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Dictation Time Length: 17:34
September 4, 2023
RE:
Pedro Santiago
History of Accident/Illness and Treatment: As you know, I previously evaluated Mr. Santiago as described in the reports listed above. My 12/31/19 report in particular addressed the 05/10/16 injury. I was already in receipt of much of the documentation you have provided such as items 5 through 11 listed above.

Mr. Santiago is now a 45-year-old male who again reports he injured his back on 05/11/16 when he was dumping metal material. He was seen at Voorhees Emergency Room the following day. He had further evaluation leading to a diagnosis of disc herniations and degenerative disc disease at L4, L5 and S1. He underwent surgery for them in August 2017 and November 2018. He continues to receive pain management from Reclaim Ability. He denies any previous injuries or problems to the involved areas. He recounts that he reinjured himself short time after the 05/11/16 incident. This would correspond with the 07/11/16 date of injury. On that occasion, he was treated with physical therapy and then psychiatric care for depression.

As per the new record supplied, he received an Order Approving Settlement on 07/19/17 in the amount of 12.5% of partial total due to bulging discs at L4-L5 and L5-S1 with protrusion at L5-S1. He then applied for review of that award. Within his answers to reopener interrogatories, the Petitioner reported the various providers with whom he received treatment in the interim. These included American Work Care, AtlantiCare Regional Medical Center, Cross Keys Physical Therapy, Memorial Hospital of Salem County, Rothman Institute, and it was anticipated he would have additional records from Dr. Woods and from pain management.

As per the additional medical records supplied, he did have a psychiatric evaluation on 02/04/19 by Dr. Holl. He opined Mr. Santiago was suffering from schizophrenia, paranoid type, with associated depression. This schizophrenia is unrelated to the accident and unrelated to his physical difficulties. As already mentioned, associated with the schizophrenia, Mr. Santiago was experiencing suicidal ideation. Relative to his physical difficulties and inability to work, Mr. Santiago is suffering from an adjustment disorder with depression, the extent of which is 5%. Mr. Santiago was in need of psychiatric intervention. However, the need for psychiatric intervention relates mainly to the paranoid schizophrenia. Dr. Holl wrote another report on 05/02/19 and clarified that psychiatric treatment for schizophrenia is intense and all-consuming. It would not be possible to combine this treatment with treatment for the relatively minor accident-related depression. He reiterated Mr. Santiago is certainly in need of psychiatric intervention relative to the schizophrenia paranoid type, which is a very serious and debilitating illness. He seems to have withdrawn the word “mainly” as it confuses the situation.

He was also seen by Dr. Stiffler at Healthcare Commons on 11/11/19. He arrived for medication monitoring. He denied suicidal or homicidal ideation, but continues to feel depressed due to not knowing the outcome of his Workers’ Compensation hearings and physical exams. The ongoing diagnosis was mild major depressive disorder, single episode. The doctor adjusted Mr. Santiago’s medications and followed him frequently over the next several months running through 04/14/21. Current problems included depression, anxiety and insomnia. He had major depressive disorder, general anxiety disorder, and insomnia. He was taking Zoloft once in the morning. He reported he was doing well. He has no adverse side effects from medications. He is eating and sleeping well. He continues with pain management and his family is also doing well. Clinical exam was unremarkable. He was to follow up in 8 to 10 weeks for additional medication management.

On 01/23/20, he was evaluated by another psychiatrist named Dr. Clinton. He diagnosed adjustment disorder with chronic depression as a result of chronic pain syndrome and chronic sleep deprivation, physical difficulties, stressors or sleep deprivation, and pain as well as psychological adjustment to not being able to provide for his family. He concluded the Petitioner should continue on Zoloft and Cymbalta or Elavil could be added. Pain management should continue. It was his estimation that the psychiatric disabilities and work-related injuries have caused him to be totally disabled.

On 03/21/22, he returned to the orthopedic care of Dr. Nazarian who had treated him surgically in 2018. This was revision hemi-laminectomy and decompression at L4-L5 and L5-S1. He continued to have left-sided back pain with numbness and tingling when standing, going down his left lower extremity. He has been working with pain management and is taking oxycodone 10 mg four times per day. In December, he began having increasing right-sided pain with radiation to his buttock and his groin, into his testicle. This has become his biggest limiting factor at this time. He had an MRI completed and denied any other injuries. He has not been able to return back to work since his original injury in 2016. Neurologically, sensation was intact to light touch except for the left L4 and L5 distribution which is mildly diminished compared to the right. Current lumbar x-rays demonstrated mild degenerative changes without signs of instability. He reviewed a February 2022 MRI that demonstrated L4-L5 severe spinal canal stenosis. It also demonstrates a small right L3-L4 disc herniation. He opined the majority of the symptoms are emanating from the progression of his L4-L5 stenosis and degeneration. He recommended return to physical therapy and possible epidural injections. He was seen by pain specialist Dr. Paul on 04/14/22. He reviewed the lumbar MRI from 02/21/22 whose findings will be INSERTED here as marked. Dr. Paul noted he had a work-related injury and two lumbar surgeries with low back pain and pain into his right groin and testicle. On 08/17/17, Dr. Woods performed left L5-S1 microdiscectomy. On 11/20/18, Dr. Nazarian performed left L4-L5 hemi-laminectomy and microdiscectomy, L5-S1 revision hemi-laminectomy with decompression. Dr. Paul had previously performed epidural injections, but placed him at maximum medical improvement on 07/18/19. Mr. Santiago asserted around December 2021 he started to experience right-sided low back pain into the right groin. He did see Dr. Nazarian who recommended follow-up with pain management. Dr. Paul then performed lumbar epidural injection on 05/10/22, 08/09/22, and 11/08/22. Dr. Paul continued to treat him through 12/05/22, but at a different practice. He reported approximately 80% improvement with the injection. Current medications included Percocet 10/325 mg one tablet as needed every six hours, naproxen 500 mg one tablet every 12 hours - this was also on an as-needed basis, diazepam 5 mg one tablet once per day, Lexapro 10 mg one tablet once per day, and medical marijuana as directed. Additional history was noted to include COVID-19 in September 2020. He has completed a total of 18 physical therapy visits and continues to perform home exercises that he can tolerate. He last worked on 10/25/18. He stated he was disabled. He was thought to be doing significantly better. Dr. Paul did not recommend any further injections and from his standpoint deemed he had reached maximum medical improvement for interventional pain management. He saw Dr. Nazarian through 01/23/23. He was doing very well. He had no significant lower extremity radicular symptoms since the time of his last injection. He does continue to get some numbness and tingling down the left lower extremity as well as some axial back discomfort particularly on rainy days. He had no evidence of straight leg sign and strength and sensation were intact. His impression was lumbar disc herniation with recurrent spinal stenosis. He did not recommend any further treatment such as surgery at that time. It was possible in the future he may require treatment including therapy, injections and surgery. Currently, he was at maximum medical improvement as his symptoms had improved.
PHYSICAL EXAMINATION
UPPER EXTREMITIES: Inspection of the upper extremities revealed no bony or soft tissue abnormalities. There were no scars, swelling, atrophy or effusions. Skin was normal in color, turgor, and temperature. Motion of both shoulders was full, but bilateral abduction elicited pressure in his low back. Motion of the shoulders, elbows, wrists and fingers was otherwise 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. There were no scars, swelling, atrophy, or effusions. Skin was normal in color, turgor, and temperature. Bilateral hip motion was full, but left internal rotation elicited low back tenderness. Motion of the knees and ankles was full in all planes 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 at the extensor hallucis longus and throughout the lower extremities bilaterally. There was no significant tenderness with palpation of either lower extremity.

CERVICAL SPINE: Normal macro

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. He was able to stand on his heels and toes. He changed positions without difficulty and was able to squat and rise fluidly. Inspection of the lumbosacral spine revealed normal posture and lordotic curve. Inspection revealed a midline 3-inch longitudinal scar. He sat comfortably at 90 degrees lumbar flexion but actively flexed to 65 degrees and extended to 10 degrees. Bilateral rotation and side bending were accomplished fully. He was tender at the left sacroiliac joint but not the right. 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 maneuver on the right at 75 degrees and left at 70 degrees 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. 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.

We will INSERT what is marked from my 2019 report… and then add the following: Since evaluated here, he received Orders Approving Settlement and then reopened his claim. He was seen orthopedically by Dr. Nazarian and psychiatrically by Dr. Holl. He received psychiatric care from Dr. Stiffler. Dr. Paul performed epidural injections with significant relief. Ultimately, he deemed and Dr. Nazarian deemed the Petitioner had reached maximum medical improvement.

The current examination found he ambulated without a foot drop or limp. He was able to stand on his heels and toes. The lumbar spine range of motion was variable. Straight leg raising maneuvers failed to elicit any radicular complaints. He was neurologically intact including sensation and deep tendon reflexes. He did complain of low back pain and pressure with bilateral shoulder abduction as well as left hip internal rotation.

My opinions regarding permanency remain the same and will be INSERTED here as marked from my latest report.
