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Dictation Time Length: 21:42
November 9, 2022

RE:
Walter Tait
History of Accident/Illness and Treatment: Walter Tait is now a 66-year-old male who again reports he was injured on 07/30/09 when involved in a work-related automobile accident. He was test driving a car and stopped at a traffic light when his vehicle was struck from the rear. He believes he injured his lower back and neck and went to Virtua Emergency Room the same day. He had further evaluation and treatment including some since last evaluated here in 2015. He underwent back surgery and shoulder surgery. On 09/30/19, he underwent anterior-posterior lumbar interbody fusion from L4 through S1. In May 2010, he had L5-S1 fusion. On 01/27/22, he had a neurostimulator implanted. He continues to receive pain management, the injections in his neck and prescription drugs from Dr. Gisele Girault.
As per the additional records supplied, Mr. Tait received an Order Approving Settlement on 06/20/16, to be INSERTED. This was accompanied by a decision of dismissal. He filed a Second Injury Fund Petition on a date that is unclear. On 07/25/19, he applied for review of his previous award. In conjunction, he submitted answers to occupational interrogatories. This listed his various physicians since 2016. These included Dr. Girault as well as Dr. Dixon who is a pain management specialist in South Carolina. He had seen a different pain specialist in South Carolina named Dr. Ruth Anderson on 06/14/16. He had also continued treating with Dr. Deutsch. He related a description of the treatment rendered each of those visits. He explained that his first evaluation was on 02/21/19 when the physician reviewed his previous MRIs and a newer one from 05/31/18. It was apparent he suffered from grade II slip at L5-S1 that was attempted to be reduced with an interbody fusion. They were unable to reduce the slip and it appears to be in satisfactory position. There are severe bilateral neuroforaminal stenoses of the L5 exiting nerve root and the S1 root tented over the S1 posterior lip that could be the cause of continued pain. A CAT scan was then done on 03/15/19 revealing an L5-S1 fusion procedure with posterior instrumentation. There was nothing interbody. The underlying pathology is L5‑S1 spondylolisthesis grade II. There appeared to be no attempt to regain interbody height and as a result he has severe neuroforaminal stenosis at L5-S1 that was most likely the source of his L5 radiculopathy. He has evidence of a weak bony fusion, posterolateral on the left only. There was no significant fusion on the right. Unfortunately, the L5 pedicle screws traversed the facet joints at L4-L5 bilaterally resulting in arthritic changes at that level and also likely contributes to his back pain. The surgeon believed he had findings on his films that would indicate residual pain and radiculopathy related to his original injury. He was presently receiving Social Security Disability.

Additional medical records show he was seen on 07/13/16 by pain specialist Dr. Anderson. He had chronic pain that was stable with no significant changes. He wanted to continue with his current regimen, getting 30 to 40% relief from both the OxyContin and the Percocet. His medications were renewed. She also listed a medical history of two pulmonary emboli, sleep apnea, hiatal hernia, reflux, total hip replacement on the right on 08/12/15, right rotator cuff surgery in 2010, spinal fusion at L5-S1 in May 2010, rectal fissure repair, and right bursal removal from the right elbow. Dr. Anderson listed numerous diagnoses including failed back syndrome of the lumbar spine, depression, long-term current use of opioid analgesic, back pain with left-sided radiculopathy, other pulmonary embolism and infarction, long-term current use of anticoagulant therapy, adverse effects of other opioids, and constipation. He now had a CPAP machine using it nightly. They again discussed implantation of a spinal cord stimulator.

On 09/09/16, he was again seen by Dr. Anderson this time at the Pain Center. She continued him on medications and started him on Lyrica, Cymbalta, ropinirole, Lyrica, and Movantik. He continued to treat with Dr. Anderson through 11/07/16. She recommended a caudal epidural injection. The Petitioner advised that Dr. Ditzler stated it was okay to stop Xarelto for this procedure. On 12/12/16, he saw Dr. Anderson again at another pain management practice in South Carolina called Pain Management Associates West Columbia. She wrote the lumbar MRI after surgery is unremarkable at all levels except the surgical level. There is 1 cm anterolisthesis of L5 on S1 with pedicle screws in place. He continued to treat with Dr. Anderson and her colleagues through 09/13/17 when he remained on medications. He stated they gave 50% relief. The OxyContin, Lyrica, and Percocet are working well. He has been through physical therapy. He did not have a TENS unit and back brace. His last injection was in 02/2017 with no side effects. The plan was to continue injection therapy and medications. He underwent numerous drug tests to monitor his compliance with narcotics.
On 09/27/17, he was seen by Dr. Smith at Oak Tree Medical. Dr. Smith previously was in one of the practices shared by Dr. Anderson. He confirmed the last epidural steroid injections and physical therapy were in 2017. He had the Petitioner remain on medications with adjustments in their dosages. He ordered lumbar spine x-rays. Mr. Tait followed up with Dr. Smith over the next several years running through 03/29/21. He still used a back brace, but did not have a TENS unit. He had a lumbar CAT scan on 02/25/21, but no recent injections. The CAT scan of the lumbar spine was ordered, but not yet completed. His medications were again refilled.

He did undergo a lumbar MRI on 05/31/18, to be INSERTED.
On 02/21/19, Mr. Tait saw Dr. Deutsch in New Jersey for a need-for-treatment evaluation. He summarized the Petitioner’s course of treatment to date. He also reviewed the reports of numerous diagnostic studies dating back to the lumbar MRI from 01/27/10 / running through the MRI of 11/23/18. The latter demonstrated severe bilateral neuroforaminal stenosis of the L5 exiting nerve root and the S1 nerve root is tented over the S1 posterior lip. The earlier MRI denotes disc degeneration at L4-L5 and L5-S1 with mild to moderately severe facet degenerative disease throughout. At L5-S1 there was a moderately sized protruding disc in the midline into the right superimposed upon a spondylolisthesis. At L4-L5 there was a smaller but also lateral disc on the right at L4-L5 superimposing the spondylolisthesis. Dr. Deutsch concluded that additional evaluation was appropriately including repeat CAT scan. He did undergo this study on 03/15/19, to be INSERTED. Dr. Deutsch reviewed these results with him on 04/15/19. On that occasion, they spoke with Walter on the phone. He stated this past Thanksgiving of 2018 he was on his feet longer than usual, helping to prepare dinner. He experienced severe sharp pain and a popping sensation in his low back. This lasted about two days after which he went to the emergency department. X-rays were done and he was discharged back home afterwards. Dr. Deutsch reviewed treatment options including various surgical approaches. On 09/26/19, he was there to sign consents for the upcoming surgery.

On 09/30/19, Dr. Deutsch performed surgery to be INSERTED here. Mr. Tait followed up. He had serial x-rays running through 01/31/20, to be INSERTED here. Dr. Deutsch followed his progress through 11/26/19. He concluded the Petitioner was permanently disabled. His low back pain was much more tolerable as compared to his preoperative status. He does have increased midline pain with sneezing, but this resolves immediately. His lower extremity paresthesias are unchanged compared to his last visit. He continues to complain of left greater than right foot paresthesia, especially with walking and at night. He does not use any assistive devices for walking, but remained on several medications. A course of physical therapy was ordered. This was rendered on the dates described.
PHYSICAL EXAMINATION
ABDOMEN: There was a subcutaneous midline scar measuring 5 inches in length, longitudinal orientation. He related having balance issues and sometimes he feels like his left leg is not there. He has fallen on more than one occasion.
UPPER EXTREMITIES: Inspection of the upper extremities revealed no bony or soft tissue abnormalities. There were faint portal scars about the right shoulder, but no swelling, atrophy, or effusions. 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. 
SHOULDERS: Normal macro

LOWER EXTREMITIES: 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. Extension was to 40 degrees, left rotation 50 degrees, side bending right 25 degrees and left 35 degrees. Right rotation was full to 80 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: Inspection of the thoracic spine revealed an increased kyphotic curve, but no apparent scars. Range of motion was accomplished fully in flexion, rotation, and sidebending bilaterally. There was no palpable spasm or tenderness of the parathoracic or interscapular musculature. There was no tenderness over the bony prominences of the scapulae or spinous processes. There was no winging of the scapulae.

LUMBOSACRAL SPINE: He walked hesitantly on his heels due to his balance issue. He was able to walk smoothly on his toes. He changed positions fluidly and was able to squat to 70 degrees and rise. Inspection of the lumbosacral spine revealed normal posture and lordotic curve. He had numerous scars posteriorly on the back. In the upper lumbar region was a 3-inch longitudinal scar. There was a pair of paramedian longitudinal scars in the lower lumbar region each measuring 1.5 inches in length. In the left paravertebral area was a 2-inch scar with a firm subcutaneous stimulator in place. He sat comfortably at 90 degrees lumbar flexion, but actively flexed to 50 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 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.

Walter Tait was involved in a work-related motor vehicle collision on 07/30/09. His protracted course of treatment was described in my earlier reports. After the most recent evaluation of him in November 2015, he received an Order Approving Settlement. He then reopened his claim. He received pain management from Dr. Anderson and Dr. Smith in South Carolina. He did have updated diagnostic testing as well. INSERT the lumbar MRI from 05/31/18 and the CAT scan of 03/15/19.
He underwent a need-for-treatment evaluation by Dr. Deutsch on 02/21/19. On 09/30/19, surgery was done to be INSERTED here. Physical therapy was rendered postoperatively through 01/23/20. Dr. Deutsch’s final diagnosis was permanent disability.

The current evaluation as described above with multiple healed surgical scars. He had variable range of motion about the lumbar spine. Straight leg raising maneuvers both seated and supine were negative for low back or radicular symptoms. He did have an increased thoracic kyphotic curve and decreased active range of motion about the cervical spine.

This case will likely increase 2.5% compared to my most recent evaluation that will be INSERTED as marked.
