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Dictation Time Length: 13:42
December 22, 2022

RE:
Vincent Taran
History of Accident/Illness and Treatment: As you know, I previously evaluated Mr. Taran as described in my report of 04/30/17. This pertained to the same occupational claim that he alleges occurred in October 2015. He is now a 68-year-old male who simply states he hurt his back at work, but did not provide a mechanism of injury. He states he did not go to the emergency room afterwards. He later was found to have herniated disc in his spine and underwent fusion for it in 2021. This involved implantation of nuts and bolts. He is no longer receiving any active care.

As per the records supplied, he received an Order Approving Settlement on 05/27/20 for 20% permanency of the lumbar spine for disc herniations at L4-L5 and L5-S1 with post‑interventional injections. He then reopened his claim.

On 01/06/21, he was seen by Dr. Patti for follow-up on his low back, having last been seen on 03/23/20. Since then, he denied any new injury or trauma, but his symptoms were getting worse. These included radiating pain to the right lower extremity with associated numbness and tingling. He also reports swelling in the right foot. He was taking Vicodin, diclofenac, and uses Voltaren gel as needed for symptom relief. His current pain level was 8/10. Surgical history was remarkable for bilateral knee arthroscopies and total replacement of the right knee. He was examined and Dr. Patty reviewed the MRI from 08/02/18 which showed a herniated nucleus pulposus at L4-L5 with left paracentral and foraminal stenosis as well as herniated nucleus pulposus at L5-S1. He rendered diagnoses of lumbar scoliosis, spinal stenosis, and intervertebral disc displacement. They discussed a variety of treatment options. Dr. Patti prognosticated the patient’s condition is chronic in nature and he is unlikely to return to his prior level of employment. He remained unable to work. He did recommend additional treatment including an updated MRI, possible injections versus decompression surgery. On 03/30/21, Mr. Taran underwent a repeat lumbar MRI that was not compared directly to any prior studies. INSERT that report here. The Petitioner followed up with Dr. Patti to review these results and recommended surgical intervention. That visit was on 01/25/21.

On 03/30/21, Dr. Patti performed surgery to be INSERTED here. He followed up postoperatively through 03/16/22. At that point in time, Dr. Patti repeated lumbar x-rays that showed solid union at L3-L4, L4-L5, and L5-S1. At that juncture, he deemed Mr. Taran had reached maximum medical improvement and was return on an as-needed basis.
On 04/06/22, he was seen by Dr. Ramundo who noted he had 16 weeks of physical therapy after his lumbar surgery. He had not tried acupuncture, marijuana use, or spinal cord stimulator trial. He had two epidural injections that helped for only two weeks, done by Dr. Patti. He did remain on hydrocodone from Dr. Patti. This orthopedic or pain specialist surgeon Dr. Ramundo prescribed him gabapentin and collected a urine sample. They again discussed treatment options. On 05/25/22, Dr. Ramundo performed left and right sacroiliac joint injections under fluoroscopy. Mr. Taran followed up afterwards through 07/07/22, walking with an antalgic gait and using a cane. There was tenderness to palpation, but reflexes were intact. Sensation to pinprick was diminished over the right medial calf, left lateral calf, right posterior calf, right anterior calf, right thigh, left dorsum of the foot, left medial foot, and left lateral foot. Strength was 5/5 bilaterally. Mr. Taran declined pursuing injections. He was deemed to have achieved maximum medical improvement from a pain management standpoint. He could continue to receive Cymbalta from his primary care physician. Dr. Ramundo wrote that he had retired in 2016.
PHYSICAL EXAMINATION
GENERAL APPEARANCE: He had deconditioned flabby musculature throughout the body. He spoke with a thick accent. He states his wife died recently at the age of 62.
UPPER EXTREMITIES: Inspection revealed dry blue marker on both hands and a subungual hematoma of the left long finger. There were no scars, swelling, atrophy or effusions. 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: 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 anterior longitudinal scaring about the right knee consistent with his arthroplasty. There was swelling of the left mid shin particularly on the medial aspect. He asserts his doctor told him he needs a left knee replacement also. There was another curvilinear scar about the medial aspect of the right knee. 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 well-healed left submandibular scar that he attributed to excision of a cyst in the 1990s, but preserved lordotic curve. Range of motion was accomplished fully in flexion, extension, rotation, and side bending bilaterally without tenderness. 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. He was tender at the left paravertebral musculature in the absence of spasm, but there was none on the right. There was no winging of the scapulae.

LUMBOSACRAL SPINE: He ambulated with a physiologic gait and did not require his cane. He was able to stand on his toes, but declined attempting to stand on his heels. He changed positions fluidly and was able to squat to 50 degrees and rise. Inspection of the lumbosacral spine revealed normal posture and lordotic curve. Inspection revealed a midline longitudinal scar measuring 4 inches in length. Active flexion was non-reproducibly performed to 35 degrees. He declined attempting extension. Right side bending was full to 25 degrees, but elicited tenderness. Left side bending and bilateral rotation were full without discomfort. He was superficially tender in the midline as well as the left paravertebral musculature in the absence of spasm, left sciatic notch, and right iliac crest, but not their opposite counterparts. 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 elicited tenderness in his knees bilaterally though it is not clinically meaningful. There was no low back pain or 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.

I did also observe him walking in the hall using his right upper extremity. He had a similar gait to that when walking without it.
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.

INSERT what is marked from my prior report

Since evaluated here, Mr. Taran received an Order Approving Settlement and then reopened his claim. He then was seen by Dr. Patti in the early 2021 claiming he had become more symptomatic. Another lumbar MRI was done on 01/18/21, to be INSERTED. On 03/30/21, Dr. Patti performed surgery to be INSERTED.
The Petitioner participated in physical therapy on the dates described. He also was seen by Dr. Ramundo in 2022 and received some injections with no long-term relief. The Petitioner was not interested in spinal cord stimulator or further injections. He was released from Dr. Ramundo’s care on 07/07/22. His last documented visit with Dr. Patti was on 03/16/22.

The current exam found there to be decreased range of motion about the lumbar spine, somewhat volitional in nature. There was healed surgical scarring in the lumbar spine and increased kyphotic curve in the thoracic spine. He was able to ambulate with a physiologic gait, not using his cane. There was superficial tenderness about the lumbar spine indicative of symptom magnification. Supine straight leg raising maneuvers elicited bilateral knee tenderness that is non-physiologic. There was noticeable swelling about the left mid shin medially. He states his physician told him he needs a left knee replacement like he had on the right.
This case now represents 12.5 to 15% permanent partial total disability regardless of cause. In my opinion, this is unrelated to his work with the insured and the increase from my earlier assessment of 5% is not attributable to such activities.
