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Dictation Time Length: 54:48
November 27, 2022
RE:
Pearl Matthews

History of Accident/Illness and Treatment: Pearl Matthews is a 60-year-old male who reports he was injured at work on 09/20/11 when he fell. As a result, he believes he injured his neck and back and was seen at AtlantiCare Emergency Room afterwards. He had further evaluation and treatment including surgery on his neck and back by Dr. Radcliff and Dr. Mitchell. The second surgery he believes was done in July 2021. He is no longer receiving any active treatment.

As per the records provided, Mr. Matthews was seen at AtlantiCare Emergency Room on 09/20/11 stating he fell about 20 steps, lost consciousness, and had altered mental status. He had generalized pain in his neck, back and chest. He was able to call a fellow worker at the hotel and they called EMS. When EMS came, they found he was disoriented. During this evaluation by Dr. Axelrod, he cited the results of numerous x-rays to be INSERTED as marked from his note. He then offered diagnoses of traumatic brain injury/cerebral concussion, cervicalgia, lumbar strain, and chest pain. They noted the mechanism of injury was unknown for the fall. He was admitted to the hospital for further attention.

He was also seen on 09/21/21 by Dr. Radcliff. Upon exam, he had a positive Hoffmann’s sign and was hyporeflexic. MRI showed significant stenosis with signal change in the spinal cord at C3-C4. He had to a lesser extent signal change and cord compression at C4-C5. He diagnosed central cord syndrome and cervical myelopathy. The Petitioner elected to proceed with a collar to allow the central cord syndrome symptoms to abate. Once they did, they would proceed with cervical decompression and fusion as an outpatient. He saw Dr. Radcliff as an outpatient on 09/28/11. He described cervical MRI showed spinal cord signal change as he treated for and some severe compression at C3‑C4 and C4-C5 and spondylolisthesis at C5-C6. He opined this was an acute exacerbation of preexisting condition of spondylosis and degenerative changes that he expected would take years to develop, but the central cord syndrome with acute spinal cord injury and acute exacerbation of same. Mr. Matthews asserted he was going to quit smoking immediately.

On 10/28/11, Dr. Radcliff performed surgery to be INSERTED here. Mr. Matthews followed up postoperatively on 11/09/11. His ataxia and balance had improved as did finger dexterity. He did not have any numbness in his hand and his swallowing was okay. He was to continue wearing his collar at all times. His progress was monitored over the next several months. On 01/26/12, he conveyed a new pain in the left upper extremity with burning paresthesias and pins and needles. It is worse with moving and bending his neck and improved with rest. He had been back to work, but missed several days due to pain. He had concerns about not going to work with his new symptoms that he is experiencing. Cervical range of motion was within normal limits as was lumbar spine range of motion. Cervical spine x-rays appeared to show fusion at the top two levels, but the bottom level did not appear to be completely fused. Dr. Radcliff recommended a CAT scan to evaluate the status of his fusion although the patient was actively smoking. He was once again counseled about cessation of smoking. On 02/03/12, Mr. Matthews complained of some pain in his shoulder on the right side, but the hand numbness and arm numbness for which he originally underwent surgery has now completely resolved. He had been reporting to work at a desk, giving out parking passes primarily. Dr. Radcliff reviewed the CAT scan that will be INSERTED from his report or from the radiology report. He was once again reminded about the impact smoking could have on the development of pseudoarthrosis. The diagnosis from that page will also be INSERTED.

On 02/17/12, there was no evidence of a noticeable scar from his incision. In the interim, he had seen Dr. O’Shea who agreed there appeared to be an incomplete fusion at the bottom level, but it is possible it may go in to fuse with time. He reviewed a cervical MRI that was ordered by Dr. O’Shea that showed adequate decompression at all levels. He does have a disc herniation which is not immediately adjacent to the fusion that appeared to be chronic in nature. He gave a diagnosis of cervical pseudoarthrosis. They discussed various treatment options. He again reported he quit smoking, but does smell like tobacco and this was also documented by Dr. O’Shea. Dr. Radcliff again encouraged smoking cessation and referred him for physical therapy and prescribed tramadol.

He was also seen at Rothman on 02/24/12 by Dr. Falcon. She had him undergo x-rays that day that were read as described in our report. She also gave four assessments that will be INSERTED. She added Neurontin titration for his neuropathic pain and was going to refill his tramadol and hydrocodone. He was going to continue physical therapy as per Dr. Radcliff. He saw Dr. Falcon again on 03/30/12 when the Neurontin was discontinued as he experienced nausea and vomiting. This would be replaced by Lyrica. He was also referred for electrodiagnostic testing. On the next visit of 05/16/12, Dr. Falcon wrote she had performed EMG/NCV of both upper extremities, which was normal. She prescribed him Elavil.

He returned to Dr. Radcliff on 05/25/12. He offered new onset leg pain which he believes was unrelated to the work accident. He sustained a fall downstairs and did not have leg pain after the accident. Initial x-rays were performed and interpreted. Dr. Radcliff strongly recommended consideration of posterior cervical decompression and fusion with instrumentation. He saw Dr. Falcon on 08/16/12 stating his pain had increased overall. He was recently laid off work and this is causing great deal of additional stress and may be related to his increased pain level. He followed up with Dr. Falcon through 11/21/12.

He saw Dr. Radcliff again on 11/30/12 stating the pain he had prior to surgery had resolved. The arm pain, shoulder pain and neck pain prior to surgery had resolved. X-rays demonstrated hardware in good position. Diagnosis was status post posterior cervical decompression and fusion for symptomatic pseudoarthrosis. He was advised to continue the current activity restrictions and wear a brace for three months after surgery and use pain medication prescription. He had gone to the emergency room the previous week, but Dr. Ratcliff advised that he had reviewed the CAT scan of his hand in the emergency room. On 03/29/13, Dr. Radcliff deemed he had reached maximum medical improvement and could return back to work full duty with no restrictions. Several weeks later, on 11/05/14, he complained to Dr. Radcliff of ongoing pain in the neck and numbness and tingling in both hands. It was atraumatic in onset and progressively worsening. He had attempted exercise, antiinflammatory and pain medication without significant symptom improvement. He does report some tobacco use (although previously indicated he had completely discontinued). X-rays were done and Dr. Radcliff wrote it appears he had broken down the C7-T1 level according to the MRI from AtlantiCare. He recommended C7-T1 interlaminar epidural steroid injection to alleviate his symptoms. He was advised again to quit smoking. He saw Dr. Radcliff again on 03/04/15, having had several epidural injections as recently as a month ago without improvement in his symptomatology. He recommended a CT myelogram. On 04/01/15, he reviewed these results to be INSERTED if not already done from the actual report. Dr. Radcliff recounted that after the surgery he had a pain-free interval. The most recent surgery was a revision for pseudoarthrosis. Sometime after that, he began to develop worsening pain, but could not recall the specific date. He acknowledged that he had a fall in the shower the previous year, but had no residual long-term sequelae. Dr. Radcliff then opined the disc herniation at C7-T1 was causally related to the accident as adjacent segment breakdown and adjacent segment pathology is a well described complication of cervical spine injury. He again recommended revision surgery.

On 04/03/15, Dr. Young applied a lumbar blood patch due to post-dural puncture headache status post myelogram. On 09/29/15, Dr. Ratcliff learned that Mr. Matthews would like to continue with non-surgical management and observation. He was also actively smoking. He was deemed to have reached maximum medical improvement regarding surgical intervention. He was going to continue receiving pain medication from the VA, but that could become a problem if they were no longer willing to prescribe pain medications. If that was the case, Dr. Radcliff will refer him to a pain management specialist.

The cervical spine surgery was done on 10/28/11 to be INSERTED here. On 10/29/11, Dr. Radcliff had him consulted by Dr. Catalina for medical management during his hospitalization. He did undergo a CAT scan on 02/01/12 to be INSERTED if not already done so.
On 02/10/12, Dr. O’Shea performed a neurosurgical consultation. She wrote he was in a collar from the date of the accident until last month. He had no neck pain until he was taken out of the collar. At that point, he was put into physical therapy. She saw that the bone grafts were in the early stages of healing at just three months postoperatively as the surgery was done on 10/28/11 and the CT was done on 02/01/12. He was a smoker. She was not surprised that the bone is not fully incorporated and healed, but would give this more time. There was no instrumentation failure at that time. He complained of continued numbness in his hands that never really improved postoperatively. She thought this may be a function of the central cord syndrome so recommended an MRI of the neck with and without gadolinium. She wrote it was unclear if he had really stopped smoking as he smells like tobacco. He stated he did so one month earlier. On 06/20/12, he underwent preoperative chest x-ray that was read as normal. On 06/25/12, he had admission history and physical done. Dr. Radcliff reviewed his earlier diagnostic studies. On 11/06/12, Dr. Radcliff’s physician assistant wrote an addendum of a diagnosis of symptomatic cervical pseudoarthrosis. On 11/06/12, Dr. Radcliff performed another surgery to be INSERTED here. Mr. Matthews was discharged from the hospital on 11/10/12.

On 11/22/12, he presented to AtlantiCare Emergency Room complaining of postsurgical neck pain. He had a CAT scan of the cervical spine, but we are in receipt of only a part of that report. It should be INSERTED here, noting the part of the report we do not have is the actual impression.
On 03/20/13, he was seen at Bridgeton Health Center complaining of left-sided chest pain and left shoulder pain. He reported he was showering and became overheated and fell out of the bathtub, hitting his left shoulder on the floor, right shoulder on the wall, the back of his neck on the floor and his left hand on the sink. He already had multiple neck surgeries with a history of chronic pain. Over the past two days, he had been experiencing neck pain and swelling as well as bilateral shoulder and chest pain. He also had been experiencing some shortness of breath. He was admitted with diagnoses of fall injury, acute on chronic neck pain, chest pain likely non-cardiac, leukocytosis, productive cough, urinary tract infection to rule out pyelonephritis, fever, hypertension, and a history of tobacco abuse. Chest x-ray showed no acute cardiopulmonary disease. He had a CT of the abdomen and pelvis on 03/20/13 to be INSERTED here. He also had a CAT scan of the chest that showed no evidence of pulmonary embolic disease. There were mild dependent changes bilaterally. He had a CAT scan of the cervical spine to be INSERTED. He was consulted by Dr. Slavick for a fever and elevated white count. He also had a cardiac consultation by Dr. Dovnarsky. Mr. Matthews was discharged from the hospital on 03/22/13.

On 08/27/13, Dr. Barr performed an orthopedic evaluation. He noted the history of injury and treatment to date and reviewed reports of various diagnostic studies. These should be included if not already done so separately. After evaluation, Dr. Barr opined there appears to be an acute central and left paracentral disc herniation causing moderate central canal and neuroforaminal compromise. Below this level, the cord is normal in caliber and signal. Mild degenerative changes were seen at C4-C5 and C5-C6. This was on the 09/21/11 MRI. The MRI with gadolinium on 02/16/12 will be INSERTED as will the rest of those results as marked. Dr. Barr concluded he had 12.5% permanent disability. There was some loss of motion, but he had good strength, reflexes and sensation. There were no signs of myelopathy or atrophy. He had been released to full duty by Dr. Radcliff.

On 07/10/14, Dr. Kirshner performed a spine surgical evaluation. His diagnosis was post-laminectomy syndrome of the cervical region. He referenced the cervical MRI from 01/02/14 that showed evidence of myelomalacia and edematous changes in the spinal cord posterior to the C3-C4 interspace. When compared to the study of 12/21/11, the degree of myelomalacia is less than it was previously. Again noted was herniated disc at C7-T1 causing mild spinal stenosis. He returned on 08/07/14 after an EMG. He deemed the Petitioner had reached maximum medical improvement with regards to the cervical spine. EMG showed a chronic C5-C6 radiculopathy, but no evidence of a C8 radiculopathy. He explained there was no curative treatment available for his complaints and issues.

The EMG was done on 07/29/14 by Dr. Skinner to be INSERTED. On 01/27/15, Dr. Young performed another cervical epidural steroid injection. CT myelogram was done on 03/23/15 to be INSERTED.
On 03/22/16, Dr. Brill performed an Independent Medical Evaluation. He diagnosed seven impressions that will be INSERTED here as marked. He also had reviewed the extensive diagnostic workup to date. He opined about causation stating there was a relationship for his claim and present symptoms and the need for surgical procedures. He offered 20% permanent partial disability referable to the cervical spine with 5% apportioned to his preexisting spinal canal stenosis. He had been asymptomatic prior to the fall. The resulting trauma caused a contusion of the spinal cord with central cord syndrome. He had some recovery, but continues to complain of neuropathic pain in both upper extremities.

On 05/03/16, Dr. Brill wrote another report having the opportunity to review records from the Veterans Administration on 01/27/05 and beyond. He complained of bilateral knee pain that had been present for four to five years. He also suffered from hypertension and was a smoker. He had ongoing knee pain on 04/07/05 since 1995 that had been worsening over the last several years. He also experienced severe back pain for approximately three days when he was required to jump on and off tanks multiple times while in the military. He also had difficulty walking. He had a history of similar back pain and had been diagnosed with arthritis. He also was diagnosed with chronic severe bilateral knee pain and chronic low back pain. On 11/28/05, he slipped and fell onto his right shoulder and had severe pain in it. X-rays of the shoulder were negative for fracture. He was noted to have a 10-day history of neck and back pain for which he had taken Tylenol and Motrin without relief. He was diagnosed with right shoulder trauma with worsening symptoms for one week. He was referred to the emergency room for additional x-rays and diagnostic testing. He called and complained of increased shoulder pain on 12/14/15. He had gone to the Veterans Administration of Philadelphia and was not seen. Since then, he complained of pain and numbness in the right lower extremity and toes. On 12/21/05, he underwent rheumatologic consultation. X-rays revealed a comminuted fracture of the right humeral head near the greater tuberosity. MRI of the shoulder and orthopedic referral were made. He noted the right shoulder MRI revealed humeral head fracture and possible rotator cuff tear. He had also been seen at the VA on 12/30/14 noting he had undergone cervical spine fusion in September 2011. He also had hyperlipidemia, hypertension, and chronic low back pain. He ambulated with a cane and wore a back brace. He was on several medications including Flexeril, meloxicam, and a Medrol Dosepak. Dr. Brill learned on 11/18/15 he continued to smoke and use marijuana, but was taking nicotine gum. He was on disability for his back injury. Dr. Brill wrote that the VA records of 01/27/05 in reference to progressive degenerative arthritis in both knees and chronic low back pain were reviewed. These were preexisting and not aggravated as a result of the fall on 09/20/11. The shoulder injury involving a comminuted fracture of the right humeral head on 11/28/05 was also unrelated. Overall, the records did not add any additional information that would change the opinions expressed in his report of 03/22/16.
On 07/02/18, he underwent a CAT scan of the lumbar spine compared to a study of 03/03/15. It showed moderate spinal stenosis at L3-L4 and L4-L5, moderate bilateral neuroforaminal stenosis at L4-L5 and L5-S1 and moderate left neuroforaminal stenosis at L3-L4. He was also seen on 10/17/15 by a physician assistant. That history will be INSERTED as marked. It was noted he had cervical fusion from C1 through C6 and suffered from erectile dysfunction, hypertension, and vertigo. He currently was using marijuana. He was currently also smoking three cigarettes per day. He was diagnosed with lumbar radiculopathy for which he was referred for physical therapy and started on gabapentin. He also probably had rotator cuff pathology for which he was also to participate in physical therapy. He also suffered from intermittent claudication and hypertension. A lumbar MRI was done on 11/02/18 to be INSERTED as marked.
Dr. Mitchell performed neurosurgical consultation with a need-for-treatment evaluation on 11/29/18. He reviewed extensive documentation and workup to date. On this occasion, Mr. Matthews alleged he never obtained improvement after either cervical spine surgery. He had a settlement obtained on 08/30/16. He states that nothing was worse except for his subjective pain. There was no change in his function. Dr. Mitchell recommended x-rays and CAT scan of the cervical spine. As far as physical exam, he had hyperreflexia consistent with spinal cord injury which is from his initial insult. The imaging findings including the MRI revealed signal change in the spinal cord at C3-C4 and this was from his initial injury. There had been no progression in his examination or physical complaints and findings based upon the records. He was left with a kyphotic posture after the two cervical spine surgeries. This was present when it started and fused in a kyphotic posture. Therefore, it was not surprising this did not change. In fact, the posterior procedure did not change his alignment either. He did undergo cervical spine x-rays and a CAT scan on 12/21/18 to be INSERTED.
He returned to Dr. Mitchell on 01/10/19 to review these results. At that juncture, Dr. Mitchell explained additional surgery could change his alignment and obtain a mature arthrodesis. This does have a chance of improving his choking sensation when he lies down as well as improving his neck pain. His other diagnoses will be INSERTED here as marked. Post-surgically, he would need a collar and an external bone stimulator and likely pain management and acute rehab first five to seven days. Mr. Matthews followed up with Dr. Mitchell on 08/12/19. He explained Mr. Matthews had to be tobacco free for two months prior to consideration of surgery. Surgery would involve posterior, anterior, and posterior procedure including C6-C7, C7-T1 ACDF, and cervicothoracic fusion with osteotomy and deformity correction. Dr. Mitchell followed his progress through 09/03/20. He referred him to otolaryngology for recurrent laryngeal nerve function due to previous right anterior cervical spine surgery and planned left anterior cervical spine surgery. He also gave other treatment diagnoses and recommendations to be INSERTED as marked from the bottom of that page. At follow-up on 11/05/20, Mr. Matthews related improvement in his neck pain and swallowing. He was no longer choking when he lies down. He also had improvement in his right arm, but not his left arm pain. His posture is improved as he no longer feels like he is looking down, but he was satisfied with the surgery despite having to be hospitalized for COVID afterwards. He believes x-rays and MRI revealed appropriate placement of the instrumentation. The C6-C7 and C7-T1 interbody graft and plate anteriorly are eccentric to the left, but contained within the vertebral segments based on the axial MRI. He had some physical therapy and medication adjustments to date. Dr. Mitchell continued to follow his progress through 04/22/21. He had improvement in his right arm and his left arm. His left thumb was numb. Otherwise, he would be “100% improved” and the gradual improvement in his symptoms was documented. He was being seen for a virtual visit with left neck spasms into his left upper extremity. Physical therapy had been discontinued at six months. He was performing a home exercise program. Dr. Mitchell recommended he return to pain management. He continued to opine Mr. Matthews had reached maximum medical improvement from a surgical standpoint. On 11/10/21, he was seen by pain management Dr. Paul. He agreed with Dr. Polcer against recommending a spinal cord stimulator trial. This would be technically difficult and a significantly increased risk. He has undergone a total of three cervical spine surgeries, two of which were done posteriorly. He reviewed the numerous x-rays including those done on 03/22/21, conforming it would be very technically difficult to perform targeted left-sided cervical transforaminal epidural steroid injections. He did not recommend physical therapy, but did encourage a home exercise program. Although he had been taking some morphine prescribed by Dr. Polcer, Dr. Paul did not recommend chronic narcotic pain medication in his case. From his standpoint, chronic pain medications would be palliative and not curative.

Cervical spine CAT scan was done on 07/13/20 to be INSERTED. Cervical spine MRI was done on 07/20/20 to be INSERTED. He had scoliosis x-rays on 07/20/20 that revealed no scoliosis. Cervical spine x-rays were done and demonstrated no significant change since 12/21/18.
He was seen by Dr. Enriquez on 09/03/20 for presurgical consultation. He cleared Mr. Matthews for the same. He was admitted to Hackensack Hospital and on a date that is difficult to read, he underwent surgery on the cervical spine to be INSERTED here. It looks like 09/08/20. Mr. Matthews was discharged on 09/11/20.

He followed up on 09/12/20. This was by Dr. Ghetiya. She recommended continuing certain medications and undergo laboratory studies. She recommended speech therapy and pain management having done this medical consult. On 09/12/20, he was admitted to Encompass Health Rehabilitation. He had a chest x-ray on 09/14/20 that showed no active disease. On 09/16/20, he was seen at the emergency room again. He was a confirmed positive COVID case with worsening shortness of breath and fevers and cough. He had undergone cervical spine surgeries and then Encompass Health for rehabilitation when he was found to be COVID positive on 09/14/20. He was also seen by Dr. Benson on 09/16/20 noting in the emergency room he was treated with ceftriaxone, azithromycin, Solu-Medrol, and Lovenox. He was being admitted for further workup. He was then treated for COVID-19. Another chest x-ray was done on 09/16/20 that showed no acute cardiopulmonary disease. On 09/17/20, he underwent a consultation by Dr. Hendricks from a medical point of view. He was discharged from the hospital on 09/21/20 with a diagnosis of COVID-19 viral syndrome. He was going to remain on prescribed medications and undergo laboratory studies.

He participated in a telemedicine visit on 09/23/20 with Dr. Polcer at the referral of Dr. Mitchell for pain management. He was taking oxycodone 10 mg as needed for pain. Dr. Polcer then treated him with various medications over the next many months. On the last visit of 03/01/21, he was doing much better. He switched to Zanaflex which was very helpful. He had been able to wean himself off of the pain medication. Dr. Polcer opined he had reached maximum medical improvement from a pain management standpoint. On 08/03/21, Dr. Polcer wrote correspondence relative to the difficulties that might ensue with spinal cord stimulation. He did not feel the procedure was medically reasonable given the significant risk involved for truly mechanical reasons. He did undergo thoracic x-rays on 10/13/20 and cervical spine x-rays, both to be INSERTED. On 12/08/20, he had thoracic spine x-rays and cervical spine x-rays to be INSERTED. On 03/12/21, he had repeat cervical spine and thoracic x-rays to be INSERTED.
Prior documentation shows Mr. Matthews filed a Claim Petition relative to an event of 04/23/91. He was descending an escalator when it jerked causing him to tumble down the escalator from the 14th floor to 13th. He alleged injury to the low back, neck, and headaches. He had contusions on his left arm and was prescribed a neck collar. He also sustained injury to the right leg. All of these injuries severely impaired the Petitioner’s daily and work activities. He had returned to work on 05/03/91. He also filed a Claim Petition for his lower back on what appears to be 01/03/92 although it is a poor copy. He filed another claim petition relative to an event of 07/23/99. He was lifting railroad tires that weighed approximately 30 pounds and felt a sharp pain in his low back and fell to his knees. He claimed permanent injuries that were orthopedic and neurologic and neuropsychiatric in nature.

On 01/18/20, he underwent a permanency evaluation by Dr. Paharia whose relevant comments will be INSERTED as marked from page 5 of his report. He was also seen by Dr. Perry Barr on 10/05/20 relative to the event of 07/23/99. He had a previous history of lumbar strain and sprain after a slip and fall in 1993. Dr. Barr/Cataldo gave some conclusions on the last page to be INSERTED as marked.
PHYSICAL EXAMINATION

UPPER EXTREMITIES: Inspection of the upper extremities revealed no bony or soft tissue abnormalities. There were no scars, 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. Soft touch sensation was decreased in the right ulnar nerve distribution, but was otherwise intact. 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: 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. There were no scars, swelling, atrophy, or effusions. There were several abrasions on his calves that he had covered by tissue paper speaking to recent injuries. Skin was otherwise  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.

CERVICAL SPINE: Inspection of the cervical spine revealed a forward held posture with left anterior and posterior longitudinal scars. The latter of which was 8 inches in length. Active flexion was 20 degrees, extension 10 degrees, rotation right 45 degrees and left 40 degrees, sidebending right 15 degrees and left to 10 degrees. He had mild global tenderness throughout this region in the absence of spasm. 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. Posteriorly, he had a large abrasion around the upper left scapular area that he attributed to scratching himself. 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: 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 slowly and was able to squat and rise. Inspection of the lumbosacral spine revealed normal posture and lordotic curve with no apparent scars. Inspection revealed abrasions in the right lower lumbar region. Active flexion was 35 degrees with extension, bilateral rotation and sidebending accomplished fully. He had essentially global tenderness to palpation sparing the sciatic notches, iliac crests, and greater trochanters in the absence of spasm. 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 at 75 degrees both elicited pain in the abdomen radiating to his chest, but no low back or radicular complaints. This is not clinically meaningful. 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 09/20/11, Pearl Matthews fell down approximately 20 stairs while at work and injured himself. He had an extensive course of workup as noted above. This included various surgeries on the neck to be INSERTED here. Mr. Matthews also received pain management. He evidently was cleared to return to work. He was advised on multiple occasions to discontinue tobacco use. Despite saying he did, he smelled of tobacco and unfortunately developed a pseudoarthrosis which is a common potential risk of tobacco abuse.

I would offer 15% of permanent partial total disability referable to the cervical spine and 3% to the thoracic spine.
