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Dictation Time Length: 19:08
February 2, 2024
RE:
Vincent Santiago
History of Accident/Illness and Treatment: Vincent Santiago is a 46-year-old male who reports he was injured at work on 12/01/21. It was during the pandemic. He was working his assigned duties, which were also during the peak holiday season. He claims to have injured the right side of his arm, back, legs and neck as a result, but did not go to the emergency room. He did see his family physician after the pandemic. He also relates sustaining a second injury on 04/29/22 without any specific mechanism. After his evaluation and treatment, he states his right arm was simply swollen. He had an MRI on it, but no surgery. He is no longer receiving any active treatment.

As per his Claim Petition, he alleges from 12/01/21 to the present doing heavy lifting and twisting repeatedly caused permanent injuries to the back, right elbow, right arm, right biceps, and all other orthopedic and neurologic injuries. Medical records show on 03/12/22, he was seen at what appears to be an in-house facility. He described it was unknown exactly what occurred or the exact date. He thought he pulled something – is what he can remember – during his duties. He found out later that it was not getting better with time. He also asserted he thought he had some fatigue or minor pull, but nothing major to have him stop, not that I can remember. He continued by saying “I guess not the extent of it. This is actually my first time down at AmCare. I guess I wasn’t completely aware what they can provide for me.” He continued to be seen here at AmCare. They noted he was hired on 11/13/19. On 03/12/22, AmCare documented that he wanted to report that they were still experiencing right biceps pain after being injured a few months ago during peak season of 2021. He was working home path pick. “I first felt the pain around the peak of last year (2021). I remember pulling stuff from overstuffed pods which normally causes me pain while I am working, but that’s something I was used to. I know I did a ton of that while working during peak and a good amount of that stuff was heavy. Utilizing the whole body or arms was something that caused pain, but you do what you have to do.” He gave a lengthy description of his perceived saga. This included him being referred to an orthopedist by his primary care physician. He returned on 03/18/22 with no change in his symptoms. He wanted to see the doctor to confirm what his PCP had originally told him. He requested to be referred to Concentra on 03/21/22. Another initial report form dated 04/29/22 indicates Mr. Santiago was picking from the bottom bin. He stood to place an item in the correct tote and felt sharp pain in his lower back and gluteus. He continued to be seen fairly frequently by AmCare through 06/01/22. Their notes are not specific about diagnostic testing or treatment.

On 03/21/22, he was seen at Concentra stating he unknowingly injured his right biceps around peak season in December 2021. Since his injury, symptoms have worsened. He still was working full duty and taking Tylenol for pain medication. He was diagnosed with a biceps tendon rupture for which he was referred for an MRI. His past surgical history was remarkable for inguinal hernia repair as well as knee surgery. His BMI was 45.11. He was seen at Concentra by Dr. Brown on 05/13/22 with an injury date of 04/29/22. He remained symptomatic in his back. On 05/13/22, Dr. Brown diagnosed right-sided sciatica with a lumbar strain for which she started him on methylprednisolone. She also ordered x-rays that preliminarily showed no significant radiologic findings. He was placed on modified activities and followed up through 06/01/22.

He was seen by Dr. Cooper on 02/01/23 due to lumbar pain. He had completed therapy on 11/16/22 which aggravated the pain. He was working full duty with two hours of modified duty at the end of the day. He had undergone a lumbar epidural injection on 01/13/23 with 100% relief for two days and 50% relief since then. He had been seen by Dr. Disabella who ordered medication, MRI, and referred him to pain management. The Petitioner denied any prior back pain or injury. The results of his MRI were noted including Modic type II degenerative endplate changes with mild loss of height of the T11 and T12 vertebral bodies and disc bulging, likely on a chronic degenerative basis. At L3-L4 there was left paracentral disc extrusion, compressing the thecal sac and descending left L4 nerve root. Facet hypertrophy contributes to moderate central canal, left lateral recess and neuroforaminal stenosis. Correlate for left L4 radiculopathy. L4-L5 had a disc bulge and facet hypertrophy resulting in mild bilateral neuroforaminal stenosis. The central canal was patent. L5-S1 had a central disc protrusion indenting the thecal sac. Facet hypertrophy results in moderate bilateral neuroforaminal stenosis. He was neurologically intact. He was diagnosed with lumbar pain and lumbar radiculopathy. He was going to schedule his second lumbar epidural injection. He saw Dr. Shah on 04/13/23. He stated further workup is recommended to evaluate the extent of neural compression, potential instability, and possible peripheral neuropathy through x-rays, EMG, and an MRI scan. He did follow up on 05/11/23. He was noted to have an EMG of the lower extremities that was normal. On his independent visualization of the MRI, there was evidence of L3-L4 left-sided disc herniation with neural impingement. There was L4-L5 disc bulge and foraminal narrowing also noted. He explained the multilevel degenerative changes were preexisting as was his morbid obesity. However, his lumbar sprain, disc herniation, and radiculopathy symptoms related to the work injury. He deemed the Petitioner had reached maximum medical improvement. The report from lumbar spine x-rays done on 04/25/23 was that they showed mild degenerative changes. It was compared to a lumbar MRI of 04/25/23.
Prior records show Mr. Santiago did have a history of prior orthopedic problems. On 11/07/03, he underwent x-rays of the right knee. He was seen on 02/27/04 by orthopedist Dr. Dubowitch. He diagnosed posttraumatic internal derangement of the right knee as well as aggravation of prior cervical, dorsal and lumbar, and left shoulder injuries. He was thought to be a candidate for right knee arthroscopy. MRI on 02/17/04 confirmed thickened superior medial plica. Dr. Dubowitch monitored his progress through 02/22/06. He remained somewhat symptomatic about the right knee. I am also in receipt of handwritten notes that appeared to be from his primary care physician. However, they are essentially illegible. He had a chest x-ray on 11/07/11. There were no acute infiltrates. They suspected mild anterior compression deformity of the T11 vertebral body. He was seen by Dr. Meslin on 12/13/11 for a left inguinal hernia. This was repaired on 01/26/12. He presented to the emergency room with dental pain on 08/25/15. He underwent laboratory studies on the dates described.
PHYSICAL EXAMINATION
GENERAL APPEARANCE: He stated he came straight from work to the evaluation.
UPPER EXTREMITIES: Inspection revealed a slight droop of the right biceps, but no other 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–/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: Normal macro

SHOULDERS: Normal macro

LOWER EXTREMITIES: He wore knee sleeves bilaterally. 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. There were no scars, 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. There was no significant tenderness with palpation of either lower extremity.

KNEES: McMurray’s maneuver elicited low back tenderness bilaterally that is non-physiologic. There were negative Fabere’s, Apley’s compression, Lachman’s, ligamentous distraction tests, and anterior and posterior drawer signs for internal derangement. There was no varus or valgus instability when manual pressure was applied to each knee.
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 fluidly and was able to squat, but complained of having a hernia. Inspection of the lumbosacral spine revealed normal posture and lordotic curve with no apparent scars. Range of motion was full in all spheres, but elicited tenderness on his face that is non-physiologic. He was tender to palpation at the sciatic notches bilaterally, but there was no other palpable spasm or tenderness. There was no palpable spasm or tenderness of the paralumbar musculature, sacroiliac joints, 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 80 degrees elicited only low back tenderness without radicular complaints. On the right, at 90 degrees, no low back or radicular complaints were elicited. Lasègue’s maneuver was negative bilaterally. Braggard's, Linder, and bowstring's maneuvers were negative for neural tension. He had a positive trunk torsion maneuver 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.

Vincent Santiago evidently alleges he was injured at work on 12/01/21 and 04/29/22. There did not seem to be a single distinct incident that led to these injuries. He had seen his family physician after the first and followed up at Concentra. Physical therapy was also rendered. He had specialist consultation with Dr. Cooper and then Dr. Shah. He did have an MRI of the lumbar spine as noted above to be INSERTED here. He also had an EMG of the lower extremities that was reported as normal. He did accept various epidural injections with improvement.

With further questioning, he stated he reinjured his right arm and lower back on 04/29/22. He was seen by the Onsite Clinic for one week and then Concentra. They had him do x‑rays and an MRI. He recently had a CAT scan identifying a hernia for which he was still treating.
The current examination found he was able to squat and rise, but complained of pain due to his hernia. He had perhaps a right biceps droop. Provocative maneuvers at the hands, wrists, elbows and shoulders were normal. He had full range of motion of the lower extremities where provocative maneuvers were negative. He had full range of motion of the cervical, thoracic and lumbar spine. The latter elicited non-physiologic complaints of pain in his face. He had a positive trunk torsion maneuver for symptom magnification.

There is no more than 2.5% permanent partial total disability referable to the lower back regardless of cause. This is due to multilevel degenerative disc and joint disease that comports with his age and obese body habitus. By way of negative EMG, there was not activation of nerve root compression. There is 0% permanent partial total disability referable to the right thigh or buttocks. There is 2% at the right arm for a biceps tear.












