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Dictation Time Length: 09:45 & 08:40
June 7, 2023
RE:
Matthew Graham
History of Accident/Illness and Treatment: Matthew Graham is a 30-year-old male who reports he was injured at work on two occasions. On 01/01/14, he got hit by a drunk driver while working overnight. He also believes he was injured at work on 09/25/20 when he was shoveling another line and dropped to his knees. As a result of these events, he believes he injured his back and neck and went to the Emergency Room in Atlantic City afterwards. He had further evaluation and treatment including physical therapy. He did not undergo any surgery in either matter and has completed his course of active care.

This will be under work history: He states that working as a laborer, he installed pavers. He was a foreman and injured his neck and lower back as a result.

As per his first Claim Petition, Mr. Graham alleges repetitive job activities from 01/01/14 to the present caused permanent injuries to the lumbar and cervical spine. He also alleges an acute injury dated 09/25/20, but also repetitive job activities resulting in permanent injuries to the cervical and lumbar spine. Treatment records show he was seen at AtlantiCare Emergency Room on 09/26/20. He had a history of back pain for which he started seeing a chiropractor several years ago and his pain started improving. Over the past three days, his pain had become unbearable. He did not convey any connection of his symptoms to his work. He was diagnosed with back pain for which he was treated and released. Further history noted that for the past two weeks he has had progressive low back pain. He had minimal relief from chiropractic treatment. On this visit, he woke up with severe pain in his lower back at 9/10 level. He admits to a previous history of chronic low back pain due to motor vehicle accidents when he was younger. He has not had a diagnosis or seen orthopedics. He did undergo lumbar spine x-rays that were read as unremarkable. He also underwent a lumbar MRI to be INSERTED here. He was begun on a Medrol Dosepak as well as Percocet. He was given discharge instructions relative to “degenerative disc disease.”

On 10/02/20, the Petitioner presented to the same emergency room complaining of lower back pain. It had been getting worse since last evaluated. He was unable to sit in the Trieste chair. He had a history of back injuries. He was rendered a diagnosis of low back pain for which he was prescribed Flexeril.

Mr. Graham was seen by neurosurgeon Dr. Mitchell on 10/07/20. He had gone to Spine One in Egg Harbor City for chiropractic care prior to this incident. He was having stiffness in his spine. He went on 09/07/20, 09/14/20, and 09/21/20 for treatment of the cervical and lumbar spine. He does not go to the gym or participate in sports or have any hobbies. He has never been involved in a motor vehicle accident. He does have prior work injuries. He was struck by a car four years ago, but denied any injuries from it. He went to the Urgent Care Center afterwards. He was also struck by a backhoe a couple of years ago, but did not sustain any injuries or go to the hospital or require treatment. He complains of having “wear and tear from performing his job and using a jack hammer.” He had gone to work on Friday after the 09/24/20 experience of back discomfort at work. He went to shovel and on doing so “dropped to his knees from back pain.” He had then been seen at the emergency room. Dr. Mitchell noted he had preexisting low back pain for which he was seeking chiropractic care. In fact, he was treating the week of the incident at work. He himself indicates he was stiff at work when he was shoveling and then had acute low back pain that worsened. He has no radiculopathy. He did not bring the films from the emergency room. Mr. Graham wanted new imaging, but was advised there was no indication for same. If he was to return, he should bring all his imaging with him as well as chiropractic records. He was cleared to work in a modified duty capacity. Dr. Mitchell then followed his progress and was referred for physical therapy. As of the visit of 11/20/20, he wrote Mr. Graham had a temporary increase in his preexisting low back pain, but had completed therapy. He had reached maximum medical improvement and could return to work without restrictions. He had isolated degenerative findings at L5-S1 which look long-standing and preexisting. There may be a left-sided component to his disc herniation, but this would result in left S1 radiculopathy. However, this patient did not have left S1 radiculopathy at any point. He also opined “it is unclear if he sustained any acute work injury, but irrespective has returned to his pre-injury baseline. It also is apparent this patient believes he will have recurrent symptoms upon returning to work.” Furthermore, he is convinced that he has “five-level disc herniations and one-level annular tear.”
After a gap in treatment, he had a need-for-treatment evaluation with Dr. Mitchell on 03/04/21. The history was reviewed. When asked specifically what happened since November 2020, he replied “nothing except hot pain in that one area.” He no longer has knee pain. On this visit, Dr. Mitchell was in possession of records from Spine One Chiropractic Center beginning 09/09/20.
He was seen again by Dr. Mitchell for a need-for-treatment exam on 03/04/21. He had additional documentation available at that time. This included some from Spine One Chiropractic Center dated 09/09/20. He paid $50 in Aetna and had 12 visits per year in the General Comments section. He underwent cervical, lumbar, and pelvic manipulative treatment as well as modalities including myofascial release. X-rays were completed. It was handwritten he is a laborer in the Union, working 60 to 80 hours per week. Pain diagram demonstrates his lumbosacral spine and the purpose of the appointment was his back pain that began “a few months ago.” Dr. Mitchell after reviewing this additional information and performing a reevaluation concluded the additional information clearly substantiates that the patient was symptomatic several days immediately prior to his incident at work and alleged worsening. In fact, he even had tension signs on the left. He was treating with chiropractic care for spinal pain as well as lower extremity complaints. He already had long-standing and chronic complaints by report. However, it was clear to Dr. Mitchell this patient did not wish to disclose the information in the several visits with him. It was also quite clear by the other records provided that this information was provided to other providers. It was provided to the emergency room physicians and chiropractor. However, it was not provided to the pain management specialist who had indicated the patient was injured at work and had treatment for that injury. The pain provider did not comment upon the degenerative chronic long-standing nature of the imaging findings. Likewise, they did not comment upon the symptoms that were present immediately prior to the incident at work and alleged worsening. In conclusion, Dr. Mitchell wrote he had a temporary increase in subjective pain without any objective findings. He has returned to his pre-injury baseline. He recommended an FCE before returning the patient to work without restrictions. He also documented that at no point did he tell the patient that his imaging findings are “normal” and not to worry about them. He informed him actually that the majority of patients have disc degeneration on imaging studies and that in and of itself is not an abnormality. Likewise, with the left paracentral component, this would only result in left S1 radiculopathy. However, the patient indicates today he has right-sided low back pain. The left L5-S1 component would not result in right-sided low back pain. Furthermore, epidural injections are not indicated for back pain without radiculopathy. Therefore, even if this patient was to proceed with treatment under his personal insurance, epidural steroid injections would not be indicated. This is especially true with a left-sided herniation and right-sided low back pain. He again recommended an FCE and deemed the Petitioner had reached maximum medical improvement.

Neurologic evaluation was done by Dr. Skinner on 07/28/21 in conjunction with an EMG whose results will be INSERTED here. Lastly, on 01/27/22, pain specialist Dr. Corda performed a need-for-treatment evaluation. He ascertained from the Petitioner he had two complaints to Workers’ Compensation on 01/01/14 and then on 09/25/20. Dr. Corda reviewed the MRI that was done on 09/26/20 which showed he has a disc protrusion at L5-S1 with some mild degeneration and mild degeneration throughout the spine. Subsequently, after reviewing this individual and taking history and examining him, the patient’s exam was completely normal. There were no radicular symptoms. There were no signs of atrophy in his upper or lower extremities. MRI showed normal degeneration which is very mild and normal for his age. The EMG was completely negative which is indicative of no radicular symptoms. Because he could find nothing on exam and the MRI does not show anything significant with his complaints, Dr. Corda believes there was no further treatment needed for this individual. He did not believe that he had excessive degeneration of his spine secondary to his work duties.

PHYSICAL EXAMINATION
GENERAL APPEARANCE: He had a muscular physique.
UPPER EXTREMITIES: Normal macro

LOWER EXTREMITIES: Normal macro
CERVICAL SPINE: Normal macro
THORACIC SPINE: Normal macro
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 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. Range of motion was accomplished fully on an active basis in flexion, extension, sidebending, and rotation bilaterally. He had mild tenderness to palpation at the lumbosacral junction. There was no palpable spasm or tenderness of the 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.

Matthew Graham alleges to have injured himself twice at work on 01/01/14 and 09/25/20, seemingly on an occupational basis. He sought treatment on his own at the emergency room and through a chiropractor. He eventually had consultation with Dr. Mitchell. MRI and x-rays were reviewed and noted to be unspectacular. Physical therapy was rendered on the dates described. At one point, Dr. Mitchell discharged him from care at maximum medical improvement. Nevertheless, Mr. Graham returned stating he had persistent symptoms. He insisted on having updated diagnostic studies despite Dr. Mitchell’s explanation. He did undergo an EMG by Dr. Skinner that was negative for lumbar radiculopathy. He saw Dr. Mitchell through 03/04/21 when he was deemed again to have reached maximum medical improvement. On 01/27/22, Dr. Corda echoed that conclusion.
The current examination of Mr. Graham found him to be well muscled. Otherwise, he had full range of motion of the upper and lower extremities. He had full range of motion of the cervical, thoracic and lumbar spines. Spurling’s maneuver and neural tension signs were negative. He only had mild tenderness to palpation about the lumbosacral junction. This exam is virtually benign.

There is 0% permanent partial total disability referable to the neck or back. The Petitioner does have the expected degenerative changes of someone of his gender and age. These underlying findings were not caused, permanently aggravated or accelerated to a material degree by the events in question.
