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Dictation Time Length: 13:18
September 6, 2023
RE:
Robert Skrzypiec
History of Accident/Illness and Treatment: As you know, I previously evaluated Mr. Skrzypiec as described in the reports listed above. He is now a 69-year-old male who again reports he was injured at work on 12/19/09. On that occasion, he slipped on ice and fell onto his back. He got up and slipped again. He believes he injured his back and then his knees, but did not go to the emergency room afterwards. He had further evaluation leading to what he understands to be a diagnosis of a broken back as well as damaged knees. He underwent surgery on the back on 01/10/10 and 10/04/16. He underwent surgery on the right knee in March 2014 and the left in September 2015. He is currently receiving physical therapy and pain management from Dr. Padula and his associates. Rest of that section is normal
We were previously in receipt of records running through 2018 or so. You have advised he did settle his claim at 75% permanent partial total disability for the right knee, left knee, and lower back. He is now seeking additional permanency believing he is 100% permanent and totally disabled solely as a result of the subject work accident. You mention he has or will undergo spinal cord stimulator procedure. He does not currently convey that that is the case.

Additional records show he was seen by Nurse Practitioner Delancy at Regional Orthopedics on 01/19/21. He stated his symptoms had worsened since the last visit. He has spasms in the neck as well as weakness in the upper and lower extremities. His pain is severe with a rating of 8/10. There were no new symptoms and no change in the character or location of his problems. She noted a history of bilateral knee replacements, eight right shoulder surgeries, lumbar fusion, and discectomy. He was on myriad medications including Narcan, tizanidine, omeprazole, atorvastatin, metoprolol, valsartan, citalopram, aspirin, diazepam, magnesium, and super B complex. She had him continue pain management treatment with various medications. On 01/19/21, he underwent a lumbar MRI; INSERT those results here. He returned on 02/16/21 to review them with Ms. Delancy. At that point, he followed up regularly after the 04/12/21 lumbar MRI. They reviewed these results on 04/13/21. She wrote the MRI revealed surgical change with extensive artifact from hardware from L3 through S1. L5-S1 revealed a large broad-based protrusion greater towards the right that is encroaching into the canal, causing moderate stenosis. This is larger compared with the prior MRI. She had him continue with medications as prescribed and participate in a course of physical therapy. He requested a prescription for comprehensive at-home gym equipment at a cost of approximately 3500 to 4000 dollars. However, a prescription for recumbent bike was provided at today’s office visit.

Mr. Skrzypiec remained symptomatic and continued to receive pain medications. He had a second MRI on 06/30/21, to be INSERTED here. On 12/08/21, Dr. Gleimer reviewed these results with him. He also noted x-rays of the hips and EMG of the lower extremities were performed. The results of those studies will be INSERTED as marked from page 3 of his report. He strongly recommended the patient consider a spinal cord stimulator trial for his ongoing lower extremity symptoms. Furthermore, consideration of selective nerve root blocks to address the area seen on the EMG studies would be appropriate to improve the same symptoms. The Petitioner again asked whether the doctor could order gym equipment for him specifically, a Universal type machine. He explained that this was not feasible to be prescribed. However, he did offer formal physical therapy that the Petitioner refused, supposedly out of concerns for COVID-19. He explained there was no surgical procedure indicated for his lumbar spine at that time. He would follow up only on an as-needed basis. He continued to see Dr. Delancy over the subsequent months running through at least 10/25/22. He was prescribed oxycodone 30 mg to take every six to eight hours as needed for pain. He was to follow up in four weeks. EMG was done by Dr. Citta on 08/17/21, to be INSERTED in the appropriate chronological place. INSERT from what is marked on the top of page 2 of that report.
PHYSICAL EXAMINATION
GENERAL APPEARANCE: From the outset, he complained of diffuse body pain and was uncooperative with major parts of the evaluation. He did have excessive adipose tissue throughout. He insisted on his wife being in the exam room despite this violating office policy. We did have a medical chaperone present.
UPPER EXTREMITIES: Inspection of the upper extremities revealed no bony or soft tissue abnormalities. He had healed surgical scars about the left shoulder consistent with rotator cuff tear repair. He also had a scar at the right anterior chest wall that he attributed to a crane accident. There was no swelling, atrophy or effusions. Skin was normal in color, turgor, and temperature. Range of motion was accomplished fully at the shoulders, elbows, wrists, and fingers bilaterally without crepitus, tenderness, locking, or triggering. 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. 

He was wearing his gown, but then threw it away and shouted it was a waste of time.
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 healed scars at both knees, but no 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 diminished bilaterally consistent with his body habitus. He had diminished stocking-glove distribution pinprick sensation in both lower extremities. Manual muscle testing was 5– for right quadriceps strength, but was 5/5 throughout the left lower extremity. There was no significant tenderness with palpation of either lower extremity.

He stated his knees felt fine now. He would only allow evaluation from a seated position, limiting provocative maneuvers and others. 
THORACIC SPINE: Normal macro

LUMBOSACRAL SPINE: He ambulated with a limp on the left, using a quad cane. He changed positions slowly and was able to squat to 40 degrees. He was able to stand on his heels and toes with support. Inspection revealed a midline scar consistent with his surgery. He sat comfortably at 90 degrees lumbar flexion, but actively flexed to 45 degrees, extended to 10 degrees, side bent right to 5 degrees and left to 10 degrees. Bilateral rotation were full to 45 degrees with tenderness consistent with the trunk torsion maneuver for symptom magnification. There was superficial anticipatory tenderness to palpation at the lumbosacral junction and across the waistline. Five minutes later, he complained of pain in that area, but was in no acute distress. As noted above, he refused to lay supine so straight leg raising maneuvers from that orientation were impossible. He did have an anticipatory positive axial loading maneuver for symptom magnification along with a positive trunk torsion maneuver 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.

INSERT from the Impressions section of the most recent report

Since evaluated here, he received a financial settlement. He sought additional treatment and was trying to be deemed 100% totally and permanently disabled. He did continue under the care of pain management and orthopedics. He had updated MRIs of the lumbar spine. Dr. Gleimer opined no surgery was indicated. He did continuously use narcotic medication.

The current examination found he was uncooperative from the outset. Despite complaining of pain from the outset, his blood pressure was within normal range. He also refused to lay supine, limiting straight leg raising maneuvers and provocative maneuvers at the knees. Other signs of symptom magnification included the superficial anticipatory tenderness to palpation about the lumbosacral junction. He also had delayed pain with palpation of the waistline until 5 minutes later. He threw his gown on the floor, stating it was a waste of time. He did ambulate with a limp on the left and use quad cane.
My opinions relative to permanency and causation remain the same and will be INSERTED as marked.
