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Dictation Time Length: 17:33
February 9, 2022
RE:
Brandon Hill
History of Accident/Illness and Treatment: Brandon Hill is a 46-year-old male who reports he was injured at work on 04/23/07. At that time, he fell off of a ladder from a height of about 15 feet onto a fiberglass deck. As a result, he believes he injured his lower back up through the base of his neck. He went to Shore Memorial Emergency Room afterwards. He had further evaluation, but remains unaware of his final diagnosis. He has not undergone surgery and completed his course of treatment approximately a year ago.
The Petitioner submitted an Amended Claim Petition alleging on 04/23/07 he sustained injury to his back, chest, and neck as well as a closed head injury. He did receive Orders Approving Settlement both of which will be INSERTED here. He then applied for a reopener.
On 03/09/11, he was evaluated by Dr. Paharia who noted that he did not lose consciousness when he fell and denied being cut or bleeding. He sought medical attention at Shore Memorial Hospital. He had x-rays of the neck, chest, and back that were negative for fracture. No pain medications were prescribed. He was then seen orthopedically by Dr. Glastein who had him undergo a cervical spine MRI. This was done on 05/03/08 and revealed a C5-C6 central disc protrusion slightly eccentric to the left with left paramedian compression of the cervical cord; compression is mild. He had physical therapy at AtlantiCare Physical Therapy that was somewhat beneficial. He then was seen by neurosurgeon Dr. Delasotta who again recommended therapy. Further therapy was rendered with improvement. He did not document treatment for the back proper. He had missed approximately four years of work as a result of this accident. Dr. Paharia opined there was 5% permanent partial total disability referable to the cervical spine taking into consideration the MRI findings of central disc protrusion at C5‑C6 treated conservatively. He found 0% permanent disability to the thoracic or lumbosacral spine or chest. From an orthopedic point of view, Dr. Paharia believed he could work.

On 08/09/12, he indeed was seen neurosurgically by Dr. Delasotta. He elicited further history of tendon repair to the right wrist after an injury on 07/03/12. When last seen by Dr. Delasotta on 07/28/10, he recommended myelography that the patient did not want to pursue. He also did not want to pursue epidural injections. He completed two courses of physical therapy and was declared to have reached maximum medical improvement. He had last worked in 2007 and smoked one-half pack of cigarettes per day. Straight leg raising maneuver was negative bilaterally at 90 degrees. The lower back revealed restricted range of motion in all directions. There was restricted range of motion about the neck as well. On motor testing, there was paresis and atrophy of the left triceps muscle. He rendered diagnoses of cervical and lumbar radiculopathy for which he ordered a cervical spine MRI.
Such an MRI was done on 09/24/12 and compared to the study of 07/13/10. Please INSERT those results here. On 07/05/13, Dr. Delasotta wrote from a neurosurgical standpoint it was okay for the patient to return to work in a moderate duty capacity with lifting restrictions of 50 pounds since the recommended FCE would not be authorized. On the follow-up visit of 01/16/13, he referenced the results of the cervical spine MRI from 09/24/12. He also described results of a cervical and lumbar myelogram done on 01/10/13, to be INSERTED as marked. Another course of physical therapy was recommended. They discussed possible injections and ACDF at C5-C6 and C6-C7. He periodically returned to Dr. Delasotta through 06/13/13. His next visit was on 07/22/15 when he performed a need-for-treatment evaluation. He was receiving narcotic medication from Dr. Qadir without which he was unable to actively function. History was remarkable for narcotic dependency, acid reflux, anxiety, and depression. He was taking Percocet 10/325 mg four times a day for breakthrough pain as well as oxycodone 15 mg four times per day as needed for pain and Flexeril 10 mg three times a day for spasm. He then recommended updated cervical and lumbar spine MRIs to determine if there was any new or worsening pathology that may be contributing to his current complaints. He expressed Mr. Hill’s narcotic dependency is an issue that should be addressed by a pain management specialist with standard weaning protocols, emphasizing the use of non‑narcotic and antiinflammatories. The daily use of narcotic medication is only fostering further dependency for this patient. It was his opinion the need for treatment of the cervical and lumbar spine is more likely than not causally related to the work injury of 04/23/07. He did undergo a cervical and lumbar MRI on 10/23/15, to be INSERTED here. Dr. Delasotta reviewed these results with him on 11/04/15. He then ordered cervical and lumbar myelogram and CAT scan studies. On 12/08/15, Dr. Delasotta wrote he currently is not a candidate for surgical management due to his current narcotic dependency. They discussed cervical spine surgery only if he had weaned off all narcotics. He was not interested in surgery at that time and was deemed to have reached maximum medical improvement from a neurosurgical standpoint. We actually do have the reports of the cervical MRI from 10/23/15 and lumbar MRI from the same day so they can be INSERTED here. On 11/18/15, he did undergo myelogram followed by CAT scan to be INSERTED here.
On 12/10/18, the Petitioner returned to Dr. Delasotta relative to need for treatment. He was no longer taking narcotic medication at that time. He offered widespread symptoms running from the base of the skull to the neck, shoulders, and hands. He also had symptoms in the left thigh and shin and numbness of all the toes of both feet. He occasionally noticed weakness of the left leg. His symptoms have been progressing over the last year without any triggering factor.

On 01/02/19, he underwent cervical and lumbar spine x-rays to be INSERTED here. On 01/02/19, he also underwent cervical and lumbar MRI studies to be INSERTED here. Dr. Delasotta reviewed these results with him on 01/07/19. At that juncture, they planned on performing the previously recommended surgery and was advised about the importance of smoking cessation. He did follow up with Dr. Delasotta through 12/02/19, but did not pursue surgical intervention. At that visit, he continued to smoke tobacco. He was neurologically intact. Straight leg raising maneuver was negative bilaterally at 90 degrees. He had restricted range of motion in the cervical and lumbar spine. Prior to considering cervical spine surgery, he emphasized cessation of smoking. Once he discontinued smoking, he could return to the office. Until that time, he had reached maximum medical improvement.
These will be inserted in the proper chronological order: On 04/14/16, he was seen by Dr. Cataldo. He offered permanency assessments to the cervical spine, right hand, and lumbar spine. These all were increases from his previous estimates. He explained the prior disability rating rendered to the lumbar spine from 04/10/15 was 85% permanent partial total and the overall disability referable to the lumbar spine is now greater than 100% permanent partial total. Of course, this is illogical. On 09/09/16, he was seen by Dr. Paharia. He did not find any increase in his permanency assessment relative to the cervical spine. We will INSERT his ratings as marked on the last page of his report.
PHYSICAL EXAMINATION
HEAD/EYES/EARS/NOSE/THROAT: Normal macro

LUNGS/TORSO: Normal macro

NEUROLOGIC: Normal macro

UPPER EXTREMITIES: Inspection of the upper extremities revealed no bony or soft tissue abnormalities. There were no scars, swelling, atrophy or effusions. His nails had a rough texture to them as did his hands. He appeared to have psoriatic lesions in the web spaces of both hands 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. 
HANDS/WRISTS/ELBOWS: Normal macro

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. Motion of the left knee was full with crepitus, but no tenderness. Motion of the right knee as well as both hips and ankles was full in all planes without crepitus, tenderness, triggering, or locking. 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 with no apparent scars. Active extension was to 45 degrees and left rotation to 60 degrees. Right rotation, flexion, and bilateral side bending were full without discomfort. 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: Normal macro
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 04/23/07, Brandon Hill fell from a ladder while at work. When he first sought medical attention, there were no signs of lacerations. He later alleged he sustained an ulnar nerve laceration which does not appear to be borne out in the documentation. He received extensive medical evaluation and attention. This included neurosurgical involvement by Dr. Delasotta. He had the Petitioner undergo serial diagnostic studies. He recommended surgical intervention on the neck. However, this had to be postponed due to the Petitioner being narcotic dependent. It did have to be postponed again due to his ongoing tobacco use. He did undergo permanency evaluation by Dr. Cataldo with illogical values. He also underwent psychological evaluations by Dr. Tobe that will be INSERTED as marked if I can find them. He also was seen by Dr. Paharia who issued permanency ratings on 03/09/11 and then on 09/09/16.

The current examination of Mr. Hill found him to be neurologically intact. He had full range of motion of the upper extremities where there was a rough texture to his fingernails and hands. He had crepitus at the left knee. He had mildly decreased range of motion about the cervical spine. He had full range of motion about the thoracic and lumbar spines. Provocative maneuvers were negative for clinically significant disc pathology, spinal stenosis, or facet arthropathy.

My assessments of permanency will be the same as those given by Dr. Paharia in his 2016 report. Unfortunately, this Petitioner has remained out of work for 15 years which undoubtedly has contributed to his ongoing symptomatology and its asserted worsening.
