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Dictation Time Length: 06:56
April 19, 2023
RE:
William Shannon

History of Accident/Illness and Treatment: As you know, I previously evaluated Mr. Shannon as described in the reports cited above. He is now a 64-year-old male who again reports he was injured at work on 05/12/13. He was hit in the head by a bag of wet sheets at that time. He went to the emergency room at Atlantic City afterwards believing he injured his neck and back. He had further evaluation and treatment including surgery on the cervical spine with a titanium disc. Since evaluated here, he had physical therapy and injections without relief. He is no longer receiving any active care.

The additional records supplied show Mr. Shannon was seen at NovaCare from 05/26/22 through 06/15/22 having had a cervical fusion in approximately 2016. He was then seen neurosurgically by Dr. Glass on 06/16/22. At that time, he reported bilateral cervicalgia with right upper extremity radicular pain and bilateral lower back pain. The lumbar symptom complex is of significantly greater intensity than the cervical symptom complex. Physical therapy unfortunately worsened his condition rather than improved it. He continued home exercise program. After evaluation, Dr. Glass issued diagnoses of cervicalgia with cervical radiculopathy, C2-C3 and C3-C4 small central herniations, C4‑C5 and C5-C6 postsurgical changes related to instrumented arthrodesis in 2014, and C6-C7 mild disc osteophyte complex. For the lumbar spine, he diagnosed low back pain with lumbar radiculopathy and painful lumbar discogenic syndrome, L4-L5 disc osteophyte complex, right foraminal and right lateral herniation with facet arthropathy with additional findings of L5-S1 small central herniation and L2-L3 and L3-L4 bulge. As far as further therapeutic measures, the Petitioner wanted to pursue pain management. He underwent a lumbar epidural injection on 10/06/22 by Dr. Dolan.

PHYSICAL EXAMINATION

GENERAL APPEARANCE: He had a strong tobacco odor. He carried a backpack without difficulty.
UPPER EXTREMITIES: Inspection of the upper extremities revealed no bony or soft tissue abnormalities. Inspection revealed swelling of the thumb IP joints bilaterally consistent with arthritis. There was no 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. 
LOWER EXTREMITIES: He had left larger than right bunions, but no other 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 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 normal posture and lordotic curve. Inspection revealed a well-healed right anterior scar consistent with the history of surgery described. Active flexion was 35 degrees, extension 20 degrees, bilateral sidebending 15 degrees, rotation right 40 degrees and left to 30 degrees. When distracted, he had improved range of motion. There was tenderness to palpation about the left paracervical and trapezius musculature in the absence of spasm, but there was none on the right or in the midline. Spurling’s maneuver was negative.

THORACIC SPINE: Normal macro
LUMBOSACRAL SPINE: He ambulated with a physiologic gait, complaining of low back pain. There was no limp or footdrop. He was able to walk on his heels with low back pain and walk on his toes with low back pain. He changed positions slowly and was able to squat to 70 degrees and rise. Inspection of the lumbosacral spine revealed normal posture and lordotic curve. He sat comfortably at 90 degrees lumbar flexion, but flexed variably between 60 and 70 degrees, extended 15 degrees, side bent right 10 degrees and left 15 degrees with bilateral rotation to 45 degrees. There was superficial global tenderness to palpation throughout this region, sparing only the left sciatic notch, greater trochanter and iliac crest. 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 at 60 degrees bilaterally 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. He had positive reverse flip maneuvers bilaterally and axial loading and trunk torsion maneuvers 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.

William Shannon was injured at work on 05/12/13. His treatment thereafter was described in detail in my earlier reports. Since evaluated here, he had additional physical therapy in 2022. He was seen neurosurgically by Dr. Glass and then had a lumbar epidural injection performed. He currently states that these did not provide him with relief. He denies any interim injuries. He has not taken any prescribed analgesics or antiinflammatory medications. His current clinical exam found there to be decreased and variable mobility about the cervical and lumbar spines. Spurling’s maneuver and neural tension signs were negative. He had positive bilateral reverse flip maneuvers as well as trunk torsion and axial loading maneuvers for symptom magnification.

My assessment of causation and impairment will be INSERTED from the last report as marked.
