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Dictation Time Length: 31:24 & 11:30
January 26, 2022
RE:
William Gelsleichter
History of Accident/Illness and Treatment: William Gelsleichter is a 53-year-old male who reports he was injured at work on both 12/01/19 and 12/31/19. On the first occasion, he slipped and fell on a clear menu cover. As a result, he believes he injured his head, neck, back, left shoulder, left wrist, and left knee. He did go to the emergency room afterwards. He had further evaluation leading to a diagnosis of a herniated disc in the lumbar spine, concussion, cervical sprain, thoracic sprain, and lumbar sprain. He did not undergo any surgery and has completed his course of active treatment. He thinks his last epidural injection was in November 2020. He admits to previously having a neck injury resulting in herniated disc in 1999. He had three epidurals for this in 2001. He relates that after the 12/01/19 injury, he was injured again on 12/31/19 when he also fell. After that, he received therapy, facet shots, and epidural injections.
Per the treatment records supplied, Mr. Gelsleichter was seen at the emergency room on 12/01/19. He stated he slipped on a clear plastic menu that was on the floor and not visible. *__________* He was then treated and released. On 12/03/19, he was seen at Health Med Urgent Care. They noted the emergency room had instructed him to use ibuprofen as well as cyclobenzaprine. He had a chronic issue related to disc herniations in the cervical spine. He was currently under pain management with oxycodone taken on an as-needed basis. Overall he felt improved since the latest event, but he still had some pain to his left shoulder, but the cervical, thoracic and lumbar spine are back to baseline with no current new complaints. He denies any motor weakness, numbness or tingling. During the incident, he also struck his head, but he has no complaints related to headache, nausea, vomiting, visual acuity disturbance, or any concussion symptoms. Upon exam, there was no swelling, ecchymosis, or palpable tenderness over the occipital region. He was neurologically intact. Left shoulder had no signs of external trauma, but there was tenderness over the posterior aspect of the shoulder with full range of motion. Remainder of his exam was unrevealing. Dr. Stern rendered diagnoses of status post slip and fall with multiple contusions, sprains and strains of the cervical, thoracic and lumbar spine as well as scalp, contusion sprain and strain of the left knee, left shoulder, and left elbow, which have improved back to baseline. The Petitioner saw Dr. Stern again on 12/10/19. On this occasion, he related upon return to work he was unable to finish the workday and had remained out of work since 12/06/19. He complained of persistent severe headaches as well as pain in his right cervical paraspinal region with tightness radiating towards the posterior cervical region and up to his scalp skull region. He complained of numbness and tingling in the upper extremities left more than right as well as persistent lower back pain. He asserted that before his symptoms were intermittent, but now they were constant. Dr. Stern then referred him for orthopedic consultation. The Petitioner specifically requested an MRI.

On 12/17/19, Mr. Gelsleichter was seen orthopedically by Dr. Greene. He found global tenderness to palpation with severe tenderness to palpation over his trapezium. The global tenderness includes the neck and trapezii, clavicle and both shoulders. He had painless full range of motion of the neck and no tenderness over the spinous processes. He had a positive Spurling’s sign and scapular dyskinesis. Dr. Greene noted x-rays showed no signs of fracture or dislocation, but did show some osteoarthritic progression in his mid thoracic spine. He diagnosed thoracic sprain, cervical sprain, with headaches, knee contusion, and left arm strain. He was placed on modified duty, physical therapy, and prescribed a Medrol Dosepak. He also recommended follow-up with a neurologist regarding the headaches.

On 01/06/20, the Petitioner returned to Dr. Greene stating he opened a door and his back went out, causing him to fall forward into a tree trunk. This happened on New Year’s Eve. He got an MRI of the cervical and lumbar spine. His shoulder was improving. He was having more good days than bad days. Dr. Greene again recommended he see a neurologist. Given his complex spine history, if he had still had no improvement, they would pursue MRI imaging of the spine. He will remain on modified duty for another two weeks. He saw Dr. Greene regularly through 02/11/20. By then, he had seen a neurologist named Dr. Gottfried. He was going to follow up with pain management for his spine as he is scheduling injections and follow-up regarding the shoulder after he was done. If the bicipital tendon was not improved with these other injections, he would recommend an ultrasound-guided injection of the biceps tendon with Dr. Krome. Dr. Gottfried was treating him for his neck.

On 12/31/19, Mr. Gelsleichter was attended to by EMS personnel. They observed the patient was sitting in a chair in no acute distress. He reported falling at work on 12/01/19, injuring his back and neck. He was then on light duty. He needed to use his left arm to open the kitchen door when he felt an excruciating sharp pain in his low back. This caused him to stumble forward hitting his head on the wall without loss of consciousness. He was taken to the emergency room complaining of low back pain in particular. He had a history of herniated cervical discs and was narcotic dependent on Percocet for 20 years. He was evaluated including an MRI of the lumbar spine to be INSERTED here. It was not compared to any prior studies. Unless other specified, this shallow broad disc herniation at L4-L5, the age of disc herniation could not be accurately assessed.

Mr. Gelsleichter was seen at AtlantiCare Regional Medical Center Emergency Room on 01/02/20 with neck injury and neck pain. This was exacerbated by movement. He had been seen there two days ago for back pain. He had an MRI by Dr. Greenfield. He now states he has neck pain and wanted an MRI; since they did it the last time, so he wanted an MRI of his neck now. He was accommodated in that regard and that report will be INSERTED here. It was compared to the CAT scan of 12/02/19. Interestingly, the emergency room noted “the patient insists on MRI, threatens custodial service complaint if we do not do MRI, also ER physician did MRI of back two days ago, so I don’t have much footing to argue.” Dr. McManus did have him undergo the cervical spine MRI.

On 01/08/20, he was seen by a neurologist Dr. Gottfried complaining of a head injury on 12/01/19. He went back to work light duty five days afterwards and then taken a couple of days off. Then he went back to work and relates on 12/31/19 he went to push the kitchen door and his back went out, so he fell forward landing on a tray jack. He did hit his head on the wall and went to the emergency room. The head pain was constant for the past month. She noted he was already taking oxycodone/acetaminophen, cyclobenzaprine, alprazolam, pregabalin, eszopiclone, escitalopram, famotidine, vitamin D, folic acid, Symbicort, and ibuprofen. She diagnosed cervicogenic headache for which she recommended continuation of physical therapy and pain management consultation. On 01/16/20, he was seen by a urologist named Dr. Curnow. He was administered and intramuscular testosterone injection that had been administered by himself on a weekly basis. He did have surgery done at Cooper Urology. He had abnormal hardness of the penile shaft and did have surgery to correct it with Dr. Gor at Cooper Urology. He stated his erections were normal as was his lab work. He should have testosterone level with his next set of lab work.
He was then seen on 01/21/20 by Nurse Practitioner Costen. He related falling at work on 12/01/19 and 12/31/19 (even though this fall occurred while at home). They tried to call the adjuster and lawyer that day to determine whether he could be seen under Workers’ Compensation. He was being seen for medication management. He reports 60% pain relief from pain medication for about five to six hours. He has improved ADLs when on opiates. They did speak to the lawyer’s office, Janet, who stated their Workers’ Compensation doctors did not send him to pain management so they should be billing his private insurance. She also said the medications are considered palliative care in the State of New Jersey and injections would be considered curative, so until he crossed that line, then we will bill private insurance. If provider feels injections are necessary, they would have to go back and see the Workers’ Compensation doctor and request an injection. Per Tanya, if an injection is being discussed, bring him back a different day just to strictly discuss the epidural. If a medication refill and epidural was discussed in the same visit, then that is when we could run into issues with billing.  He was on Percocet, Xanax, clonazepam, cyclobenzaprine, Lyrica, and Lunesta. After evaluation, Nurse Costen offered assessments of long-term drug therapy, lumbar disc displacement, lumbar degenerative disc disease, cervical spondylosis, cervical degenerative disc disease, brachial radiculitis, and bilateral lumbar radiculopathy. She initiated him on long-term drug therapy including Percocet. She wrote chronic opioid therapy was medically necessary now and for the foreseeable future. He was going to be monitored closely. He was seen frequently in this pain management practice through 03/30/21 via a telehealth visit. He complained of lower back and neck pain as well as feet pain. He was prescribed a refill of his Percocet. At the previous visit of 03/02/21, they noted he underwent a facet injection by Dr. Corda with minimal relief under Workers’ Compensation. He had 50% pain relief from pain medication for about five to six hours with improved functionality on opiates. He went for a new MRI and will have another epidural steroid injection before surgery is done. He had a lumbar epidural steroid injection on 09/24/20 and a cervical epidural injection in November 2020 with 50% pain relief also. He was going to see Dr. Radcliffe for another epidural steroid injection and follow up with a podiatrist for his feet as needed. He was still asking Ms. Costen for Percocet 10 mg. She gave him 200 mg of Lyrica three times per day, increased from 150 mg. He was still on Xanax.

He was in fact seen by pain specialist Dr. Corda on 02/19/20. He performed an exam and reviewed the results of the lumbar MRI of 12/31/19 and cervical MRI of 01/02/20. He diagnosed cervical and lumbosacral radiculopathy as well as spondylosis without myelopathy or radiculopathy in the cervical region. They discussed treatment options. Medication adjustments were made and injections were planned. He followed up with Dr. Corda through 02/19/20. On 03/18/20, he had left cervical facet blocks at C3-C4, C4‑C5 and C5-C6. After about a week, he had gotten good results on the left side, but his right side still bothers him. He also complained of low back radicular pain. Dr. Corda planned to perform paravertebral facet injections in the cervical and thoracic regions on both the right and left sides. On 06/05/20, Dr. Corda wrote correspondence having reviewed Dr. Mitchell’s report. He observed Dr. Mitchell did not find any objective problems on the patient’s cervical or lumbar physical examination. He also stated that the patient has had chronic problem in the cervical and lumbar areas previous to his work‑related injury. Subsequently, Dr. Corda opined he had reached maximum medical improvement from his work-related injury and that he can return to work with any restrictions dictated by Dr. Mitchell.

Dr. Mitchell performed a neurosurgical consultation on 03/12/20. He reviewed various documentation and performed a clinical evaluation. The most pertinent parts of his report will be INSERTED where marked.

On 04/29/20, Dr. Mitchell reevaluated the Petitioner. He presented with a nurse case manager named Kathy White as well as an individual named Lori Crawford. Her title was not provided. The patient wanted both of them in the room. Dr. Mitchell indicated this would be satisfactory as long as they did not interfere with the visit. In addition to the subject event, he ascertained a history of seeing neurosurgeon Dr. Glass in 2001. They discussed surgery but he would not undergo surgery at that time. He would undergo surgery at this time. Additional comments will be marked and INSERTED from this visit. Dr. Mitchell followed his progress through 07/06/20. He deemed the Petitioner had reached maximum medical improvement. Exam found him to be neurologically intact. The Petitioner acknowledged his range of motion had increased, but stated his back pain was the worst issue. He wanted a lumbar epidural injection for isolated low back pain. He had headaches and low back pain, stating nothing had changed.

On 08/18/20, he was seen by Dr. Bilial at the referral of Dr. Curnow. His musculoskeletal exam was essentially unremarkable. He had intact strength and range of motion as well as reflexes. Straight leg raising maneuvers and Spurling’s maneuver were negative. He also reviewed various diagnostic studies. He referred the Petitioner to Dr. Gohil for possible injection. On 08/28/20, he was seen by the pain specialist. The plan was to perform lumbar epidural steroid injections. These evidently were carried out in addition to follow‑up with Dr. Gohil running through 04/22/21. This was to perform a lumbar interlaminar epidural steroid injection. An injection was performed on 11/12/20 at T1-T2.

Dr. Radcliff evaluated him for lower back pain on 11/25/20. He admitted to a history of neck pain and back pain prior to the injury. After it occurred on 12/01/19, his symptoms commenced. He was neurologically intact. Dr. Radcliffe diagnosed lumbar radiculopathy, lumbar spondylosis, and peripheral vascular disease. In light of his MRI being updated, she wanted a repeat lumbar MRI as well as ultrasound with ankle brachial indices. On 12/03/20, he did undergo a lumbar MRI to be INSERTED here. The ankle brachial index was done on 12/17/20 and was described as normal. Dr. Gohil administered another epidural steroid injection on 04/22/21. Ongoing care with Dr. Radcliffe continued through 05/13/21. At that time, Mr. Gelsleichter was not willing to proceed with surgical intervention. He is anticipating that his employer will reopen. They discussed L3-L4 laminectomy as well as C4-C5 and C5-C6 anterior cervical discectomy and fusion with CDR (cervical disc replacement).

According to the prior records provided, Mr. Gelsleichter was seen at Shore Urgent Care on 03/30/15. He had a sore throat for two months after antibiotic treatment and then had been on medication for thrush. He followed up with Nurse Practitioner Jones on 04/09/15. At that time, he had a chief complaint of neck and bilateral shoulder pain and was there for medication management. He related that his pain began in 1999 with no motor vehicle accident or work related injury. He was seeing Dr. *__________* and Dr. Piccone for three years who sent him to this practice. He had already tried physical therapy, acupuncture, chiropractic, NSAIDs, TENS, triggers, interventional spine injections years ago and pain management with relief of the pain. He noted a cervical spine MRI from 11/18/13. This showed a C3-C4 herniation on the right, C4-C5 mild bulge, C5-C6 herniation. These all impinged upon the thecal sac, bulging and canal narrowing. She diagnosed cervical intervertebral disc degeneration, brachial neuritis, cervicalgia, cervical intervertebral disc displacement without myelopathy, long-term use of other medications, and chronic pain. She continued him on oxycodone 10/325 mg one pill three times per day with no refills. He then related he was not open to seeing a chiropractor, neurosurgeon, or having an epidural steroid injection. On 02/04/15, she reviewed his Ambien and with refills. He continued to be seen by Ms. Jones through 07/22/15. She once again continued him on Percocet. His last documented visit with Ms. Jones was on 08/07/18. He had a chief complaint of neck and bilateral shoulder pain and foot pain and numbness in the right foot with numbness. He reports 60 to 70% pain relief for 5 to 6 hours on medications. He again related the same onset of symptoms in 1999. His medications were renewed in terms of Percocet. OxyContin was not covered. His Lyrica was also renewed. Additional diagnoses were rendered including insomnia, degenerative joint disease of the foot and ankle, neuroma, and capsulitis.

On 07/14/16, he underwent chest x-ray that showed no acute pulmonary disease. There was no interval change compared to a study of 01/19/50. This is clearly a typographical error since his date of birth was 02/15/1968. He continued to receive medication management from Ms. Jones over the ensuing months and years running through 10/31/19 when his symptoms persisted in his neck and feet. He also had symptoms in his arms. His diagnoses remain the same. He refilled his Percocet and he was to return for a follow-up. That visit with Ms. Costen occurred on 11/26/19 when he complained of pain in his left shoulder, left elbow, and both feet. He again related only 60% relief from pain medication for about five to six hours. He related having undergone surgery at Cooper on 09/04/19 for Peyronie’s disease. She refilled his Percocet prescription again.
On 09/27/17, he underwent a chest x-ray compared to a study of 07/14/16, to be INSERTED here. A CAT scan of the chest was done on 10/11/17, to be INSERTED. Another chest x-ray was done on 06/05/18, to be INSERTED. X-rays of both ankles were done on 09/19/18, to be INSERTED. He had x-rays of both feet that same day to be INSERTED. He also had x-rays of the left knee done on that occasion.
He was seen by oncologist named Dr. Ajay on 09/19/17. He referenced the Petitioner’s laboratory studies. This included leukocytosis. This doctor recommended chest x-ray as well as CAT scan of the chest with contrast to evaluate ongoing cough and night sweats. Ultrasound of the abdomen would be done to evaluate for splenomegaly.

PHYSICAL EXAMINATION
HEAD/EYES/EARS/NOSE/THROAT: Normal macro

NEUROLOGIC: Normal macro
UPPER EXTREMITIES: There are numerous cat scratches on his arms. At the posterior right shoulder was a longitudinal scar measuring 5 inches in length that he attributed to an injury sustained in the shower. There were no scars, swelling, atrophy or effusions. Skin was normal in color, turgor, and temperature. Bilateral shoulder motion was full in all independent spheres. Combined active extension with internal rotation was to the waist level on the right and the L2 vertebral level on the left. Motion of the 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. 

HANDS/WRISTS/ELBOWS: Normal macro

SHOULDERS: Normal macro
LOWER EXTREMITIES: Normal macro
CERVICAL SPINE: Inspection of the cervical spine revealed normal posture and lordotic curve with no apparent scars. Active flexion was full to 50 degrees. Extension was to 20 degrees, rotation right 45 degrees and left 50 degrees with side bending right 25 degrees and left 20 degrees. There was no palpable spasm or tenderness of the paracervical or trapezius musculature nor was there any in the midline overlying the spinous processes. Spurling’s maneuver was negative.

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 normal posture and lordotic curve with no apparent scars. Active flexion was variable between 30 and 40 degrees although he sat comfortably at 90 degrees lumbar flexion. Extension was limited to 20 degrees. 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 maneuver on the left at 75 degrees elicited pain on the medial aspect of the left foot, but no low back or radicular complaints. At 90 degrees on the right, there were no low back or 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.

On 12/01/19, William Gelsleichter claims to have slipped and fallen on the floor at work. He was initiated on conservative care. On 12/31/19, he fell at home re-injuring himself. He reported injuring virtually his entire musculoskeletal system. He was treated extensively with various modalities and medications as well as epidural injections. These were superimposed upon a prior protracted course of treatment after the onset of symptoms in his neck in 1999. At that time, he was already diagnosed with a herniated disc and accepted several epidural injections. Diagnostic studies done after the subject event do not appear to have identified a substantial objective progression for the worse to a material degree. He was seen by a pain specialist named Dr. Corda. He also was seen neurosurgically by Dr. Mitchell. He noted the incongruity of the Petitioner’s subjective complaints compared to objective clinical findings. Nevertheless, additional treatment was rendered.

The current exam found he had full range of motion of the upper and lower extremities. He had variable mobility about the cervical and lumbar spines. Provocative maneuvers in those regions were negative for clinically significant disc pathology, spinal stenosis, radiculopathy, or facet arthropathy. He was also neurologically intact.

I will offer percentages of permanency to his claimed body areas that were injured. These include his low back, head, neck, and that should cover it.
