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Dictation Time Length: 20:22
August 17, 2023
RE:
Albert DiTommaso
History of Accident/Illness and Treatment: Albert DiTommaso is a 63-year-old male who reports he was injured at work on 07/13/21. He was using a leaf blower to blow dust off of a second story balcony. This was in the opposite direction of where his boss was sanding fiberglass. He fell from the balcony and sustained injuries to his head, pelvis, back, and feet. He reports loss of consciousness, but he awoke on the ground. He was seen at St. Joseph’s Emergency Room afterwards. He had further evaluation and treatment, but no surgical intervention. He describes he sustained two pelvic fractures and a fracture of his right foot. He is no longer receiving any active care.

As per his Claim Petition, Mr. DiTommaso alleges he fell from a second floor balcony of a house, injuring his left hip, right and left legs and feet, head, balance, right hand, orthopedic, neurologic and cognitive residuals. Treatment records show he was seen at St. Joseph’s Emergency Room on 07/13/21. He underwent numerous radiographic studies whose results will be INSERTED here. He underwent orthopedic consultation by Dr. Callaghan. He noted a history of left total hip arthroplasty, unknown lumbar surgery. He fell about 20 feet off of a deck and sustained left LC1 pelvic fracture. He had a minimal amount of pain involving the right upper thoracic paraspinal area and right foot. Dr. Callaghan opined there was no orthopedic intervention required. He was going to weight bear as tolerated and follow up in two weeks in the clinic.

On 07/20/21, he came under the orthopedic care of Dr. Pressman. In addition to the subject event, he noted a history of arthritis in the hip and was status post hip replacement in 2017. He also had a recent spinal decompression in 2020 with some residual numbness in the left lower extremity. Since the accident, he was having pain in the buttocks on the left as well as in the left groin. He also had pain in the right dorsomedial aspect of the midfoot and increasing numbness in the left lower extremity. It is much worse since the injury as compared to his pre-injury status. Dr. Pressman rendered diagnoses of multiple pelvic fractures and a stable pelvis with a possible Lisfranc injury to the right foot. He ordered an MRI of the foot that was done on 07/28/21, to be INSERTED here. Dr. Pressman reviewed these results with him on 08/03/21. He was placed in a cam walker and on crutches. They hoped to avoid surgery that may require a fusion of the Lisfranc joint in the future. He continued to see Dr. Pressman through 11/23/21. At that time, he was healed with respect to his pelvic fractures as well as his foot injury. He has increased soreness in the right foot, but no limit in his mobility. His main issue now is persistent neurologic deficit with respect to the left lower extremity. He was going to be seen by a neurologist relative to that. On the visit of 08/24/21, Dr. Pressman summarized he had multiple pelvic fractures, pubic and ischial rami fractures, fracture of the medial cuneiform, a questionable fracture of the middle cuneiform, and questionable fracture of the first and second metatarsal bases. He also had a Lisfranc sprain on the right and opted to treat this non-surgically.

He was seen on 10/20/21 by Dr. Shah. He opined the patient had bilateral neuropathy without any low back pain as a result of the work injury. He did not have neck pain either. He reviewed the lumbar MRI that shows primarily age appropriate findings and postoperative changes without any acute changes. There was, however, evidence of some neural compression, but again this was not acute. He was concerned more of a peripheral process going on rather than the lumbar region given the lack of low back pain. He recommended bilateral lower extremity EMG. He underwent an EMG by Dr. Yulo on 10/28/21. He diagnosed left peroneal motor neuropathy and bilateral lower extremity superficial peroneal and saphenous sensory neuropathy. He returned to Dr. Shah on 11/03/21 when they reviewed these results. He had reached maximum medical improvement from neurosurgery without restrictions. He was going to continue with neurologic follow-up.

He was then seen by Dr. Lopez who works with Dr. Shah on 01/25/22. He also diagnosed bilateral saphenous and superficial peroneal nerve axonal sensory neuropathy and a left peroneal neuropathy. He opined the symptoms are a consequence of the accident. He wanted to rule out any other possible cause. He was going to be sent for laboratory studies and upper extremity EMG. On 02/22/22, he learned the blood work was not done. EMG of the right upper and left upper extremities was positive consistent with polyneuropathy rather than a traumatic injury to a nerve. He recommended seeing a neuromuscular specialist to get more insight into the possible etiology of his condition. He stated it all started from the injury he received at work. He was again referred for vestibular therapy and blood work. Relative to the EMG, he explained further that there were multiple mononeuropathy and peroneal neuropathy of both sural nerves; now he has bilateral ulnar nerve neuropathy; that all seemed to be axonal in nature.
On 10/28/21, he was seen by pain specialist Dr. Yulo. His assessment was probable lower extremity peripheral neuropathy for which they would proceed with the aforementioned electrodiagnostic testing. Mr. DiTommaso was finally evaluated by physiatrist Dr. Rosenberg on 02/02/22. At that point, his left arm was asymptomatic and he had no upper extremity paresthesias. The neck was symptomatic, but his right hand was weak. His overall impression was dysesthesias of the right upper extremity. He referenced EMG consistent with moderate bilateral carpal tunnel syndrome with no denervation; mild bilateral ulnar sensory motor neuropathy at the level of the wrist, no acute denervation was noted; mild right radial sensory neuropathy; absent left ulnar F-wave is nonspecific and may reflect radiculopathy, plexopathy or neuropathy on that side. There were no specific signs of right or left cervical radiculopathy. He continued to see Dr. Lopez through 08/23/22. He was seen in the same group on 09/21/22 by Dr. Balar for weakness and numbness in both feet. It was his understanding the upper extremity injuries have not been accepted under the Workers’ Compensation Claim so the focus of treatment and recommendations for the lower extremity only. On current exam, he was neurologically intact. He was able to heel walk and toe walk with slight discomfort more related to weakness rather than neurologic compromise. In his opinion, the patient has been on mexiletine without any significant improvement in his neuropathic pain. He would leave it as optional for him to continue. Relative to permanency, he felt the Petitioner had reached maximum medical improvement. He recommended an FCE to determine permanency and the patient’s work restrictions. WE ARE NOT IN RECEIPT OF A REPORT OF AN FCE, AT LEAST IN MY RECORDS. We should look at the physical therapy notes and if there is an FCE, it might be on the last date of 04/22/22.
PHYSICAL EXAMINATION
NEUROLOGIC: Alert and oriented to time, place, and person. Speech was clear and coherent. Tongue was midline. Cranial nerves II-XII were grossly intact. There were no lateralizing signs. Gait was steady. Romberg maneuver was negative and no ataxia to tandem gait was detected. No pronator drift was evident. There was normal finger-to-nose testing. Rapid alternating hand movements were completed satisfactorily. He had difficulty performing heel-to-toe walk due to balance and frequently stopped.
He had full range of motion of the upper and lower extremities. Deep tendon reflexes were symmetric. Strength and sensation was intact. No signs of incoordination or dysequilibrium were present.

UPPER EXTREMITIES: Inspection of the upper extremities revealed no bony or soft tissue abnormalities. Inspection revealed callus on the palms bilaterally. There were no scars, swelling, atrophy or effusions. Skin was normal in color, turgor, and temperature. Motion of both shoulders was full with crepitus, but no tenderness. Adduction of the left small finger to the thumb was 0.25 inch off. Motion of the shoulders, elbows, wrists, and fingers was otherwise full in all spheres without crepitus, tenderness, triggering, or locking. 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. 

__________ INSERT Jamar Hand Dynamometry __________
HANDS/WRISTS/ELBOWS: Normal macro

LOWER EXTREMITIES: Inspection revealed prominence of the right tibial tubercle. There was also right greater than left prominence on the dorsal midfoot. There was no leg length discrepancy with the examinee supine, as measured at the medial malleoli. He had healed open surgical scarring about the left hip measuring 2.5 inches in length consistent with his arthroplasty. There was no swelling, atrophy, or effusions. 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 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. He was tender at the distal right third metatarsal, but there was none on the left.
KNEES: Normal macro
FEET/ANKLES: Normal macro
CERVICAL SPINE: Inspection of the cervical spine revealed normal posture and lordotic curve with no apparent scars. Active flexion was 40 degrees, left rotation 60 degrees, side bending right 25 degrees and left to 15 degrees. Extension and right rotation were full to 60 and 80 degrees respectively. 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: 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 was able to squat and rise and had tenderness in the knee. Inspection of the lumbosacral spine revealed normal posture and lordotic curve. There was healed 3-inch longitudinal scarring in the midline consistent with his prior lumbar surgery. Incidentally noted was a 3‑inch scar on the right shin that he attributed to a childhood injury. Range of motion was accomplished fully on an active basis in flexion, extension, sidebending, and rotation bilaterally. 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.

On 07/13/21, Albert DiTommaso fell from a second story balcony while working. He evidently sustained a brief loss of consciousness. He was taken to the emergency room where he underwent numerous diagnostic studies. He also saw various specialists. Afterwards, he continued under the orthopedic care of Dr. Pressman with conservative treatment. MRI of the right foot was done on 07/28/21, to be INSERTED here.
He also had the benefit of orthopedic consultation with Dr. Shah and his colleagues along with pain management and EMG consultation by Dr. Yulo. He participated in therapy and ultimately underwent an IME with Dr. Rosenberg on 02/02/22.

The current exam found him to be neurologically intact except for some ataxia with tandem gait. He had full range of motion of the upper extremities with crepitus at the shoulders. He did have callus formation consistent with ongoing physically rigorous manual activities. There was healed surgical scarring about the left hip. He had a prominent right tibial tubercle and right greater than left prominent dorsal midfoot. He had full range of motion of the feet and provocative maneuvers there were negative. He was tender distally at the right third metatarsal. He ambulated with a physiologic gait as well as heels and toes without difficulty or hand-held assistive device. He asserts that he has weakness in the pinch grip on the right, but this was not evident clinically.

I will offer levels of permanency to the left hip as 0% from this injury. At the pelvis, I would offer 5% for fractures of the left acetabulum, left inferior pubic ramus, and pelvic hematoma. At the right foot, there is 7.5% permanent partial disability due to nondisplaced fracture of the medial cuneiform, bone bruise versus nondisplaced fracture involving the base of the first metatarsal and medial cuneiform and sprain/tear of the Lisfranc ligament.

He was found to have evidence of polyneuropathy in all four extremities. This clearly would not have been caused by the subject event. There is 0% permanent partial disability referable to the legs, but there is some at the right foot in particular as noted just above. At the right hand, there is 0% permanent partial disability.
