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Dictation Time Length: 08:55
June 15, 2022
RE:
Randall Harris

History of Accident/Illness and Treatment: As you know, I previously evaluated Mr. Harris as described in my report of 09/27/18. He is now a 52-year-old male who recounts he was injured at work on 08/10/03. He was backing out of a truck on a forklift when the dock plate dropped. As a result, he believes he injured his lower back. Further evaluation led to what he understands to be final diagnosis of two herniated discs. This was repaired surgically with fusion in June 2004. He states he completed his course of active treatment in 2018.
The only additional medical records supplied are those from Dr. Nguyen beginning 08/27/21. On that occasion, he was seen for a one-time evaluation, having last been evaluated in 2018. He had placement of a dorsal column stimulator at that time with removal of instrumentation on 03/21/18. He had undergone posterior decompression and fusion from L4 through S1 by Dr. Demetriades. He had malpositioning of one of the screws and had the removal of instrumentation along with placement of the dorsal stimulator in 2018. He still has chronic back pain and weakness in the left ankle and foot. He was unchanged from when last seen three years earlier. Exam found 5/5 strength in the lower extremities except for left TA at 4/5. He was tender and had spasm of the paraspinal musculature bilaterally as well as over the midline spinous processes. Range of motion was limited secondary to pain. He was neurologically intact. X-rays showed stimulator in good position. He still had the old fusion from L4 through S1. Dr. Nguyen opined he remained at maximum medical improvement and should continue to use a stimulator as needed. He had no further curative treatment options to offer. He deemed the Petitioner had reached maximum medical improvement. Mr. Harris was then seen on 08/31/21 in the same group by Dr. Greaves for a need-for-treatment evaluation. He had last been seen in 2017 when the spinal cord stimulator trial was performed. He noted then seeing Dr. Nguyen. On this visit, he reported living in Tampa, Florida, and had actually been doing quite well. He states he has learned to live with it. He has good days and some bad days with his back and occasionally gets Charley horse down his left leg. He still has some left leg weakness and a little bit of a footdrop on the left, but he has learned to work with it. He uses his spinal cord stimulator and that had actually worked very, very well for him. He has a rep down in Florida that he uses. He may speak to the rep every six months or so and does what he needs to do. He takes an occasional Advil or Tylenol if the pain gets worse. He is not interested and never has been interested in taking narcotic medication. Exam was non-localizing. He had 4/5 strength in the left lower extremity. He had negative bilateral straight leg raising. At that point, he seemed to be doing very well and stable. His stimulator was working well for him. From a pain management perspective, no further treatment was needed. There was no treatment needed for his lower back at that time. He concluded the Petitioner had reached maximum medical improvement.
PHYSICAL EXAMINATION

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, but external rotation elicited low back tenderness. Motion of the hips, knees and ankles was otherwise full in all planes without crepitus or tenderness. Deep tendon reflexes were 2+ at the patella and Achilles bilaterally. Pinprick sensation was diminished on the medial right ankle and in the left stocking glove distribution. Manual muscle testing was 5– ​for left hamstring, 3+ for left extensor hallucis longus strength, and 4– ​for left plantar flexor strength, but was otherwise 5/5. He was tender to palpation about the paravertebral musculature bilaterally as well as overlying his surgical scars.
THORACIC SPINE: Normal macro
LUMBOSACRAL SPINE: He ambulated with an unnoticeable footdrop. He was able to stand on his heels and toes on the right, but had difficulty doing so on the left. He changed positions fluidly and was able to squat and rise. Inspection of the lumbosacral spine revealed normal posture and lordotic curve with healed surgical scarring as follows: In the midline was a 2.5 inch longitudinal scar. He had a pair of paramedian longitudinal scars measuring 1.25 inches in length. There was also a transverse scar at the right upper buttocks with his stimulator battery subcutaneously measuring 2 inches in length. He sat comfortably at 90 degrees lumbar flexion, but actively flexed to 45 degrees and extended to 10 degrees. Bilateral rotation and sidebending were full without discomfort. There was mild tenderness to palpation about the paravertebral musculature bilaterally in the absence of spasm. 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 40 degrees elicited only low back tenderness without radicular complaints. There was a positive reverse flip maneuver indicative of symptom magnification. On the right, at 90 degrees, no low back or radicular complaints were elicited. 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 08/18/03, Randall Harris was injured at work as marked in my 2018 report. Since last evaluated here, he returned to Dr. Nguyen and then Dr. Greaves in 2021. Both of them reached the conclusion he remained at maximum medical improvement. He was doing very well with his spinal cord stimulator and had relocated to Tampa, Florida.

The current exam found weakness in the left lower extremity in the absence of spasm. He did have a subcutaneous implanted spinal cord stimulator device. There was variable mobility about the lumbar spine. Sitting and supine straight leg raising maneuvers fail to correlate with one another. Neural tension signs were negative. He reported having a drop foot on the left, but this was not noticeable while ambulating.

My opinions relative to permanency and causation will be INSERTED as marked from my earlier report.
