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Dictation Time Length: 31:11
July 26, 2023
RE:
Kathleen Tavalario
History of Accident/Illness and Treatment: Kathleen Tavalario is a 58-year-old woman who reports she was injured at work on 05/03/19. She was lifting large rocks and putting them into a loader and as a result believes she injured her lower back. She did not go to the emergency room afterwards. She had further evaluation and treatment including two surgeries by Dr. Testaiuti. One of these may have been before the subject event and the second after it occurred. The second procedure involved fusion. She is no longer receiving any active treatment. She did receive injections and pain medications from Dr. Paul. She alludes to a prior work injury to her back, but cannot remember many details. She denies any subsequent injuries to the involved areas.

As per the records supplied, Ms. Tavalario was seen at Virtua Occupational on 05/03/19. She was moving boulders into a loader. When she lifted and fumbled a boulder that was much heavier than she expected, she had sudden sharp pain in her lower back radiating down the right hip and leg with numbness in third, fourth and fifth toes. It was noted she had back surgery in 2018. She was supposed to get fusion, but was not able to do it at that time and all that was done was arthroscopic cleaning of the vertebral bone around the nerve. She was out of back pain, but with this new injury today the pains have come back in the same spot with the same radicular nerve pattern. History was also remarkable for depression and anxiety for which she was on clonazepam, Wellbutrin, and Prozac. She was evaluated and diagnosed with sprain of the lower back and right biceps for which she was prescribed Naprosyn, Medrol Dosepak, and cyclobenzaprine. She was also immediately referred for orthopedic specialist consultation.

She was seen by Dr. Testaiuti beginning 05/14/19. She currently was complaining of lower back pain radiating down both legs with numbness and tingling in both feet. He was well aware of her since being a part of the practice previously. She had a right L5-S1 lumbar decompression in 2018 following an April 27 injury. She did extremely well postoperatively and was discharged from care in April 2018. However, she then sustained the subject incident on 05/03/19. Her work did not accommodate restrictions so she was placed out of work. He performed lumbar x-rays that showed no abnormal motion on flexion and extension. There was moderate disc space collapse that is unchanged compared to preoperatively. Complete radiographs were previously done on 05/18/17 demonstrating five non-rib-bearing lumbar vertebrae. There was multilevel degenerative disc space collapse with slight kyphosis at the thoracolumbar junction. There was degenerative collapse at L5-S1 primarily with moderate bilateral facet disease at L4-L5 with spondylosis. There was no evidence of instability. He also referenced an MRI from 06/07/17 that demonstrated bilateral facet hypertrophy at L4-L5 and L5-S1, greater on the right. There was a single level disc desiccation with degenerative collapse at L5-S1 primarily with well-preserved L4-L5, but no significant decreased signal at this level either and only moderate bilateral facet hypertrophy without any central or foraminal stenosis. There was also left paracentral disc herniation at L5-S1 with lateral and foraminal stenosis. He diagnosed low back pain and lumbar radiculopathy. He referred her for physical therapy and started her on ibuprofen. He followed her progress and on 06/17/19 noted since she was not improving with therapy, an MRI would be warranted. On 06/27/19, he noted the results of the lumbar MRI from 06/19/19. There was no evidence of fracture or subluxation. She was status post right L5-S1 foraminotomy without any recurrent or residual disc herniation. She does have moderate collapse of the L5-S1 disc space. There was also moderate medial facet hypertrophy with impingement of the thecal sac without significant stenosis or compression. At L4-L5, there was mild spondylosis. At this juncture, her back pain was the majority of her complaints. The plan was to pursue injection therapy and avoid further surgery.

We are in receipt of the MRI report from 06/19/19 that was not compared directly with any prior studies. It revealed multilevel degenerative and discogenic changes. There were mild and moderate degrees of stenosis with no high-grade stenosis. She had left greater than right lateral recess encroachment at L5-S1. Dr. Testaiuti saw her on 10/29/19 by which time she had medial branch blocks with temporary resolution of her pain. She then had bilateral L4-L5 and L5-S1 radiofrequency ablations on 09/11/19 from which she had significant relief of her back pain for about one month. As this wore off, she began to develop increasing severe and constant right-sided low back pain into the right buttocks. On 10/07/19, she had right L5-S1 and S1-S2 transforaminal epidural steroid injection. However, she did not have any relief from this. She told Dr. Testaiuti her right leg now was giving out on her frequently. She sustained a fall getting out of bed due to her back pain causing her to injure her foot. She also had another fall in the bathroom without successive injury. She was frustrated by her chronic low back pain and radiculopathy and the fact that she had not improved with treatment to date. On exam, she does have ecchymosis around the great toe and MTP and PIP joints. She was going to see her podiatrist for this. They then discussed further treatment options including surgical intervention. On 01/09/20, she had a second opinion evaluation with neurosurgeon Dr. Siddiqui. He ascertained a further history of hysterectomy, right shoulder and right ankle surgeries. His assessment was intractable lower back pain with right lumbar radiculopathy. He reviewed the lumbar MRI from 06/19/19 that showed multilevel degenerative disc disease which is preexisting and not causally related to her injury. She also has a bulging annulus at L5-S1. He opined she would benefit from an anterior lumbar fusion as recommended by Dr. Testaiuti. She then did see Dr. Testaiuti again on 02/07/20 who noted this opinion. She also had a new MRI with her. This was done on 02/07/20, and will be INSERTED here. On 03/20/20, she followed up for her postoperative visit complaining of pain and soreness around her incisions. She is unsure if this is different from her preoperative symptoms. X-rays taken that day demonstrated hardware in good position at L5-S1 with no signs of loosening or lucency. He refilled her analgesic medications. He discontinued use of OxyContin. He followed her closely postoperatively running through 08/19/20. She had begun on some work conditioning sessions. She is back to baseline in terms of her right lower back pain and reports no change from her previous visit. In order to evaluate what she might be capable of doing, he would order a functional capacity evaluation to determine her permanent work restrictions. On 06/10/21, he wrote that she had been placed at maximum medical improvement with restrictions as per her functional capacity evaluation. She was not currently working and was on Social Security Disability. He saw her again on 09/15/22, however. He noted she had been made MMI previously. She exhibited maximum effort during that assessment. She had undergone sacroiliac joint and facet joint injections from Dr. Paul. She then had medial branch blocks as well as radiofrequency ablation with good relief of her symptoms. They again reviewed a lumbar MRI from 06/22/21. There was moderate spondylosis of the facets at L1-L2 and L2-L3 with moderate bilateral facet hypertrophy at L3-L4 and L4-L5 with mild encroachment of the lateral recess bilaterally with moderate tricompartmental stenosis. There were shallow sub-annular herniations at L1-L2 and L2-L3. He again deemed she had reached maximum medical improvement and referred her back to Dr. Paul for conservative treatment.

Ms. Tavalario was seen at Pine Street Family Practice on the dates described for non‑orthopedic problems except by way of awareness. She was being treated for major depressive disorder that was recurrent. They treated her through 11/22/19. We have got to combine the various bunches of progress notes from Dr. Paul and the other physicians at Coastal Spine so they are sequential. We do have the report of the 02/07/20 MRI, to be INSERTED if we did not capture all the results previously. She did participate in rehabilitation on the dates described. She was admitted to rehab service at Select Medical on 02/25/20 and was discharged on 02/29/20. She did undergo surgery again by Dr. Testaiuti as described on 02/25/20. INSERT those results here. A lumbar CAT scan was done on 07/14/20, to be INSERTED here. She did undergo the FCE on 09/15/20. It deemed that she performed it with full maximum effort and was deemed capable of working in the light physical demand category. She had a repeat lumbar MRI on 06/22/21 compared to the study of 06/07/17 and a CAT scan of 07/14/20. INSERT those results here as well. She did see Dr. Paul at several different facilities. On 11/07/22, he noted the more recent MRI of 06/22/21. He refilled her tizanidine and celecoxib. From his standpoint, she was at maximum medical improvement.
I am also in receipt of voluminous prior records as enumerated above. I will only comment on the pertinent studies to the subject event. She did have a gynecologic assessment with varying studies. On 05/06/10, Dr. Kanoff wrote she had a corpus luteum cyst that will be resolved by her next ultrasound. She had undergone a hysterectomy about 15 years earlier and then had subsequent bladder surgeries. She was seen by neurologist Dr. Sammartino on 05/27/10. Her main complaint was of back pain for the last two to three months with no obvious precipitating cause. He found a non-focal exam and diagnosed myofascial pain and subjective sensory discrepancy. He referred her for various laboratory studies, brain MRI, Lidoderm patch, and a trial of Neurontin. She returned to him on 01/26/11 when he was told that on 12/29/10 she had been experiencing abrupt and severe episodes of left headache pain. She had not undergone MRA or CPA. He wanted to rule out aneurysm and sent her for a CT angiogram. He started her on Topamax in conjunction with the Medrol Dosepak.
She was seen by podiatrist Dr. Haley on 05/19/11 with painful left foot and ankle status post bunionectomy with recent onset of left ankle pain. She was followed by the Gynecologic-Oncology Group on the dates described. On 09/05/12, she was seen at Rothman for her right ankle injury. One week ago, she stepped in a hole on her property. X-rays were found to be completely unremarkable by Dr. Daniel. He diagnosed right ankle synovitis and referred her for an MRI for completeness sake. She was also seen by her primary care physicians such as Dr. Lowry at Pine Street Family Practice on the dates described. On 05/13/15, she had x-rays of both shoulders. The right one was read as normal. The left one showed minimal degenerative joint disease. Cervical spine x-rays were done on 05/13/15. It showed minimal anterolisthesis of C2 on C3 perhaps due to ligamentous laxity, but there was no significant facet arthrosis. She had a cervical spine MRI done on 05/19/15. There were disc bulges from C3-C4 through C6-C7 with no disc protrusions. She had mild central canal stenosis and mild to moderate bilateral foraminal stenosis from C3-C4 through C6-C7.
On 06/03/15, she was seen at Reconstructive Orthopedics by Dr. Kovacs complaining of shoulder and upper extremity pain for about six months unrelated to any specific injury. He performed an exam and noted the x-rays of the shoulders from 08/20/13 and the cervical MRI. She had two prior right shoulder surgeries by Dr. Dwyer in 2002 and 2006. He recommended she see another spine specialist, thinking her symptoms were due to underlying cervical radiculopathy. She continued to be seen in this group including by Dr. Marcelli on 08/03/15. The plan was to pursue injection treatment. On 07/25/17, she underwent x-rays of the hands due to complaints of hand pain. They showed mild degenerative joint disease.
On 06/07/17, she underwent a lumbar MRI given a history of low back pain radiating into the right lower buttocks. INSERT those results here. She was seen by hand specialist Dr. Rekant on 07/31/17 who diagnosed bilateral thumb CMC joint osteoarthritis. On 02/21/18, Dr. Testaiuti performed lumbar spine surgery to be INSERTED here, but probably should have been included before. She followed up with him postoperatively on 03/23/18. He noted the surgery performed. She had previously undergone lumbar spine x-rays and an MRI on 06/07/17. It demonstrated bilateral facet hypertrophy at L4-L5 and L5-S1, greater on the right. There was single-level disc desiccation with degenerative collapse at L5-S1 primarily with well-preserved L4-L5 with no significant decreased signal at this level either and only moderate bilateral facet hypertrophy without any central or foraminal stenosis. There was also left paracentral disc herniation at L5-S1 with lateral and foraminal stenosis. As of 04/24/18, Dr. Testaiuti cleared her to work full duty and full time. On 04/16/18, she noted significant improvement in her back pain as well as radiculopathy from the surgery. An FCE was done on 04/12/18. She demonstrated the ability to perform 100% of the physical demands of her job as a laborer. He cleared her to work without restrictions at maximum medical improvement.
PHYSICAL EXAMINATION
GENERAL APPEARANCE: She had a suntan that she attributed to spending time at a pool. She had a flat affect with poor eye contact. She spoke in a low voice and had downcast eyes. These are typically reflective of underlying depression.
LOWER EXTREMITIES: Her legs were unshaven. 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. There were no scars, swelling, atrophy, or effusions. Skin was normal in color, turgor, and temperature. Range of motion was accomplished fully in all planes at the hips, knees, and ankles without crepitus or tenderness. Deep tendon reflexes were 2+ at the patella and Achilles bilaterally. Peripheral pulses, pinprick, and soft touch sensations were intact bilaterally. Manual muscle testing was 5–/5 for right quadriceps strength, but was otherwise 5/5. There was no significant tenderness with palpation of either lower extremity.

THORACIC SPINE: Normal macro

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. She was able to walk on her toes fluidly and walking on her heels elicited right hip tenderness. She changed positions fluidly and was able to squat to 40 degrees and rise. Inspection of the lumbosacral spine revealed normal posture and lordotic curve. Inspection revealed a midline anterior transverse sub-umbilical scar consistent with the anterior approach for her surgery. Posteriorly, she had a pair of paramedian scars measuring 1 inch on the left and 1.5 inches on the right. She sat at 90 degrees flexion and actively flexed to only 40 degrees. Extension was mildly limited to 20 degrees with tenderness. Bilateral rotation and side bending were accomplished fully without discomfort. She was tender at the lumbosacral junction. There was no palpable spasm or tenderness of the 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 maneuver on the right at 80 degrees and left at 70 degrees both elicited only low back tenderness without radicular complaints. Lasègue’s maneuver was negative bilaterally. Braggard's, Linder, and bowstring's maneuvers were negative for neural tension. She had positive reverse flip maneuvers bilaterally 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.

Kathleen Tavalario alleges to have injured her back at work on 05/03/19 when she was maneuvering large stones. She was initially seen at Virtua Occupational and initiated on conservative care. She then returned to the neurosurgical care of Dr. Testaiuti on 05/04/19 with whom she had previously treated and undergone surgery. She had a lumbar MRI on 06/19/19. She had some injections and physical therapy, but remained symptomatic. On 02/25/20, Dr. Testaiuti performed surgery to be INSERTED here. She followed up postoperatively and had repeat CAT scan and lumbar MRI. FCE was done on 09/15/20 and placed her on modified activities.

Ms. Tavalario had previous lumbar spine and radicular complaints. She underwent numerous diagnostic studies and surgeries.

The current examination showed variable mobility about the lumbar spine. Seated straight leg raising maneuvers were negative at 90 degrees bilaterally. Supine straight leg raising maneuvers elicited only low back tenderness at very obtuse angles. There were also positive reverse flip maneuvers for symptom magnification.

I would offer 12.5% to 15% permanent partial total disability referable to the lower back. The lion’s share of this assessment is due to her preexisting low back issues treated with surgery, but with persistent disc abnormalities. The balance is attributable to the event in question.
