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Dictation Time Length: 03:57 & 03:16
July 1, 2022
RE:
Joseph Dubicki

History of Accident/Illness and Treatment: As you know, I previously evaluated Mr. Dubicki as described in my report of 12/08/18. He is now a 57-year-old male who again reports he was injured in a work-related motor vehicle accident on 01/05/17. He indicates he injured his neck and underwent cervical fusion in October 2017 for herniations at C4 and C5. He had physical therapy afterwards. More recently, in 2021, he did have additional medical attention paid to him.

I was in receipt of nearly all of the records he provided in this matter. Amongst those that are new is a cervical spine MRI report from 07/08/21, to be INSERTED. This was done at the referral of Dr. Bhatnagar. The Petitioner followed up with him on 10/12/21 when it was described he had previously undergone a need-for-treatment evaluation when he was sent for the aforementioned cervical MRI. He continued to have pain in the neck extending into the forearm area. Dr. Bhatnagar reviewed the MRI noting the previously operated levels, C5-C7, are well maintained without any obvious evidence of residual neural compression. At C4-C5, he has a broad-based disc arthritic complex with some thecal sac impingement as well as foraminal narrowing. He has findings at C3-C4 as well, but not as severe. His overall impression was cervical radiculopathy, status post ACDF from C5-C7, and junctional cervical disc herniation. He opined the C4-C5 level was likely causing symptomatology so a course of physical therapy was ordered. He allowed Mr. Dubicki to continue working in a full-duty capacity. Follow-up with Dr. Bhatnagar continued through 02/08/22 when he stated he was still feeling well. He finished out therapy and was improved, but not symptom free. Repeat cervical spine x‑rays showed instrumentation from C5-C7. The junctional level above shows minor degenerative changes. Dr. Bhatnagar deemed he had reached maximum medical improvement. They discussed the possibility of injection options, but the Petitioner did not want to pursue that. He was therefore discharged from care to return on an as-needed basis.

PHYSICAL EXAMINATION

GENERAL APPEARANCE: He had a suntan that he attributed to being in North Carolina.

UPPER EXTREMITIES: Inspection revealed callus formation and rough texture on his hands bilaterally. There were well-healed open surgical scarring at the right anterior shoulder, but there was no swelling, atrophy, or effusions. Skin was otherwise normal in color, turgor, and temperature. Right shoulder flexion was to 165 degrees, but motion was otherwise full bilaterally. Motion of the elbows, wrists and fingers was full in all planes 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.

LOWER EXTREMITIES: Normal macro
CERVICAL SPINE: Inspection of the cervical spine revealed normal posture and lordotic curve. Inspection revealed a well-healed anterior transverse scar consistent with his surgery. Active flexion and extension were to 40 degrees, bilateral rotation to 65 degrees, sidebending right 30 degrees and left to 20 degrees with tenderness in sidebending. 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: 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 spasm detected at the right interscapular musculature, but there was none on the left. There was no tenderness with palpation of these regions. 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. 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. 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 maneuvers were deferred.
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 01/05/17, Joseph Dubicki was involved in a work-related motor vehicle collision. His course of treatment will be INSERTED here from my prior report.
Since seen here in 2018, he had a need-for-treatment exam with Dr. Bhatnagar in 2021. He had the Petitioner undergo a repeat cervical MRI after which they discussed treatment options including injections. Mr. Dubicki deferred having the same. MRI and plain x-rays showed a good result from his surgical intervention.
The current exam found there to be mild to moderately decreased range of motion about the cervical spine. Spurling’s maneuver was negative. He had skin changes on his hands consistent with ongoing physically rigorous manual activities. He had full range of motion of the lumbar spine, but supine straight leg raising maneuvers were deferred.

This case continues to represent the same amount of disability I indicated previously.
