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Dictation Time Length: 14:18
December 14, 2023

RE:
Joseph Nicoletta
History of Accident/Illness and Treatment: Joseph Nicoletta is a 36-year-old male who reports he was injured at work on 09/25/21. He was working as a law enforcement officer. He bent down to stop a child from crossing a road unattended and hurt his back and hips. He did not go to the emergency room afterwards. He was later diagnosed with impingement on each hip and also underwent lumbar laminectomy in April 2022. He is no longer receiving any active care. Rest of that section is normal
As per the medical records supplied, he was seen at urgent care on 09/27/21, complaining of left lower back pain and left lower groin pain that started at work. He was attempting to stop a little girl from running in front of a fire truck. When he reached out for the little girl, he twisted, feeling a pull in his left groin and left lower back. He denied any bruising, redness or swelling, numbness or tingling. He was assessed with low back strain and groin strain for which he was placed on medications and activity modification. On 10/04/21, he was seen orthopedically by Dr. Joseph Bernardini. He reviewed x-rays of the lumbosacral spine and pelvis that were normal. He rendered diagnoses of acute low back pain, hip pain, and lumbar radiculopathy for which he placed Mr. Nicoletta on medication and modified duty. He continued to be followed here such as on 11/29/21, to review the lumbar MRI. As suspected, there was no major pathology he could relate to the areas at L3-L4 and L5-S1 evidenced on their report are of no consequence and suggest normal active finding of life of the lumbosacral spine. Dr. Bernardini did not have anything further to offer and the Petitioner wanted to go for a second opinion, believing his condition was that serious.

On 11/12/21, he had a lumbar MRI to be INSERTED here. He was seen neurosurgically by Dr. Mitchell on 01/06/22 who noted the mechanism of injury and course of treatment to date. He admitted to a motor vehicle accident in June 2005. He also had a previous work injury in January 2009 to the shoulder while boxing in the Academy. This resulted in a torn left frontal labrum followed by surgical repair in 2009. He did not remember the name of the surgeon. Dr. Mitchell reviewed the MRI of 11/12/21. It revealed retrolisthesis of L5-S1 with S1 nerve root compression. There was normal lordosis and no fracture or subluxation. There was some left-sided foraminal narrowing greater than the right. He wrote that obviously his imaging findings are degenerative in nature. He aggravated the underlying preexisting condition. This was a lumbar sprain and strain with left lower extremity radiculopathy from the work incident of 09/25/21. He could work with sedentary duty parameters. He then was seen by physiatrist Dr. Paul on 01/26/22. He discussed treatment options including injection therapy. He returned to Dr. Mitchell on 02/17/22, noting he underwent a left S1-S2 transforaminal epidural steroid injection without relief. Dr. Mitchell recommended a repeat injection, but this time a transforaminal epidural steroid injections on the left at L5-S1 and S1-S2 to target the nerve root above and below. Dr. Paul performed such injection on 02/02/22. On the visit of 02/24/22, he reported 60% relief of his left lower limb symptoms and then improvement in his stiffness in the low back. His low back pain is occurring less frequently. The second such injection appears to have been administered on that date. He returned to Dr. Mitchell on 03/16/22. He noted the injections were performed on 02/02/22 and 03/02/22. The second injection did not provide any relief. They discussed treatment options including pursuing surgical intervention in an effort to alleviate his left lower extremity pain. He was advised his groin pain would not be alleviated with decompressive surgery. Dr. Mitchell performed surgery on 04/25/22. He had physical therapy postoperatively with improvement. As of 10/24/22, Dr. Mitchell deemed he had reached maximum medical improvement. He did have plain flexion and extension x-rays of the lumbar spine on 01/10/22, read as normal.
He was admitted to the hospital on 04/25/22, (as opposed to the ER that it is labeled with). Dr. Mitchell did perform that surgery as marked. Mr. Nicoletta participated in a functional capacity evaluation on 10/11/22. He was deemed to have performed it with consistent effort. He was found to be capable of working in this very heavy physical demand category.

He had a left hip MRI on 12/09/22 at the referral of Dr. Zucconi. It showed minimal subchondral cystic changes along both acetabular roofs in keeping with minimal bilateral hip osteoarthritis. He did see Dr. Zucconi on 12/14/22. He remained symptomatic in his hips. He was diagnosed with left hip impingement syndrome. He wrote the MRI is essentially benign for an acute injury, but the injury occurred more than one year prior. In his opinion, this was a femoral acetabular impingement, gunstock type change and degenerative arthritis seen bilaterally. In relation to the work injury, this was more than one year ago. He recommended a course of hip mobility and getting him back to his baseline. He was deconditioned and continued to have back pain. He wrote the femoroacetabular impingement was not causally related to the injury. He did recommend a course of physical therapy. On 01/25/23 exam, he was able to perform a painless squat. He had no pain with standing and doing external rotation. He was deemed to have left hip impingement syndrome for which he was doing well and discharged at maximum medical improvement without restrictions.
PHYSICAL EXAMINATION
UPPER EXTREMITIES: Inspection of the upper extremities revealed no bony or soft tissue abnormalities. There were no scars, swelling, atrophy or effusions. Inspection revealed tinea versicolor bilaterally of which he was already aware in both upper extremities. Skin was otherwise 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.

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. Left hip motion was full without crepitus, but flexion elicited tenderness. Motion of the right hip as well as both 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.

PELVIS/HIPS: Normal macro

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. 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 a left paramedian longitudinal scar measuring 0.5-inch in length consistent with his surgery with preserved lordotic curve. He actively flexed to 40 degrees with tenderness, but sat comfortably at 90 degrees. Extension, bilateral rotation, and side bending were accomplished fully. 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.

Joseph Nicoletta was injured at work on 09/25/21 when he lifted a child to protect her from working in front of a fire truck. He was seen at urgent care two days later. He then came under the orthopedic care of Dr. Bernardini. He had lumbar MRI on 11/12/21 and then again on 01/10/22, to be INSERTED here. He was seen neurosurgically by Dr. Mitchell and submitted to surgery by him to be INSERTED here. This was done on 04/25/22. He also came under the care of Dr. Zucconi regarding his hips. The left hip MRI was done on 12/09/22, to be INSERTED. He had already undergone an FCE on 10/11/22 that found he was capable of working in a very heavy physical demand category. Dr. Zucconi opined the anomalies on the hip MRI were unrelated to the work injury and not of significant magnitude.

This case represents 10% permanent partial total disability referable to the lower back. There is minimal if any permanency at the left groin/hip due to underlying age-related naturally occurring degenerative changes. This was not permanently aggravated or accelerated to a material degree by the event in question.

