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Dictation Time Length: 39:05
July 29, 2022
RE:
Richard Clegg

History of Accident/Illness and Treatment: Mr. Clegg had assistance in completing his intake questionnaire from Tina Clegg. He is a 58-year-old male who reports he was injured at work on two occasions. On 11/01/18, he was run off the road into a guardrail by another tractor-trailer. As a result, he believes he injured his lower back and left elbow. He ultimately underwent triple-level fusion in May 2020. On 02/13/19, ice went through the windshield of his vehicle and damaged his face and right hand. He states after the back surgery on 02/05/18 (SIC) he was pain free and returned to work in June 2018.

As per his first Claim Petition, Mr. Clegg alleged being involved in a motor vehicle accident on 11/01/18 resulting in residuals of injuries to his neck, back, and left arm. He filed a second Claim Petition relative to the event of 02/13/18. A large piece of ice from the roof of another vehicle struck his windshield causing an accident. This led to permanent injuries to the neck, face, and right hand.

As per treatment records supplied, he was seen at WorkNet on 11/01/18. INSERT the marked first paragraph followed by history was remarkable for chronic degenerative joint disease of the cervical and lumbar spine. He had a lumbar laminectomy in February 2018. He had right rotator cuff repair in 2002. He was utilizing oxycodone 5/325 mg for neck pain prescribed by Dr. Monte Carlo. X-rays were performed involving the left elbow and upper arm that showed no obvious fracture. He was diagnosed with a left elbow sprain, left ring finger sprain, left upper arm strain, as well as degenerative joint disease of the cervical spine and lumbar spine on oxycodone. They dispensed Motrin to him and advised cryotherapy. He returned on 11/05/18 reporting that his lower back felt sore and tight, but no real low back pain. He has radicular numbness from his back to his right lateral thigh. He felt improved to the extent where he could return to his usual job functions that day. He was cleared to do so and was to return in four days for a follow-up. On 11/14/18, he did so and was referred for a consultation with Dr. Gleimer who performed his laminectomy to assess the need for further imaging versus observation. This was for the diagnoses of acute lumbar strain and sprain complicated by preexisting degenerative joint disease in the lumbar spine and recent laminectomy in February 2018. He saw WorkNet again on 11/29/18 when lumbar spine x-rays showed degenerative joint disease status post laminectomy. He was referred for physical therapy and again referred to Dr. Gleimer. The last visit at WorkNet for this incident was on 12/13/18. He had only participated in one session of physical therapy to date. However, he was thought to have a resolved left elbow sprain and contusion. He was again referred to Dr. Gleimer and was to continue physical therapy.

On 02/14/19, Mr. Clegg went to WorkNet again regarding an incident that occurred the previous day. He was involved in a motor vehicle accident when a large sheet of ice crushed his windshield. He was treated at St. Luke’s Urgent Care in Allentown, Pennsylvania, including x-rays of the right hand. He also thought he had x-rays of the neck and was being treated for another open injury case today. He did have a history of degenerative joint disease and straightening of the cervical curvature. Relative to the mechanism of injury, he was driving up to 60 miles per hour in his truck when another vehicle or automobile coming towards him had a large piece of ice dislodge from its roof. The ice hit the patient’s windshield of his truck and crushed it pushing it forward and shattering it. Mr. Clegg suffered lacerations of his face and right hand as well as a contusion of the right hand, right arm and right wrist. He also jerked his neck at that time when his head hit the windshield. He does have a history of cervical disc herniations in the past requiring injections. He is also currently under treatment for lumbar spine disc herniations. He was diagnosed with right hand laceration, maceration, contusion; facial lacerations; four lumbar disc herniations secondary to prior injury in November 2018; a motor vehicle accident with cervical sprain complicated by preexisting degenerative joint disease, to rule out disc herniation. His wounds were cleansed, irrigated, explored and dressed. He was referred to Dr. Gleimer and anticipated an MRI would be necessary. He followed up through 03/08/19. At that juncture, exam of the left posterior lower leg and ankle revealed healed abrasion with scar formation. There was full range of motion with no neurovascular deficit or tendinopathy. He felt generally improved and returned to baseline function. It was anticipated he would have continued improvement and full recovery, but was okay for discharge. The complex abrasion and cellulitis of the left lower leg had resolved.

On 12/20/18, he was seen by neurosurgeon Dr. Deutsch. INSERT what is marked from several paragraphs of that progress note. He conveyed he had not had a significant amount of physical therapy yet. If surgery was recommended, he would like to skip conservative treatment and go this route as he has had several years of therapy, etc., before going to surgery in February and did not work for him then. However, they agreed to pursue another few weeks of therapy. He saw Dr. Deutsch again on 01/25/19 when he ordered an MRI of the lumbar spine. On 02/14/19, they reviewed the results of the MRI that was done on 02/01/19. There was also one done in 2013. INSERT what is marked on page 2 of that progress note for these results. On exam, straight leg was positive on the right greater than the left. He complained of some neck pain and upper extremity symptoms, so x-rays were done in order to determine he was not myelopathic. They were not offering any treatment for the neck at that time. He denied any increase in low back or lower extremity symptoms from this subsequent accident. At this time, he has not done well with therapy so he recommended injection consultation. However, Rich was uncertain about this and would like sometime to think about it. He was going to return in two weeks with his decision. He did return on 02/28/19 asserting he had not returned to work since the accident of 02/12/19. Dr. Deutsch recommended right L5-S1 and S1-S2 transforaminal epidural steroid injections. He returned on 03/28/19. INSERT what is marked from the first and second pages of that note. Dr. Deutsch again recommended physical therapy. He had not returned to Dr. Gleimer for his lumbar spine that he previously operated.

On 04/26/19, he saw Dr. Deutsch for his cervical spine in particular. He admitted that around 2005 he had cervical complaints treated with therapy and injections. His baseline neck symptoms at the worst would be about 4/10, but on average were 1-2/10. Following this motor vehicle accident, his neck pain had increased to 8-9/10. He had seen WorkNet and had a total of nine sessions of therapy. His neck range of motion and pain were improving, but then therapy was put on hold awaiting further authorization. Dr. Deutsch diagnosed cervicalgia and opined he did not have obvious signs of peripheral neuropathy. He recommended an MRI of the cervical spine without contrast. He saw Dr. Deutsch again on 05/16/19 when they reviewed those results as marked on page 2 of his report. If we have the actual report itself already typed up, we can INSERT it here or where it goes chronologically. Dr. Deutsch then recommended pain management evaluation. He had multilevel pathology in the cervical spine, but based on his signs and symptoms it was felt that C5-C6 may be his most problematic area. It was at a level for which he suggested an injection.

On 05/28/19, he was seen by pain specialist Dr. Paul. He noted a history of left upper extremity tremor; neck pain greater than 15 years ago treated with therapy and injections with improvement; low back pain and right greater than left lower extremity pain treated with lumbar decompression and discectomy by Dr. Gleimer in February 2018; depression and anxiety; open right rotator cuff surgery in January 2004. The 02/05/18 surgery by Dr. Gleimer consisted of lumbar laminectomy and discectomy, possibly bilateral L3 laminotomy, and left L4-L5 and right L5-S1 microdiscectomy. He continued Mr. Clegg on ongoing conservative treatment. He wanted to review the EMG of the lower extremities that had been done by Dr. Knod. He also wanted to review Dr. Gleimer’s note since there was some overlap in their treatment. On 06/11/19, Dr. Paul referenced lumbar x-rays from 12/20/18 to be INSERTED here as well as EMG to be INSERTED here. He noted Richard continues to complain of low back pain and radicular right greater than left lower limb pain. INSERT what is marked from page 3 of that progress note. They agreed to pursue a series of lumbar epidural injections. On 07/23/19, he returned after one such injection on 06/24/19. He had some improvement as his right radicular lower limb symptoms have decreased in intensity. He had an assessment of low back pain, spondylolisthesis of the lumbar region, and spondylosis with radiculopathy in the lumbar region. They decided to pursue another injection. On 09/03/19, Dr. Paul wrote after the second injection, the relief had not been significant, rating the improvement at most 30%. He continued to have symptoms that were limiting him. They were going to hold off on further injections and recommend he follow up with Dr. Gleimer. He returned to Dr. Paul on 09/18/19. INSERT what is marked from the first page which is the first paragraph and if not already captured, the cervical MRI from 05/02/19 and the other x-rays of the cervical spine, etc. His diagnosis at that time was spondylosis of the cervical region with radiculopathy. At C5-C6, there was a broad-based disc osteophyte complex with some impingement of the cord. There was bilateral neuroforaminal stenosis. They discussed further treatment including injections on the cervical spine. He saw Dr. Paul again on 10/08/19, having undergone a C5-C6 epidural injection on 09/25/19. He continued with some relief with the injection. The cervical epidural was done under fluoroscopy on 10/21/19. He saw Dr. Paul again on 11/05/19 for a follow-up after his second epidural injection. He reported further significant relief of the radiating pain across the upper trapezius and superior scapular pain and all the numbness and tingling in the upper extremities with the second injection. Overall, his radicular symptoms were doing significantly better. He was going to continue home exercises and was currently taking Percocet, ibuprofen, Neurontin, and Cymbalta. He saw Dr. Paul again on 01/28/20 reporting overall good improvement of his right-sided neck pain with right C6-C7 and C7-T1 facet injections. The improvement was rated at more than 60%. Cervical range of motion was improved. He continues with significant relief of the radiating pain. He did not recommend further cervical spine injections. He also had completed eight weeks of formal physical therapy with little help. He was performing specific home exercises. His work status remained the same. He recently saw Dr. Gleimer who recommended lumbar surgery that was scheduled on 03/26/20. Updated lumbar imaging revealed an abdominal aortic aneurysm. He was going to see his primary care physician regarding that in the next week.

INSERT the MRI report of the lumbar spine on 02/01/19 where it follows chronologically. It was compared to a study of 10/12/15. Additional records show he was attended to by EMS personnel on 02/13/19. He related his windshield was struck with ice and caused bleeding on the face. He also had bleeding on the right hand with two small lacerations. He reported back pain that was chronic. He was seen at the emergency room that same day and reported sustaining a laceration to the right hand. There was glass everywhere. Clinical exam found a small abrasion with dried blood on the upper forehead. There was also swelling with two small lacerations less than 1 mm in size on the right hand. There was no obvious foreign body. The whole area was cleansed with saline gauze and no foreign body was visualized. Tendon function was intact. He needed to return to New Jersey for follow-up care. This emergency room visit was purely out of state. He did undergo x-rays in the ER that will be INSERTED here. He also had the EMG by Dr. Knod on 03/18/19 and a cervical spine MRI on 05/02/19, also to be INSERTED appropriately.
He underwent a lumbar epidural injection by Dr. Paul on 06/24/19, 08/05/19, and then on the cervical spine on 09/25/19. A lumbar MRI was done on 11/05/19 and compared to the study of 02/01/19 to be INSERTED. He also had a CAT scan of the lumbar spine to be INSERTED. Dr. Paul administered facet joint injections to the cervical region on 01/06/20. On 03/12/20, Mr. Clegg underwent a history and physical for admission to the hospital for lumbar spine surgery. He admitted to smoking about half a pack of cigarettes per day since he was a teenager. He was seen by Dr. Haas to assist with the anterior approach. On 05/28/20, Dr. Gleimer performed surgery as listed.
He then was seen by a hospitalist named Dr. Chen on 05/30/20. This was to follow up after an episode of acute delirium. It was thought to be secondary to prolonged anesthesia exacerbated by multiple doses of Ativan and Benadryl. Haldol and Zyprexa were also given. Dr. Chen advised no more anticholinergic medicine or benzodiazepines. He could continue pain treatment with oxycodone and Tylenol only. Surgery involved anterior lumbar interbody fusion from L3 through S1 via a retroperitoneal exposure with an allograft bone, bone morphogenetic protein, and a pedicular screw fixation from L3 through S1. He had postsurgical lumbar spine x-rays on 05/30/20 to be INSERTED here.
On 08/05/20, he underwent x-rays of the right foot to be INSERTED here. On 08/17/20, he underwent lumbar spine x-rays at the referral of Dr. Gleimer to be INSERTED here. A lumbar MRI was done on 08/27/20 and compared to the preoperative MRI of 11/05/19 to be INSERTED here. Flexion and extension x-rays of the lumbar spine were done on 11/09/20 to be INSERTED.
Another EMG was done on 02/08/21 by Dr. Knod to be INSERTED here. Mr. Clegg then was seen by Dr. Monte Carlo on 02/10/21 for follow-up of chronic neck and back pain, blood pressure, cholesterol, and chronic arthritis. He had significant stress with dealing with the pain as well as the stress of not working and dealing with Workers’ Compensation. He reports his feet up to his mid calf are always numb and tight. He was on several medications. Diagnoses were spondylosis of the lumbar region without myelopathy or radiculopathy for which he recommended weaning off opioid therapy, inflammatory spondylopathy of the lumbar region for which he was going to continue Cymbalta, lumbar facet arthropathy, neuroforaminal stenosis of the lumbar spine for which he was going to continue gabapentin and add Lamictal, lumbar radiculopathy, mixed hyperlipidemia, and hyperglycemia. He was also dependent on nicotine and had an adjustment disorder with mixed anxiety and depressed mood. Dr. Monte Carlo continued to see him regularly including a telehealth visit on 04/15/21. He related two rounds of three injections in the lumbar spine had not provided any change in pain and symptoms of paresthesias in the lower extremities. He continues to smoke which he asserted was helping him to deal with his stress although eventually he does want to quit. Another visit with Dr. Monte Carlo occurred on 04/15/21. He wrote Mr. Clegg was tolerating medication well without any adverse effects. He did not demonstrate any signs of abuse, misuse or diversion of medical therapy. He was aware he was physically dependent upon the usage of oxycodone every four hours and sudden sensation of medical therapy would lead to physiologic withdrawal.

He did see Dr. Gleimer on 11/16/18. By then, he had returned to work and missed only one day of work as a result of the crash on 11/01/18. Upon exam of 10/07/18, he had minimal to no pain in his low back or either lower extremity. He had near complete resolution of the numbness he was experiencing into his feet. On this visit, he was diagnosed with acute lumbar sprain and strain, acute clinical lumbar radiculopathy to the right lower extremity. He recommended formal physical therapy for the lumbar spine. He continued to be followed by Dr. Gleimer through 07/02/20. He referenced the EMG as well as the recent MRI and CAT scans. He had an additional diagnosis of metatarsalgia of the right foot primarily involving the first, second and third metatarsal heads was given. He was going to continue with his external bone growth stimulator on the spine. On 08/18/20, he was seen by podiatrist Dr. Brzozowski. X-rays of the right foot revealed no evidence of stress fracture or avascular necrosis. She gave a diagnosis of neuroma for which a corticosteroid injection was given. At his follow-up visit with the nurse practitioner for Dr. Gleimer on 09/21/20, they also listed a diagnosis of postlaminectomy syndrome. He was going to continue bracing as needed and participate in physical therapy. He saw Dr. Gleimer again through 11/05/20 when he recommended selective nerve root blocks of L4-L5 and S1 bilaterally with Dr. Padula for symptomatic improvement. On the visit of 07/28/21, Dr. Gleimer listed the results of numerous diagnostic studies. INSERT them here if we have not already captured them. He did actually note he had EMG studies in 2013. INSERT the diagnoses also. Per the functional capacity evaluation, he had permanent restrictions in the medium physical demand category. He had reached maximum medical improvement.

On 04/05/21, Dr. Padula performed a lumbar epidural injection. This was repeated on 04/12/21. On 05/18/21, he was seen by Dr. Knod who explained the results of the EMG to be INSERTED as marked. He also had a lumbar spine x-ray on 06/17/21 to be INSERTED.
PHYSICAL EXAMINATION

GENERAL APPEARANCE: There was a left hand tremor of which he was already aware. This had already been worked up and he was going to see a neurologist about it.
HEAD/EYES/EARS/NOSE/THROAT: There were no scars visible on the forehead or scalp. He states pieces of glass gave him temporary cuts in this region. Examination of the head found it to be normocephalic. There was no tenderness by palpation of the skull or facial bones. Sclerae were anicteric and there was no corneal or conjunctival injection. The extraocular muscles were intact. Pupils were equal and reactive to light and accommodation. Fundi were unremarkable by undilated exam. External ear canals were clear. There were good light reflexes at the tympanic membranes bilaterally. The nares were patent and the septum was midline. There was no pharyngeal exudate. The tongue was midline. Dentition was satisfactory. There was no palpable thyromegaly or cervical adenopathy.

NEUROLOGIC: Normal macro
UPPER EXTREMITIES: Inspection of the upper extremities revealed no bony or soft tissue abnormalities. Inspection revealed a healed anterior open longitudinal scar at the right shoulder. There were no scars on the right hand. There was puffiness of the right third MCP joint. He had no atrophy or effusions or scarring. Skin was 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. Inspection revealed atrophy of the left calf, but no swelling or effusions. Skin was normal in color, turgor, and temperature. Range of motion was accomplished fully in all planes at the hips, knees, and ankles 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.

FEET/ANKLES: Normal macro
CERVICAL SPINE: Inspection of the cervical spine revealed normal posture and lordotic curve with no apparent scars. Active flexion was full to 50 degrees, but extension was to 55 degrees, right rotation 45 degrees and left 40 degrees, sidebending right 25 degrees and left 30 degrees. 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
LUMBOSACRAL SPINE: He ambulated with a limp on the right using a cane in the right hand. He was able to stand on his heels and toes. He changed positions slowly and was able to squat to 50 degrees. Inspection of the lumbosacral spine revealed both midline and paramedian longitudinal scars consistent with his surgeries and decreased lordotic curve. Active flexion was to 25 degrees and extension to 15 degrees. Bilateral rotation and sidebending were accomplished fully. 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 maneuver on the right at 75 degrees and left at 70 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. There were negative axial loading, trunk torsion, and Hoover tests for symptom magnification.

Inspection of the abdomen found a 4.5-inch subumbilical longitudinal scar consistent with the anterior approach. He then conveyed he has a known abdominal aortic aneurysm. The scarring on the lower back involved a 4-inch midline scar. The right paramedian scar was 3 inches in length and left 3.25 inches in length.

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.

Richard Clegg was involved in two work-related motor vehicle accidents on 11/01/18 and 02/13/19. He had an extensive workup and course of treatment as summarized at length above. These were superimposed upon prior chronic cervical and lumbar spine problems even after he underwent lumbar spine surgery with Dr. Gleimer in February 2018. He eventually had another surgery by Dr. Gleimer on 05/08/20 to be INSERTED. He also had two electrodiagnostic studies, several specialist consultations. He did participate in an FCE that found he was capable of working in the medium physical demand category. His current clinical exam is described above.

There is 17.5% permanent partial total disability referable to the lower back. At least 12.5% of this assessment is preexisting. In terms of the left arm, right hand, and face, there is 0% permanent partial or total disability or cosmetic residuals. He may have some underlying neck disability due to chronic multilevel degenerative changes. I would offer 5% permanent partial total disability for them.
