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Dictation Time Length: 18:33
April 4, 2022
RE:
Michael Heley
History of Accident/Illness and Treatment: Michael Heley is a 30-year-old male who reports he was injured at work on 10/26/20. He was pulling up nailed-down wood and felt an instant pop in his neck and upper back. He did not go to the emergency room afterwards. He had further evaluation, but remains unaware of his final diagnosis. He did not have any surgery. He is eager to participate in additional therapy and have a follow‑up for his MRI with Dr. McCoy. He did review that at some point he injured his lower back in the past resulting in two herniated discs. This was the result of a work incident. He is moving out of state on 04/01/22.
As per his Claim Petition, Mr. Heley alleged he was removing boards from a deck and injured his neck and back. Treatment records show he was seen at Concentra on 03/02/21. He had x-rays of the cervical and thoracic spine to be INSERTED here. Dr. Lemarra Brown diagnosed him with neck strain, lumbar strain, thoracic myofascial strain, lightheadedness, nausea, and occipital headache. She wrote his x-rays were negative. She began him on medication and immediately referred him for physical therapy. He followed up only through 03/05/21. On this occasion, he admitted that he had a low back injury in 2018 as he was carrying 400 pounds of vinyl with others up a step. He was following with Workers’ Compensation in Glassboro who sent him for a lumbar MRI. He was then being seen by Dr. Lacale in Woodberry and then Dr. O’Brien. He was told he needed surgery. He wanted to return to the orthopedic surgeon. He related that his gastroenterologist told him his bloating may be due to his low back. He did not report any gastrointestinal history at his last office visit. He had a recent HIDA scan on Wednesday which was normal. He wished to be released so he can follow up with an orthopedist and does not want to pursue physical therapy at that time. His neck symptoms were improving. Dr. Brown then discharged him from care. She noted he gave inconsistent patient history of symptoms. No medications were prescribed or dispensed at this encounter.
Prior records show Mr. Heley was seen at Inspira Emergency Room on 10/01/18. He related being injured at work last Thursday. The next day he had soreness of the entire left side of his body. He had no relief despite trying to rest over the weekend. He had pain and burning in his groin at an 8/10 level on the left side. Urinalysis was negative. He was diagnosed with groin and muscle strain.
On 10/15/18, he was seen by Dr. Cheng. She did not find any hernia. His abdomen was soft, nontender and nondistended. She ordered a CAT scan of the abdomen and pelvis. This was done on 10/19/18, to be INSERTED here.
At the referral of Dr. Bojarski, he had a lumbar MRI done on 01/17/19, to be INSERTED here.
He had come under the care of Dr. Bojarski on 01/02/19 for possible radicular pain in the left groin/perineum. He noted flexion and extension x-rays of the lumbar spine showed loss of disc space at L5-S1. He then ordered the aforementioned MRI. Dr. Bojarski’s diagnosis was left groin/testicle pain, questionable radicular in nature. The Petitioner followed up on 01/24/19, relating he had no problems with constipation prior to the injury, but now was having same. Additional diagnoses of L5-S1 left paracentral disc protrusion and L4-L5 left foraminal disc protrusion were rendered. He was placed on lifting greater than 50 pounds and could use Advil or Tylenol if needed for pain relief. The 01/02/19 x-ray report will be INSERTED as well. He saw Dr. Bojarski through 04/02/19. On that occasion, he reported being seen by a pain specialist named Dr. Zhou, but did not want to undergo any type of steroid injections. He felt this was “a quick fix” and preferred to have a surgical opinion. He related Dr. Zhou was not in agreement with the use of medical marijuana. He related working out more and feels this has helped his pain level at times. He could continue to work at modified duty with the restrictions per Dr. Zhou. He was then referred for orthopedic consultation.
On 02/13/19, he was in fact seen by Dr. Zhou. She diagnosed lumbar radiculopathy, lumbar degenerative disc disease, and lumbar herniated nucleus pulposus at L4-L5 and L5-S1. They discussed treatment options including lumbar core strengthening exercises by swimming or doing machinery exercises and possible epidural steroid injection. He saw her again on 03/13/19. He is afraid of the side effects of injection. He brought 100s of questions for discussion about the treatment and long-term options.” He told Dr. Zhou he has to see numerous physicians including orthopedic surgeon who recommended lumbar laminectomy, discectomy, and lumbar fusion. However, he did not want any surgical intervention. He was also afraid of any long-term outcome as well. He also brought up the topic of marijuana therapy. He is currently taking CBD from a prescription. She opined he had lumbar radiculitis due to herniated nucleus pulposus. They again discussed treatment options. She explained marijuana is not approved at the federal level for chronic pain. There was no literature to support this medication for chronic pain. Therefore, she was neither against nor in support of the marijuana therapy. The patient was going to call the office to schedule epidural injection.

Mr. Heley was seen by spine surgeon Dr. O’Brien on 04/30/19. He performed an exam and reviewed the MRI. He wrote there was a far lateral disc herniation on the left at L4‑L5 and a left paracentral disc herniation with annular tear at L5-S1. Despite these findings, he had no lower extremity radicular complaints and no lower extremity weakness. His back pain was currently tolerable and he was able to work and perform most activities without any limitations. Dr. O’Brien concluded no treatment was indicated at this time. He had reached maximum medical improvement and was discharged from care. He returned to Dr. O’Brien on 07/30/19, stated he did return to work, but instead of full duty he returned on a light-duty basis. He did well stating his back pain was tolerable. It had increased since that time. He did not feel he could perform full duty work which includes lifting heavy rolls of carpet, carrying heavyweights. He felt he could continue to work light duty for the most part, but that the hours available for that position were limited. Sitting root test was negative bilaterally as were other provocative maneuvers. He was neurologically intact. Dr. O’Brien discussed treatment options with him including possible anterior lumbar discectomy and fusion at L4-L5 and L5-S1. They also discussed the possibility of injections if his symptoms persisted. He followed up through 08/27/19 when he had normal range of motion in flexion and extension of the lumbar spine without pain. Dr. O’Brien again discussed treatment options. The Petitioner was not interested in lumbar facet injections and he is not in intractable pain so therefore was not a surgical candidate at that time. He was referred for a functional capacity evaluation.

The FCA was done on 09/24/19. It found he was able to work at the heavy material handling category level. He last saw Dr. O’Brien on 10/01/19 and cited these results. At that juncture, he recommended return to work in a full-duty capacity.

On 12/20/19, Dr. Cataldo performed a permanency evaluation in the amount of 50% of the lumbar spine. He was also seen by Dr. Corona on 05/21/20 for the same purposes. His assessment was 5% partial total disability referable to the thoracolumbar spine without respect to cause. He wrote the thoracolumbar spine strain was superimposed upon spondylosis and intervertebral disc disease. The radiographic abnormalities bear no causal relationship to this accident. He made that statement because radiographic abnormalities of a similar nature are commonly identified in the adult population and cannot be attributed with any degree of confidence to a specific trauma.
PHYSICAL EXAMINATION
UPPER EXTREMITIES: Normal macro

LOWER EXTREMITIES: Normal macro

CERVICAL SPINE: Inspection of the cervical spine revealed normal posture and lordotic curve with no apparent scars. Range of motion was accomplished fully in flexion, extension, rotation, and side bending bilaterally without tenderness. There was mild tenderness to palpation about the left paracervical musculature in the absence of spasm, but there was none on the right. Spurling’s maneuver was negative.

THORACIC SPINE: Inspection of the thoracic spine revealed normal posture and kyphotic curve with no apparent scars. Range of motion was accomplished fully in flexion, rotation, and sidebending bilaterally. There was mild tenderness to palpation about the left interscapular musculature in the absence of spasm, but there was none on the right. There was no winging of the scapulae.

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.

Michael Heley alleges he was injured at work on 10/26/20. The respondent’s answer to Claim Petition was that this claim was denied. He was seen at Concentra and underwent cervical and thoracic x-rays. He followed up with them briefly through 03/05/21 when he requested release from care. He wanted to see an orthopedic specialist. Mr. Heley has a history of a prior alleged injury at work on 10/01/18. He underwent numerous diagnostic studies at that time. These did identify abnormalities in the lumbar spine. Treatment options were discussed with various specialists, but be elected not to pursue other injection or surgical interventions. He did receive an Order Approving Settlement on 07/09/20 for 15% of partial total disability for “residuals of L5-S1 left paracentral disc protrusion which contacts the left S1 nerve root and L4-L5 foraminal disc protrusion contacting the L4 nerve root.” He then reopened that claim. Obviously, the settlement occurred only several weeks before the subject event.
The current exam found there to be full range of motion of the cervical, thoracic and lumbar spines. He had no neurologic deficits. Provocative maneuvers were negative for clinically significant spinal stenosis, radiculopathy, or facet arthropathy.

There is 0% permanent partial total disability referable to the alleged event of 10/26/20. Even if he was injured at that time, subsequent diagnostic studies failed to demonstrate any substantive objective progression for the worse compared to the studies done for earlier injury in 2018.
