PAGE  
2

Dictation Time Length: 10:45
October 20, 2023

RE:
Gerald Inzerma Jr.
History of Accident/Illness and Treatment: As you know, I previously evaluated Mr. Inzerma as described in my report of 06/13/17. Mr. Inzerma is now a 61-year-old male who again reports he was injured at work on 09/08/15. He did not specify the mechanism of injury. He believes he injured his neck, right arm, and right shoulder. The latter was a rotator cuff tear that he had repaired surgically. He did have further treatment with a pain specialist named Dr. Gallo since last seen here. This involved injections and radiofrequency ablation. He is no longer receiving any active treatment.

As per the records supplied, he had surgery done by Dr. Ropiak on 03/04/11. On 01/08/16, he had surgery on the cervical spine, to be INSERTED here.
Mr. Inzerma saw Dr. Gray on 03/27/13 due to a problem in his right knee that started at least six to eight weeks ago. He had a cortisone injection that did not help. He did have a MRI. The plan was to do arthroscopy with partial medial meniscectomy. He continued to be seen by Dr. Gray through 04/18/13 when it was noted he was 10 days status post partial medial meniscectomy of the right knee with grade II chondral changes.
On 02/16/22, he was seen by a nurse practitioner at Regional Orthopedics with no change in his current symptoms. She noted results of x-rays and MRI of the cervical spine from 01/24/22, to be INSERTED as marked. He was diagnosed with cervical radiculopathy, panniculitis affecting the regions of the neck, back, sacrum and sacrococcygeal regions, bilateral carpal tunnel syndrome, chronic pain syndrome, cervicalgia, right shoulder pain, and current drug therapy. They reviewed the MRI and the plan was to continue with medication as prescribed. This included oxycodone 15 mg every six hours. Mr. Inzerma continued to be monitored here and had an updated MRI. Its results were described in a visit of 03/15/22. We actually have a formal report which is what will be included. He had ongoing care and on 09/06/22 the results of recent cervical spine x-rays, MRI, and EMG were noted and will be INSERTED as marked. Diagnostic impressions included what is marked from 1 through 6. Dr. Gleimer ordered a night extension splint for his right upper extremity and physical therapy for the carpal and cubital tunnel syndrome.

EMG was done by Dr. Citta on 05/23/22. She noted a previous EMG was done on 12/30/16 and showed right C7 greater than C8 cervical radiculopathy and bilateral carpal tunnel syndrome that was severe. He underwent anterior cervical discectomy and fusion at C4-C5, C5-C6 and C6-C7 in January 2016 by Dr. Greenleaf, right carpal tunnel decompression in 2018, right knee arthroscopy in 2014, left rotator cuff repair in 2013, left thumb tendon repair in 2010, and perforated eardrum in childhood. He had other non‑orthopedic conditions including insulin-dependent diabetes mellitus, coronary artery disease, hypertension, asthma, and headaches. The results of the EMG were read as abnormal and will be INSERTED here as marked. Repeat cervical spine x-rays were done on 01/24/22 and compared to an MRI performed earlier that day as well as MRI and CT dating back to 11/18/15. The current study found status post C4-C7 anterior cervical discectomy and fusion without radiographic evidence of instability. That same day, he had a cervical MRI to be INSERTED here as marked. He also had a CAT scan of the cervical spine on 09/12/22, to be INSERTED here with its impressions.
PHYSICAL EXAMINATION
UPPER EXTREMITIES: Inspection of the upper extremities revealed no bony or soft tissue abnormalities. Inspection revealed healed portal scars about both shoulders. There was atrophy of the right web space, but no swelling or effusions. Skin was normal in color, turgor, and temperature. Left shoulder abduction and flexion were to 140 and 145 degrees respectively with tenderness. External rotation was to 70 degrees. Motion of the shoulders was otherwise full in all independent spheres without crepitus or tenderness. Combined active extension with internal rotation was reduced bilaterally, L4 on the right and L3 on the left. Motion of the elbows, wrists, and fingers was full in all planes 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 for resisted right shoulder abduction, but was otherwise 5/5. There was no significant tenderness with palpation of either upper extremity. 

HANDS/WRISTS/ELBOWS: Phalen’s maneuver on the right elicited paresthesias through digits 1 through 4, but was negative on the left. Tinel's, Finkelstein's, Adson's, Watson, Grind, and Middle finger extension tests were negative bilaterally for instability, compression neuropathy, or vascular anomalies. Tinel's signs at the radial tunnel and Guyon's canal were negative bilaterally for compression neuropathy. There was no laxity with manual pressure applied at the elbows or fingers. Resisted pronation/supination at the elbows did not elicit symptoms.  

SHOULDERS: He had a positive Apley’s scratch test on the left and Neer impingement maneuver, but these were negative on the right. Yergason, Hawkins, apprehension, empty can, O’Brien’s, drop arm, crossed arm adduction, and Speed's tests were negative bilaterally for impingement, rotator cuff tear, dislocation, tendinopathy, or instability at the shoulders.

LOWER EXTREMITIES: Normal macro

CERVICAL SPINE: Inspection of the cervical spine revealed normal posture and lordotic curve. Inspection revealed a healed transverse scar consistent with his surgery. Active flexion was 30 degrees, extension 40 degrees, rotation right 40 degrees and left 35 degrees with side bending right 25 degrees and left 10 degrees, all with complaints of tenderness. He had tenderness to palpation about the left trapezius in the absence of spasm, but there was none on the right, the paracervical musculature, or in the midline. The skin on the posterior aspect of his neck was quite leathery and comports with his documented history of panniculitis there. 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 changed positions without difficulty and was able to squat and rise fluidly. He had a healed lower midline scar consistent with cyst excision with normal lordotic curve. 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.

INSERT what is marked from the Impressions section of my earlier report.

Since evaluated here, the Petitioner received an Order Approving Settlement and then reopened his claim. He sought additional treatment with Dr. Gray and others. He had updated plain x-rays and MRI of the cervical spine on 01/24/22, to be INSERTED here. He also had a CT of the cervical spine on 09/12/22, to be INSERTED here. He had physical therapy. He also had an EMG to be INSERTED here.
The current exam found he did have a healed surgical scarring and a decreased lordotic curve in the cervical spine. Active range of motion was decreased, but Spurling’s maneuver was negative. He had decreased range of motion about the left shoulder. He had atrophy of the right web space. He had positive Apley’s scratch and Neer impingement maneuvers on the left shoulder.
My opinions relative to permanency will be INSERTED here as marked from my earlier report. I will take into account what seems to have been a new disc herniation. However, its late onset does not comport with the injury that occurred on 09/08/15.
