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Dictation Time Length: 29:17
September 23, 2022

RE:
Alberto Matias
History of Accident/Illness and Treatment: Alberto Matias is a 42-year-old male who reports he was injured at work on 09/06/16. On that occasion, he slipped and fell forward onto his right palm. His low back hyperextended. He did not strike his head or experience loss of consciousness. He believes he injured his low back, legs and neck and went to the emergency room afterwards. He had further evaluation leading to a diagnosis of a back fall and complex regional pain syndrome involving the right upper extremity as well as both lower extremities. He did undergo lumbar fusion on 11/23/17 at L4-L5. He denies any previous injuries to the involved areas. However, he admits to undergoing cervical spine fusion in 2010 after an earlier injury. He denies any subsequent injuries to the involved areas. The cervical fusion arose out of a motor vehicle accident that occurred on 08/03/10.

On 09/06/16, Mr. Matias was seen by Virtua at Work complaining of left lower back pain due to a fall/twisting injury, striking his back when he felt a crack. He was examined by Dr. Sharpe who diagnosed lumbar sprain and left-sided sciatica. Lumbar spine x-rays were ordered and he was prescribed Flexeril and ibuprofen. INSERT the results of the x‑rays assuming we have them.
He followed up on 09/08/16 reporting some improvement in his symptoms. Dr. Eskin reviewed the x-rays that showed prior C3-C4 fusion. There were some degenerative changes at that level. His L4-L5 level demonstrated a loss of disc space with some retrolisthesis. She diagnosed lumbar sprain and intractable pain. He was to continue with medications and treatment and remain on work restrictions. He followed up on 09/20/16 when he told Dr. Kumar that he would like to try full duty. He was accommodated in that regard. He followed up on 10/06/16 stating at rest he had little pain, but he had flare-ups occurring and caused severe pain. He had begun physical therapy. His Medrol Dosepak was to be discontinued due to elevated blood pressure. He last was seen by Virtua at Work on 10/20/16. He reported feeling worse due to physical therapy. He was tolerating full duty with some discomfort. Dr. Kumar then discharged him to the care of a spine specialist.

On 11/03/16, he was seen in that regard by Dr. Lee, complaining of pain in the lumbar spine and sciatica. He also complained of neck pain and left arm pain with numbness. Dr. Lee reviewed the x-rays that showed a prior C3-C4 fusion with degenerative changes at that level. The L4-L5 level demonstrated loss of disc space with some retrolisthesis. He diagnosed degenerative disc disease of the cervical spine, acute lumbar radiculopathy, degeneration of the lumbar spine. He ordered an MRI of the cervical and lumbar spines.
These were done on 11/09/16 and 11/29/16, to be INSERTED here. He followed up with Dr. Lee to review these studies. A lumbar epidural steroid injection was scheduled and performed. On 04/21/17, he related the second injection failed to provide improvement. He remained symptomatic. He was taking oxycodone for his pain and attending physical therapy. Dr. Lee recommended surgical intervention about the L4-L5 level.

He was seen by pain specialist Dr. Haleem beginning 12/12/16. He administered the aforementioned injections. On 03/15/17, he reviewed an EMG that showed no evidence of left lumbosacral radiculopathy or indication of large fiber peripheral polyneuropathy. He deferred the study to the lower limb. We are not in receipt of that EMG report. He was seen by Dr. Testaiuti on 07/05/17. I will dictate or INSERT some of those remarks shortly. At the evaluation of 07/05/17, Dr. Testaiuti opined most of the problems were at the L4-L5 level. He did not feel laminectomy would benefit the Petitioner. It was apparent he had facet joint pain and facet joint injections had not been attempted yet to minimize the pain. He accordingly recommended facet joint injections and consideration for rhizotomy. He had not yet reached maximum medical improvement. He did undergo surgery on a date and report I cannot find at the moment. He also received psychological treatment by Dr. McGowan and Dr. Gaffney. On 09/23/19, urinalysis was positive and inconsistent for THC. It was negative and inconsistent for butalbital. It was positive and consistent for noroxycodone, oxycodone, and oxymorphone. The test was positive for ethyl glucuronide. On 10/30/19, he underwent a lumbar MRI to be INSERTED here.
He then received psychiatric care from Dr. Mobilio. He was seen by neurologist Dr. Abrams. He also saw Dr. Jarmain. He wrote the patient started developing complex regional pain syndrome immediately after the work injury that occurred on 09/06/16. He was seen by another neurologist named Dr. Bennett on 10/05/21. He found no evidence to suggest a diagnosis of complex regional pain syndrome. He did not see any benefit of the treatment being provided by Dr. Abrams or continuing pain management. Dr. Abrams and others opined that it was appropriate for him to get ketamine treatments to treat complex regional pain syndrome.

He was also seen by psychiatrist Dr. Fenichel on 10/14/21. She noted he reached maximum medical improvement from psychological and psychiatric treatment relative to the work injury. However, he had not fully recovered from the diagnoses of somatic symptom disorder and persistent depressive disorder. He had years of treatment to learn strategies for the conditions noted by Dr. McGowan and Dr. Mobilio. In February 2019, Dr. McGowan wrote he was uncertain that mental health treatment would have a good likelihood of facilitating improvement. The IME done by Dr. Fenichel on 10/14/21 and perhaps two years before in 2019 opined continued mental health treatment with Dr. Mobilio did not result in improvement in regard to his mood and activities of daily living.

I will now dictate some other notes that may have already been covered in what I have said so far. If not, they should be intertwined with what has already been dictated.

Additional records show he was seen on 07/05/17 by Dr. Testaiuti. He reviewed the lumbar MRI from 11/09/16. He was taking oxycodone. History was remarkable for cervical fusion in 2010 done in Palm Beach Florida. Dr. Testaiuti opined he had not had an evaluation of his L4-L5 segment being his primary pain generator so he recommended medial branch blocks and facet injections at that level to assess if he has painful facets. Rhizotomy might be considered afterwards. He would not consider laminectomy as the treatment of choice even in the face of mild congenital stenosis to assist this gentleman in his recovery as his primary problem is not radiculopathy; his low back pain and laminectomy may worsen his symptoms and conditions.
On 10/31/17, he had an evaluation done by Dr. Kemps with respect to an injury of 04/08/15. He was trying to pull out a three-row seat from the SUV to inspect it and fell out of it while pulling on it. He alleges an injury to his left knee, left ankle and left heel. Dr. Kemps noted a 05/04/15 left knee MRI was essentially normal. He had been discharged from the orthopedic care of Dr. Marcelli on 07/01/15 and cleared to return to work on 07/06/15. Dr. Kemps agreed with the working diagnosis of contusion to the left knee and sprain to the left ankle with the ultimate onset of plantar fasciitis. He deemed the Petitioner had reached maximum medical improvement and was working now with concessions to the area and may continue to do so. He offered 0% permanent disability referable to the left leg, knee, or ankle.

He did undergo surgery by Dr. Testaiuti on 11/21/17, to be INSERTED here. He followed up postoperatively over the next several months with serial radiographs done to assess progression of his healing. On the visit of 11/11/19, Dr. Testaiuti learned he did not feel significantly better from the surgery. His imaging studies demonstrated progressive interbody fusion as well as evidence of fusion along the lateral gutters. As a result, he was made at maximum medical improvement in February 2019. They discussed the possibility of L5-S1 causing his residual symptoms or lack of improvement. Upon review of his new lumbar MRI, there was no significant change from the May 2018 MRI. Fortunately, he states that the neurology appointment had been approved and he was in the midst of being scheduled. This was to be evaluated for complex regional pain syndrome. We will INSERT his description of the various diagnostic studies as marked.
He presented back to Dr. Testaiuti for his two-year follow-up on 03/13/20. He noted the Petitioner had been seen by Dr. Atlas for a second opinion. He opined no further surgery was warranted and that he should consider an epidural stimulator. It was also suggested by his psychiatrist that he may have chronic regional pain syndrome. He did receive two ketamine infusions by Dr. Rinnier. He presently complained of left abdominal pain radiating to his testicles. He was taking Norco three to four times per day and uses medicinal marijuana. He still admits to increased bowel and bladder urgency, which he attributes to his pain level. Updated x-rays were performed. The Petitioner asserted that the neurology evaluation for CRPS did not go well as he felt the physician did not pay attention to his needs. He was currently complaining of bilateral lower extremity symptoms on the left worse than the right. He had erectile dysfunction and ejaculation issues which volume has decreased. He did see a neurologist named Dr. Irby who felt there was nothing she could do for him. Her addendum stated she did not feel his exam was consistent with CRPS. However, Dr. Testaiuti begged to differ with her on this with his history of skin color changes, unilateral edema, paresthesias throughout, etc. Therefore, he recommended a second neurology opinion with Dr. Abrams.

On 09/25/20, he underwent a need-for-treatment evaluation by Dr. Jarmain. He noted the Petitioner had seen Dr. Abrams and stated CRPS was the right diagnosis for him and prescribed medications for this. He continued to follow up with Dr. Rinnier every one to two months to undergo ketamine injections. Dr. Jarmain rendered a diagnosis of complex regional pain syndrome. He explained this probably was the reason why he had not responded favorably to interventional pain procedures and lumbar spinal surgery at the L4-L5 level. He concluded there was a need for current and continued long-term medical treatment for his condition including treatment with Dr. Rinnier and Dr. Abrams. He expressed the Petitioner should not work at that time and also had an associated mood disorder. INSERT the diagnostic studies. On 04/19/18, he was seen in Florida by a psychologist named Dr. Gaffney. Symptoms include depression, irritability and anhedonia. His level of distress and impairment was moderate. He was unable to return to work. He had downcast eyes. Earlier records show he underwent a lumbar MRI on 05/18/18 and it was compared to a CAT scan of 03/23/18 to be INSERTED.
He was seen psychologically by Dr. McGowan on 11/26/18. His diagnosis was somatic symptom disorder with primary pain (formally termed chronic pain syndrome). This is based upon his preoccupations with his pain and limitations. He also had a diagnosis of major depression with a single episode. He recommended focused and time-limited psychotherapeutic intervention. Such treatment was rendered by Dr. Dr. McGowan on the dates listed. He followed up through 04/18/19, expressing concerns about the spinal cord stimulator. He was going to follow up with Dr. Testaiuti in the following months. Mr. Matias explained he was not at a place to consider future employment at this time given his mood and pain related limitations. He was aware of the resources at the Division of Vocational Rehabilitation at the State of New Jersey. He had been put at MMI by his surgeon.
A case summary was generated on 07/28/20 by Dr. Thackaberry. Her comments will be inserted as marked.

He did have an EMG on 08/10/20, to be INSERTED. He was seen by Dr. Martin for neurosurgical consultation on 06/02/11. This was in relation to a motor vehicle accident that occurred on 08/03/10. He subsequently complained of neck pain, left knee pain, and right elbow pain. He already sought treatment with medication, chiropractic and physical therapy with temporary improvement. Cervical spine MRI showed herniated disc at C3‑C4 of 2 mm. MRI of the left knee showed a joint effusion. He rendered diagnoses of spinal cord contusion, herniated cervical disc, and left knee pain. The plan was to pursue surgical intervention on the neck. This was accomplished on 06/23/11, to be INSERTED.
On 04/17/15, he was seen at Reconstructive Orthopedics by Dr. Marcelli relative to an incident of 04/08/15. He stated he fell out of an SUV while inspecting it. There were minimal objective findings although he had significant knee and ankle pain. He was referred for an MRI of the knee. We will INSERT that report where it belongs. On follow-up, he was diagnosed with worsening plantar fasciitis. As of 07/01/15, he felt capable of returning to work.

He actually was seen on 04/08/15 by Virtua Westhampton overflow after the event of 04/08/15. He was diagnosed with a sprain of the knee and ankle. He was prescribed ibuprofen. MRI of the left knee was done on 04/24/15, to be INSERTED. He also was seen on 04/16/15 and it was noted x-rays showed a questionable medial malleolar fracture on the ankle, but the knee was fine. He was then referred to see a qualified orthopedist.
PHYSICAL EXAMINATION
GENERAL APPEARANCE: He vocalized that he was in pain today at a 7-8/10 level.
UPPER EXTREMITIES: Inspection of the upper extremities revealed no bony or soft tissue abnormalities. There was a healed 1-inch scar overlying the dorsal aspect of the right third metacarpophalangeal joint. There were no scars, swelling, atrophy or effusions. Skin temperature on the palms was cool. Skin was otherwise 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. 

LOWER EXTREMITIES: He did not have specific signs of complex regional pain syndrome. There was no hair loss, skin color change, moisture, or contractures. The right foot was cool to palpation. Manual muscle testing was 4– at the left plantar flexor strength and 4/5 for extensor hallucis longus strength, but was otherwise 5/5.

CERVICAL SPINE: Inspection of the cervical spine revealed normal posture and lordotic curve. Inspection revealed a well-healed left anterior transverse scar consistent with his surgery. Range of motion was accomplished fully in flexion, extension, rotation, and side bending bilaterally without tenderness. He was tender at the right paravertebral musculature in the absence of spasm, but there was none on the left or in the midline. Spurling’s maneuver was negative.

THORACIC SPINE: Normal macro

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. He was able to stand on his toes, but not on his heels. He changed positions slowly and was able to squat to 70 degrees with support. Inspection of the lumbosacral spine revealed normal posture and lordotic curve. Inspection revealed a 2.5-inch pair of paramedian scars consistent with his lumbar surgery. He sat at 90 degrees lumbar flexion, but actively flexed to 75 degrees and extended to 20 degrees. Bilateral rotation and side bending 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 70 degrees and left at 45 degrees elicited 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.

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.

Alberto Matias alleges to have injured his low back at work on 09/06/16. He had extensive diagnostic testing and treatment with various specialists. This culminated in lumbar spine surgery. He also had psychological and psychiatric assessments. At one point he was diagnosed with complex regional pain syndrome.

The Petitioner previously was injured in a motor vehicle accident of 08/03/10. He also had another injury at work on 04/08/15. He received treatment for those as noted above.

I would offer 12.5% permanent partial total disability referable to the lumbar spine. Clearly, preexisting degenerative abnormalities contribute to this assessment. It is unclear to this evaluator that he does suffer from CRPS with minimal clinical signs at this time. Nevertheless, it will be incorporated into his overall impairment level.
