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Dictation Time Length: 22:30
January 8, 2023
RE:
Scott Negrin
History of Accident/Illness and Treatment: Scott Negrin is a 67-year-old male who describes he was injured at work on 11/27/14. On that occasion, he fell from a ladder and injured his neck and back. He was seen at an unspecified emergency room afterwards. He had further evaluation, but remains unaware of his final diagnosis. He has undergone surgeries on the cervical spine, lumbar fusion and sacroiliac joints, as well as a facetectomy. These occurred in 2015, 2016, 2020, 2021, and 2022. He remains under the pain management care of Dr. Padula at Regional Orthopedics.

As per the medical records supplied, Mr. Negrin was seen at Concentra on 12/05/14. He reported falling off of a ladder on 11/27/14, hitting his back and smacking his head. He was seen at the emergency room where he was treated and released. He indicates he was alone in the back of the store when he fell. After evaluation, he was rendered diagnoses of postconcussion headache, cervicalgia, cervical radiculopathy, thoracic sprain, lumbar radiculopathy, and bilateral blurred vision. At the ER he had a CAT scan of the head that was normal. CAT scan of the cervical spine revealed no fracture, but there was multilevel disc degeneration. He had a CAT scan of the thoracic spine that showed no acute pathology, but there was multilevel disc degeneration. He was referred to an ophthalmologist as well as for physical therapy. If he did not continue to improve, he would be sent to neurology. He was monitored at Concentra over the next many months running through 03/19/15. This was a follow-up pain specialist evaluation by Dr. Jarmain. He had undergone bilateral greater and lesser occipital nerve blocks and lumbar epidural injections. He had at least 20% improvement in his headache pain intensity and frequency and 30% improvement in his neck range of motion and neck pain intensity. He recommended bilateral C5-C6 transforaminal epidural steroid injections under fluoroscopy and L5-S1 interlaminar epidural steroid injection. He allowed the Petitioner to continue working full duty without restrictions. However, he did not have a job at that time.

On 01/07/15, he had a cervical spine MRI done to be INSERTED here.
On 01/22/15, Mr. Negrin was seen by spine surgeon Dr. Momi. In addition to the above, he learned the Petitioner had recently resigned from his position with the insured. He had recently graduated from nursing school and was scheduled to take his boards and begin looking for a new job. He was not taking anything for pain. History was remarkable for GERD as well as a gastric bypass eight to nine years ago. Dr. Momi reviewed the available diagnostic studies and performed a clinical examination. His diagnosis was cervical and lumbar strain and sprain with degeneration along with a left renal cyst. He was given a copy of the MRI report to have this followed up on with his primary care physician. He seemed to have plateaued relative to physical therapy. They discussed sending him to Dr. Jarmain for injection therapy. He saw Dr. Jarmain in the same group through 06/11/15. He noted improvement with various injections to the neck and back. He had completed three lumbar epidural injections, but continued to have pain. He was placed at maximum medical improvement for the lumbar spine problem only. For the cervical spine, he anticipated MRI in four to six weeks by which time he would have had a cervical epidural injection.

On 02/18/15, Dr. Kerness performed an orthopedic evaluation. He diagnosed cervical sprain, to rule out cervical radiculopathy, lumbar radiculopathy, and chronic preexisting degenerative changes in the cervical and lumbar spine by MRI studies. He deemed the Petitioner had not yet reached maximum medical improvement and would require future medical treatment. This would be in the form of cervical and lumbar epidural injections. However, he did not require surgery. Although he was not working, he could work in a light duty capacity. On 02/25/15, Dr. Jarmain performed occipital nerve blocks. He repeated these on 04/02/15 and epidural injection on 05/19/15 and 09/03/15.

He had also performed cervical epidural steroid injection on 05/19/15.

On 08/05/15, he was seen by Dr. Sanfilippo. He diagnosed cervical disc herniation at C5‑C6 with stenosis and radiculopathy; lumbar disc herniation at L4-L5 and L5-S1 to the left with radiculopathy and stenosis. They discussed various treatment options, noting he had failed nonoperative treatment. They discussed possible surgical intervention.

On 10/02/15, he was seen by spine surgeon Dr. Gleimer. He recommended cervical spine surgery. On 10/06/15, a repeat cervical MRI was done to be INSERTED here. On 10/07/15, EMG was done by Dr. Gallagher, to be INSERTED here. On 11/12/15, Dr. Gleimer performed surgery to be INSERTED here.
Postoperative x-rays were done on 12/03/15. He had a lumbar MRI done on 01/20/16, to be INSERTED. On 01/22/16, he underwent a cervical spine MRI to be INSERTED. That same day, cervical spine x-rays were done showing no subluxation following fusion of C5 and C6. Degenerative changes were present at all levels. Another CAT scan of the lumbar spine was done on 03/11/16, to be INSERTED.
On 03/11/16, Dr. Kalliny performed provocative lumbar discography. His listed postoperative diagnoses were lumbar disc herniation and lumbar radiculopathy. On 04/14/16, Dr. Gallagher performed another EMG to be INSERTED. He underwent low back surgery by Dr. Gleimer on 05/12/16, to be INSERTED. He was assisted by Dr. Haas for left anterior retroperitoneal exploration. Mr. Negrin was discharged from the hospital on 05/12/16.

On 06/02/16, he was seen by Dr. Hou for an infectious disease consultation. She diagnosed sepsis with fever tachycardia secondary to pneumonia. She recommended various laboratory studies and antibiotics. On 06/03/16, he was discharged from the hospital. On 06/20/16, lumbar x-rays showed an L4-L5 and L5-S1 discectomy with left‑sided posterior fusion.
On 07/12/16, he was seen by Dr. Silvey for pneumonia, hypersomnia, dyspnea upon exertion, and tobacco dependence in remission. He recommended chest x-ray and pulmonary function studies. He saw Mr. Negrin through 08/30/16.

Chest x-ray on 07/20/16 showed no active cardiopulmonary disease. Lumbar spine x-rays on 08/01/16 revealed status post discectomy at L4-L5 and L5-S1 with left-sided posterior fusion. On 10/20/16, repeat lumbar x-rays were done. It again showed the fusion. There was no evidence of lumbar instability with flexion and extension positioning. There was stable degenerative disc disease at T12-L1 through L3-L4 compared to the study of 08/01/16.
On 10/21/16, he was seen by a pulmonologist Dr. Levinson. He explained Mr. Negrin had been diagnosed with sleep apnea based on his history of not having been a snorer and having no signs or symptoms of sleep apnea until after his cervical surgery. He then deemed the sleep apnea was related to the work injury. He had an incomplete response to his currently prescribed sleep equipment and therefore further consultation and treatment with an appropriate sleep physician is necessary. With regard to work, there would be no pulmonary contraindications or internal medicine contraindications to employment. Concurrent with all the treatment described above, he followed up with Dr. Gleimer through 04/29/20. He described lasting improvement with preoperative left leg pain, denying any leg pain entirely. He had intermittent pain in his low back especially with increased motion or activity. He denied any recent fever. Dr. Gleimer wanted him to continue with activity modification and gentle stretching. This visit was conducted via telemedicine. Dr. Gleimer issued a list of 13 diagnoses to be INSERTED here as marked 
PHYSICAL EXAMINATION
GENERAL APPEARANCE: He stated he has not reached a settlement on the current case. He said he underwent an independent medical evaluation who opined his obstructive sleep apnea was unrelated to the work injury or treatment. He spends his time working for the church as a minister, making calls as well as doing administrative work.
HEAD/EYES/EARS/NOSE/THROAT: Normal macro

HEART: Normal macro
LUNGS/TORSO: Normal macro
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. Peripheral pulses, pinprick, and soft-touch sensations were intact bilaterally. Manual muscle testing was 5– for resisted left shoulder abduction and hand grasp, but was otherwise 5/5. There was no significant tenderness with palpation of either upper extremity. 

LOWER EXTREMITIES: Inspection revealed pes planus deformities bilaterally, but no swelling, atrophy, or effusions. There was no leg length discrepancy with the examinee supine, as measured at the medial malleoli. Skin was 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 3+ at the patella bilaterally and 2+ at the Achilles. Peripheral pulses, pinprick, and soft touch sensations were intact bilaterally. Manual muscle testing was 4+ for resisted left plantar flexor and extensor hallucis longus strength, but was otherwise 5/5. There was no significant tenderness with palpation of either lower extremity.

CERVICAL SPINE: Inspection of the cervical spine revealed a well-healed left anterior transverse and a posterior longitudinal scar with decreased lordotic curve. The latter scar measured 5 inches in length. Active flexion was to 20 degrees, extension 25 degrees, rotation right 25 degrees and left 15 degrees with side bending right 10 degrees and left 5 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 a physiologic but slow gait, not using a hand-held assistive device for ambulation. There was no limp or footdrop. He was able to stand on his heel, but not his toes. He changed positions slowly and was able to squat to 45 degrees and rise. Inspection of the lumbosacral spine revealed a midline longitudinal scar measuring 4 inches in length. In the left paramedian area was a 3-inch longitudinal scar. There was also a jagged transverse scar at the left upper buttocks measuring 2.5 inches in length for his subcutaneous battery. In the thoracic spine, there was a 2.5-inch longitudinal scar consistent with his electrode placement. Anteriorly at the abdomen he had a subumbilical longitudinal scar as well. He was able to actively flex to 30 degrees and extend to 15 degrees. Bilateral side bending was to 20 degrees with bilateral rotation full to 45 degrees. 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 left at 55 degrees elicited low back tenderness without radicular complaints. On the right, he was unable to perform supine straight leg raising maneuver. Simply lying supine, he complained of low back pain. 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 11/27/14, Scott Negrin fell off of a ladder while at work. He has received an extensive course of treatment and diagnostic workup as well as surgeries on the cervical spine and lumbar spine. Please INSERT those here. He also developed pneumonia necessitating hospitalization and intravenous antibiotics. At some point, he was rendered a diagnosis of obstructive sleep apnea that Dr. Levinson stated was related to the work injury and cervical spine surgery.

The current exam found there to be healed surgical scarring about both the neck and back. There was decreased range of motion in both regions as well. Spurling’s maneuver was negative in the neck for radiculopathy. Supine straight leg raising maneuvers did not elicit radicular complaints. He had brisk deep tendon reflexes at the patella bilaterally. There was mild weakness in resisted left ankle plantar and dorsiflexion similar to left hand grasp and shoulder abduction. His heart and lung examination was unrevealing.
There is 12.5% permanent partial total disability referable to the cervical spine. There is also 12.5% permanent partial disability referable to the lumbar spine. It is evident Mr. Negrin suffered from preexisting multilevel degenerative disc disease throughout the spine. Accordingly, some of my assessment will be apportioned to reflect that.
