoprolol, gabapentin 300 mg one pill three times per day, lisinopril, and glimepiride. He continued to be seen by his primary care physician named Dr. Costa and his associates in 2018. On 02/01/18, he complained of fatigue, blurred vision, polyuria, nocturia and paresthesia associated with headaches. He carried a diagnosis of diabetes for which he was following up. Again listed amongst his medical problem was chronic pain syndrome. He followed up with Dr. Costa for his general medical problems through 09/10/19. At that juncture, he stated he had surgery with Dr. Dante in the cervical and lumbar spine. They reviewed the laboratory studies. An additional diagnosis of prostate cancer and meningitis were listed.

PHYSICAL EXAMINATION

GENERAL APPEARANCE: There was an abrasion on the central forehead that he attributed to striking against a cabinet while shaving.
UPPER EXTREMITIES: Inspection of the upper extremities revealed no bony or soft tissue abnormalities. There was swelling of the right greater than left CMC joints that was quite severe. There were no scars, atrophy or effusions. Skin was normal in color, turgor, and temperature. Motion of the left shoulder was limited actively with adduction 40 degrees, abduction and flexion 130 degrees, and internal and external rotation to 60 degrees. Independent extension was full. Motion of the right shoulder as well as both elbows, wrists and fingers was full in all spheres without crepitus, tenderness, triggering or locking. Fine and gross hand manipulation were intact. The deep tendon reflexes were 2+ at the biceps, triceps, and brachioradialis. Peripheral pulses, pinprick, and soft-touch sensations were intact bilaterally.  Manual muscle testing was 5/5 in bilateral hand grasp, pinch grip, and throughout the upper extremities. There was no significant tenderness with palpation of either upper extremity. 

LOWER EXTREMITIES: Inspection of the lower extremities revealed no bony or soft tissue abnormalities. There was no leg length discrepancy with the examinee supine, as measured at the medial malleoli. Inspection revealed swelling of the feet and ankles. There was healed surgical scarring about the right knee consistent with his arthroplasty. Skin was normal in color, turgor, and temperature. Left hip flexion was to 75 degrees eliciting a pulling sensation. Knee flexion on the right was 115 degrees and on the left to 120 degrees. Motion of the hips and knees was otherwise full. His ankles were reduced in motion generally speaking due to his edema. Deep tendon reflexes were 2+ at the patella and Achilles bilaterally. He had non-localizing pinprick sensory loss in both lower extremities. Manual muscle testing was 5/5 at the extensor hallucis longus and throughout the lower extremities bilaterally. There was no significant tenderness with palpation of either lower extremity.

CERVICAL SPINE: Inspection of the cervical spine revealed a decreased lordotic curve but no apparent scars. Active flexion was 40 degrees, extension 5 degrees, bilateral rotation 30 degrees, and bilateral sidebending 10 degrees. There was no palpable spasm or tenderness of the paracervical or trapezius musculature nor was there any in the midline overlying the spinous processes. Spurling’s maneuver was negative.

THORACIC SPINE: Inspection of the thoracic spine revealed an increased kyphotic curve. There were multiple abrasions and scars on his spine that he attributed to basal cell cancer removal. Range of motion was accomplished fully in flexion, rotation, and sidebending bilaterally. There was no palpable spasm or tenderness of the parathoracic or interscapular musculature. There was no tenderness over the bony prominences of the scapulae or spinous processes. There was no winging of the scapulae.

LUMBOSACRAL SPINE: The examinee ambulated with a physiologic gait. No limp or foot drop was evident. No hand-held assistive device was required for ambulation. The examinee was able to walk on his heels and toes without difficulty. He changed positions without difficulty and was able to squat and rise fluidly. Inspection of the lumbosacral spine revealed decreased lordotic curve and healed surgical scarring in the midline measuring 10 inches in length. Active flexion was full, but extension was to 0 degrees. Bilateral rotation and sidebending were to 30 degrees and 20 degrees, respectively. There was no palpable spasm or tenderness of the paralumbar musculature, sacroiliac joints, sciatic notches, iliac crests, greater trochanters, or midline overlying the spinous processes. Sitting straight leg raising maneuvers were negative bilaterally for low back or radicular symptoms at 90 degrees. No extension response was elicited and slump test was negative. Supine straight leg raising maneuvers were negative bilaterally for low back or radicular symptoms at 90 degrees. Lasègue’s maneuver was negative bilaterally. Braggard's, Linder, and bowstring's maneuvers were negative for neural tension. There were negative axial loading, trunk torsion, and Hoover tests for symptom magnification.

IMPRESSIONS and ANALYSES: Based upon the history, record review, and current examination, I have arrived at the following professional opinions with a reasonable degree of medical probability.

Robert Eardley alleges he sustained an acute injury to his neck on 09/29/19. He also alleges occupational exposure from May 2020 to the present from repetitive lifting in the produce department resulted in injuries to the lumbar spine. He had an extensive diagnostic workup and course of treatment. He did not have any surgical interventions. He did have a history of multiple prior lumbar spine surgeries after originally falling off of a horse. It is also clear that he had chronic pain syndrome well before the subject events for which he was taking oxycodone.

This is just a random comment: When presenting to Penn Neurosurgery on 11/18/20, he conveyed this was not related to a motor vehicle accident or a Workers’ Compensation case. Another comment: When last seen by Dr. O’Shea on 03/08/23, it was noted he was retired and trying to get into an assisted living type facility. He did undergo diagnostic testing and treatment after the alleged subject events. These did not show appreciable objective worsening to a material degree compared to studies done before they occurred. He does offer comments about his low back pain from masonry resolving when he stopped that kind of work and he was 100% healthy when he started working at Walmart. This does not correlate with the information contained in the documentation.

There is 15% permanent partial total disability referable to the lower back regardless of cause. This is for the residuals of preexisting injuries and multiple surgeries with chronic pain syndrome. They were not caused, permanently aggravated or accelerated to a material degree either by the alleged acute injury or occupational exposure. There is 5% permanent partial total disability referable to the cervical spine regardless of cause. Similar to the lumbar spine, he did have preexisting cervical spine and radicular problems. These were not permanently aggravated or accelerated to a material degree by the event of 09/29/19.
