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Dictation Time Length: 21:08
November 7, 2022

RE:
Nicholas Cantatore
History of Accident/Illness and Treatment: Mr. Cantatore is now a 59-year-old male who again reports he was injured at work on 09/22/04 when he fell. He believes he injured his upper and lower back as a result and went to AtlantiCare Emergency Room. He had further evaluation and treatment including three back operations in 2004, 2010, and 2020. These were for spinal vertebral levels from 1 through 4, 4 through 7, presumably in the cervical spine, and 2 through 6 in the lumbar spine. He states the latter made his symptoms worse. He last received treatment in July 2022.

As per the records supplied, he received an Order Approving Settlement on 11/06/17, to be INSERTED. He then reopened that claim on 10/09/19. Shortly thereafter, he was seen neurosurgically by Dr. Delasotta on 03/16/20. He noted the Petitioner’s course of treatment to date and discussed his various diagnostic studies. His diagnostic impression was lumbar radiculopathy, spinal stenosis, status post anterior cervical discectomy and fusion at C4-C5 with instrumented arthrodesis and removal of old hardware. He wanted to obtain a recent MRI of the lumbar spine and x-rays of the lumbar spine with flexion and extension views. He opined the patient’s need for testing and treatment of the lumbar spine are causally related to the work connected injury of 09/22/04. He further ascertained a history of hypertension, hypercholesterolemia, heart disease, pulmonary embolisms, diverticulitis, and a 50-pound weight loss secondary to gastric sleeve. He had also undergone arthroscopic surgery to repair menisci in the knees bilaterally, Greenfield filter placement, and left foot bunionectomy. He was currently working in sales for Toyota. He was unable to walk on the heels on the left. On motor testing, there was dorsiflexion paresis of the left foot although sensory exam was intact to all modalities including pinprick and position sense. Straight leg raising maneuver was negative at 90 degrees bilaterally. The lower back revealed restricted range of motion in all directions. The neck was supple. He did undergo lumbar flexion and extension x-rays on 04/09/20, to be INSERTED. That same day, he had a lumbar MRI compared to a study of 12/20/15, to be INSERTED.
On 04/15/20, Mr. Cantatore was seen again by Dr. Delasotta. He noted the results of the latest radiographic studies. On this occasion, straight leg raising maneuver was positive at 60 degrees on the right and 30 degrees on the left, but the remainder of the exam was similar to prior. He recommended surgery in the form of a decompressive laminectomy and instrumented arthrodesis at L2-L3, L3-L4, and L4-L5 with posterior lumbar interbody fusion at L4-L5. Mr. Cantatore wanted to contemplate this and then return to the office. He did return on 08/26/20 and was out of work due to COVID-19. On this occasion, he was considering the recommended lumbar surgery. Prior to surgery, it was recommended he attend a course of physical therapy and focus on weight reduction. He saw Dr. Delasotta again on 12/10/20 and they agreed to pursue surgical intervention.

He did have a brain MRI again on 01/28/21 compared to a CAT scan done on 01/24/21. INSERT those results here.
On 01/12/21, Dr. Delasotta performed surgery to be INSERTED here. He saw Dr. Delasotta postoperatively on 02/03/21. He had been hospitalized for dehydration with hypertension and also had a deep vein thrombosis in his lower extremities. He was going to lie with his legs elevated and follow up in two weeks. He did so on 02/17/21 when he was to continue increased daily activities and ambulation. Dr. Delasotta monitored his progress over the next several months. Lumbar spine x-rays were done on 03/15/21 showing L2 through L5 posterior fusion without evidence of hardware loosening; unchanged grade I anterolisthesis of L2 on L3; and moderate multilevel disc degenerative changes. Formal physical therapy was also rendered. He continued to see Dr. Cooper for his deep vein thrombosis. He saw Dr. Delasotta through 07/27/22. He was deemed to have reached maximum medical improvement from a neurosurgical standpoint. He was advised to continue to remain active. Exam found straight leg raising negative at 90 degrees bilaterally. He still had restricted lumbar motion in all directions. There was slight dorsiflexion paresis of the left foot at 4/5. Sensory exam and reflex exam were normal.
On 01/29/21, he was seen by Dr. Rajasree who had seen him previously in 2012. He developed DVT in the left lower extremity and pulmonary embolism following arthroscopic knee surgery in 2012. He then had an IVC filter placed by Dr. Salartash. His hypercoagulability workup was unremarkable. He underwent low back surgery by Dr. Delasotta in early 2021 and was discharged home. He then received DVT prophylaxis while in the hospital and was ambulatory after he got home. However, he returned to the hospital with increasing shortness of breath and dizziness over three days associated with swelling of both lower extremities. Venous Doppler ultrasound revealed bilateral occlusive deep vein thromboses from the popliteal vein to the common femoral segments. He was hospitalized and started on Eliquis. He then underwent this hematology/oncology consultation. Further history was noted for hip surgery. Dr. Rajasree saw him through 02/07/21. This last visit was actually with Dr. Finnegan who wrote they were certainly going to assist in management of his DVT and lymphedema syndrome.

On 02/04/21, he was seen by Dr. Salartash. He reviewed multiple underlying medical problems including obstructive sleep apnea for which he was on CPAP. Dr. Salartash diagnosed deep venous thrombosis along with peripheral vascular disease. He ordered arterial duplex studies. He had a chest x-ray on 02/06/21 and it was found to be negative for acute pulmonary disease. He saw Dr. Salartash again on 02/15/21 by which time he evidently had been hospitalized. (On 02/11/21, he underwent a procedure by Dr. Cooper to be INSERTED here). On 02/18/21, he followed up with Dr. Rajasree. He had thrombectomy and two stents placed in the lower extremities. There were plans to possibly remove the IVC filter. He was going to follow up with his vascular surgeon. Dr. Rajasree saw him through 02/01/22 (correct the record list). At that time, he included additional diagnoses of pulmonary embolism and heparin-induced thrombocytopenia. These were first diagnosed bilaterally in 2012 after arthroscopic left knee surgery. The second episode of bilateral DVT without pulmonary embolism occurred in January 2021, but that appeared to have been provoked by lumbar spine surgery. Other factors contributing to his hypercoagulable state include obesity, hypercholesterolemia, etc. The heparin induced thrombocytopenia with a positive heparin antibody string noted in 2012. There was no confirmatory serotonin release assay done at that time. It is unclear whether the patient truly had heparin-induced thrombocytopenia. He is now on Lovenox which is usually not recommended if somebody has a history of heparin-induced thrombocytopenia. He was advised to start fondaparinux instead of Lovenox. He reviewed the left lower extremity ultrasounds from 09/08/21 and 09/17/21 and venogram from 09/27/21. Medication adjustments were made. He was advised to follow up with his cardiologist regarding symptoms of exertional dyspnea. He explained he would need a minimum of three to six months of anticoagulation for a provoked DVT. Longer anticoagulation may be needed based upon the patient’s clinical course. A D-dimer may be repeated in three to six months.

INSERT these where they go chronologically: On 03/15/21, lumbar x-rays were done. On 08/25/21, venous ultrasound of both legs was done. On 07/18/22, he had flexion and extension x-rays of the lumbar spine to be INSERTED here. On 09/06/22, he had bilateral duplex venous lower extremity study. There was no evidence of deep vein thrombosis of the lower extremities. Dr. Salartash also continued to follow him through 09/09/22.
PHYSICAL EXAMINATION
GENERAL APPEARANCE: He did have a full sun tan that he states is from having a pool and living at the New Jersey shore. He does use compression stockings.
UPPER EXTREMITIES: Normal macro

LOWER EXTREMITIES: There were venostasis skin changes and swelling of the calves bilaterally. 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 hips was full without crepitus, but internal rotation elicited tenderness bilaterally. Motion of the knees and ankles was full in all planes 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 for resisted with plantar flexor and extensor hallucis longus strength, but was otherwise 5/5. There was no significant tenderness with palpation of either lower extremity.

Homan’s sign was negative for deep vein thrombosis.

CERVICAL SPINE: Inspection of the cervical spine revealed a forward held posture. There was a right transverse anterior scar consistent with his surgery. He flexed to 30 degrees and extended to 20 degrees. Rotation right was 30 degrees and left to 40 degrees with side bending right 25 degrees and left to 15 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 macro
LUMBOSACRAL SPINE: He ambulated with slightly less dorsiflexion on the left while attempting to walk on his heels than was the case on the right. He was able to walk on his toes bilaterally in a fluid fashion. The examinee ambulated with a physiologic gait. No limp or foot drop was evident. No hand-held assistive device was required for ambulation. The examinee was able to walk on his heels and toes without difficulty. He changed positions without difficulty and was able to squat and rise fluidly. Inspection of the lumbosacral spine revealed normal posture and lordotic curve with no apparent scars. Inspection of the lumbosacral spine revealed a midline scar measuring 5 inches in length. He was able to actively flex to 80 degrees. Motion was otherwise full in all spheres without discomfort. 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 negative bilaterally for low back or radicular symptoms at 90 degrees. 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 09/22/04, Nicholas Cantatore was first injured at work. He has had a protracted diagnostic workup and course of treatment over the next many years. Since evaluated here in 2017, he had further attention for his lumbar spine in particular. Dr. Delasotta performed surgery there, to be INSERTED. He also developed recurrent deep vein thromboses in the legs and lungs. These were treated with various forms of anticoagulation. He already had an IVC filter in place from years before. He did see hematology who made adjustments in his anticoagulant medications.

The current exam again found him to be obese. He had healed surgical scarring about the low back and cervical spine. He had some weakness in left ankle dorsiflexion that was present by manual muscle testing and during heel walking. Deep tendon reflexes and sensation were intact bilaterally.

With respect to the lumbar spine proper, Mr. Cantatore is not in need of additional treatment. This has already been deemed to be the case by Dr. Delasotta who did his most recent lumbar surgery. In terms of the cervical spine and upper extremities, there was also no need for further curative treatment. He will require ongoing management of his tendency to develop blood clots (thrombi). This may or may not fall under the auspices of his work injury and treatment. As far as permanency, I may increase it from my 2017 report.
