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Dictation Time Length: 06:54
February 18, 2022
RE:
Tyrone Green
History of Accident/Illness and Treatment: As you know, I previously evaluated Mr. Green as described in my report of 02/08/21. This pertained to the current subject events of 11/01/18 and 08/30/19. Mr. Green is now a 35-year-old male who reports he injured his lower back at work on 11/01/18. He was lifting a roll and something popped in his back. He did not go to the emergency room afterwards. He had further evaluation leading to what he understands to be final diagnosis of permanent nerve damage. He did not undergo any surgery and is no longer receiving any active treatment.

Additional records show he had a need-for-treatment evaluation with Dr. Delasotta on 06/21/21. He noted the Petitioner was under his care for two work-related injuries from 11/01/18 and 08/30/19. The second was a work-related motor vehicle collision. He noted the course of treatment to date culminating in a 06/08/20 FCE. He demonstrated the capacity for medium physical demand category which was consistent with his job description. He was then last seen on 06/16/20 with continued complaints, but was placed at maximum medical improvement. On this visit, Mr. Green stated a few weeks ago he had severe pain down the right leg. It was so severe he went to Lourdes Emergency Room on 06/06/21 where a CAT scan of the lumbar spine was performed. It revealed mild lumbar spondylosis and he was prescribed medications. He remained symptomatic on this visit and revealed he did smoke two packs of cigarettes per day. Clinical exam found straight leg raising was negative at 90 degrees bilaterally. Motion was restricted in the lower back. He was able to walk on tiptoes and heels. He was neurologically intact. Dr. Delasotta noted the diagnostic studies and records performed to date. His assessment was lumbar radiculopathy for which he recommended a lumbar myelogram and CT as well as electrodiagnostic studies.

He did undergo the CT myelogram on 07/26/21, to be INSERTED. He followed up with Dr. Delasotta on 09/09/21 to review these results as well as the EMG. The latter was done by Dr. Falcone on 08/23/21 and was read as normal. With respect to the CT myelogram, he wrote at L4-L5 there was a disc bulge eccentric to the left with mild left foraminal stenosis. At L5-S1, there was a shallow central disc herniation. There was no stenosis nor was there any central canal narrowing in the lumbar spine. Dr. Delasotta concluded there were no surgical findings on his diagnostic studies and the Petitioner had reached maximum medical improvement from a neurosurgical perspective.
PHYSICAL EXAMINATION
GENERAL APPEARANCE: He focused exquisitely on his subjective complaints from the outset. He demonstrated loud sighing and facial grimacing throughout the evaluation, all consistent with symptom magnification.
UPPER EXTREMITIES: 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 hip was full in all spheres but internal rotation elicited low back 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.

CERVICAL SPINE: Normal macro

THORACIC SPINE: Inspection of the thoracic spine revealed normal posture and kyphotic curve with no apparent scars. There was a subcutaneous marble sized mass in the posterior thorax of which he was already aware. Range of motion was accomplished fully in flexion, rotation, and sidebending bilaterally. There was no palpable spasm or tenderness of the parathoracic or interscapular musculature. There was no tenderness over the bony prominences of the scapulae or spinous processes. There was no winging of the scapulae.

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. Range of motion was accomplished fully on an active basis in flexion, extension, sidebending, and rotation bilaterally. He was tender in the midline from L1-L5 as well as the right paravertebral musculature in the absence of spasm, but there was none on the left. There was no palpable spasm or tenderness of the sacroiliac joints, sciatic notches, iliac crests, or greater trochanters. 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 right at 80 degrees and left at 85 degrees each 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 a positive reverse flip maneuver on the right as well as positive 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.

Tyrone Green was injured at work as marked in my prior report. Since seen here, he returned to the neurosurgical care of Dr. Delasotta with the recent onset of worsening complaints. A CT myelogram was done on 07/26/21, to be INSERTED here. He also had an EMG of the lower extremities that was normal. Dr. Delasotta then discharged him from care effective 09/09/21.
The current examination found he had full range of motion of the cervical, thoracic and lumbar spines. There was no weakness, atrophy, or sensory deficit in either lower extremity. As noted above, he demonstrated signs of symptom magnification from the outset. He also had positive reverse flip, trunk torsion, and axial loading maneuvers for this same phenomenon.
This case represents the same amount of permanency as will be marked from my prior report.
