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Dictation Time Length: 16:40 & 19:19
February 5, 2024
RE:
Nathan Taylor
History of Accident/Illness and Treatment: As you know, I previously evaluated Mr. Taylor as described in the reports listed above. This pertained to prior alleged injuries. He is now a 61-year-old male who reports he was injured again on 10/01/22. He was assaulted by a patient while working on EMS duty. He describes that he was tossed around and injured his back, knees, head, and neck. He had further evaluation leading to what he understands to be final diagnoses of paresthesias and radiculopathy as well as lumbar sprain and meniscal tear. He underwent surgery on both knees in May 2023. He recently had a lumbar spine injection with improvement. He is under the care of Dr. Disabella at cooper pain management for this. He underwent a nerve block. He admits that in 2012, he was diagnosed with spinal stenosis and neural foraminal stenosis. He was treated with therapy and lumbar injections. This was after a fall at work.
As per the records supplied, his Claim Petition alleges he was assaulted by about a patient in the back of the hand was causing “aggravation and exacerbation of low back and type II diabetes due to authorized glucocorticoid steroid injection.” Treatment records show, he was attended to by EMS personnel on 10/01/22. His significant other stated he had a seizure and has a history of same. He has history of post seizure activity involving being combative and cooperative let me extremely disoriented. This is happened in previous episodes and it seems that was happening during this encounter. Would be less arrived at the scene and may contact to the patient at the front row of the residence. He was yelling and moving abruptly and unpredictably around *__________* by his significant other. The patient simultaneously exited the residence and began walking quickly towards the ambulance. He was evaluated and taken to the emergency room. The EMS listed several notations of him being uncooperative. At 04:03, he began to exit the residence and walked towards the ambulance. Once he went to the patient compartment he was unable to follow commands to sit on a stretcher. He began flailing himself around the ambulance. Measures were taken to de-escalate and guide the patient to the safety of the stretcher with no success. Further assistance was requested from police and ALS for resulted mental status. At 04:10. he was at times during himself against the wall compartments, floor, and striking his head on the ambulance ceiling all aimlessly, swinging, pushing and kicking had providers. Police arrived on the scene and intervene. They made attempt to de-escalate before trying to detain the patient for safety with no success before EMT Taylor sustained an injury provoked by the patient. Mr. Taylor was now unable to assist and he was injured lying on the ambulance floor/stretcher while EMT Hymer assisted with police to help prevent injury of the patient and caring for EMT Taylor. The incident escalated his patient became increasingly agitated at some point stroller with the police navigated to the outside of the ambulance. Struggling continued as did violent and aggressive behaviors. ALS arrived in the scene and assumed his care.

Mr. Taylor was seen at the Cooper Hospital on 10/01/22. He had a CAT scan of his head that was compared to a CT of 08/17/21. It showed no acute intracranial abnormality. There was chronic microvascular ischemic white matter disease. Cervical CAT scan showed spondylosis resulting in multilevel spinal stenosis and neural foraminal stenosis. There was no evidence of an acute fracture or malalignment of the cervical spine. He did give a history to Dr. Echeverria-Rosario that he was an EMT while working that morning the patient had and his team had a combative patient who was attempting to get in and out of the ambulance in and attempt to control the patient Mr. Taylor had stuck between the stretcher and ambulance door pinning him in this position for approximately five minutes. He was complaining of severe low back pain along with a tingling numb sensation in his right foot. He denies hitting his head or chest pain, shortness of breath, nausea, or vomiting. He had received epidurals from pain management for chronic back pain although he had not undergone any back surgeries. He had an extensive history remarkable for back pain, concussion, diabetes mellitus, diabetic ketoacidosis, DVT of upper extremity, hemorrhoid status post resection, benign essential hypertension, the DKA was steroid induced, status post resection of hemorrhoids, lumbar spondylosis, occlusion of the cerebral arteries with possible TIA in 2008, prostate cancer treated with resection, reflex, status post PICC central line placement removed, sleep apnea for which he was taking CPAP and complaint. He also had a transient ischemic attack in 2008, over the patient stated this was never confirmed. He had undergone lumbar radiofrequency ablations in June and August 2021. He also had numerous interval non-orthopedic procedures performed. Upon exam he had significant midline tenderness of the lumbar spine, but no skin changes present and no appreciable step off. There were no contusions abrasions or wounds. He was awake and appropriate and significant pain. He was neurologically intact. He did not have imaging of the chest, pelvis, thoracic spine, lumbar spine, or extremities. CAT scan of the head was negative for intracranial hemorrhage. CAT scan of the chest was negative for intrathoracic injury. CAT scan of the abdomen and pelvis was negative for internal injuries or hemorrhage. CTA of the head and neck was not there was CTA of the chest. His active problem list included numerous internal medicine conditions including type II diabetes mellitus without complication with long-term use of insulin on 03/13/18, lumbar radicular pain on 06/29/17, myofascial pain and neural foraminal stenosis of the lumbar spinous on 08/07/14, and compression of the lumbar nerve root on 12/06/14.
He had a physiatric consultation by Dr. Bodofsky on 10/02/22. MRI of the lumbar spine showed degenerative joint disease and disc disease that was unchanged from before. His pain was improved with pain medication. He has a lot of spasm. He was walking in the room. Functionally he is independent with ADLs and ambulates independently prior to admission. He did have a lumbar MRI on 10/01/22, compare to a study of 08/05/21 that showed no significant interval change. INSERT the rest. On 10/06/22, he had a behavioral medicine progress note. He was seen for an individual psychotherapy session for 60 minutes. He was seen by a counselor as well as psychologist Dr. Velez. He noted he had previously had concerns of PTSD. This was diagnosed on 09/16/21. Amongst his symptoms and behaviors he noted irritability, hyper-vigilance, exaggerated startle response, problems with consultation and sleep etc. He also had depressive symptoms. He was thought to possibly need further counseling. He was on the trauma floor and had a progress note written on 10/06/22. He had continued pain and difficulty coping with being assaulted while at work. They had increase his gabapentin and change Flexeril to Valium that he reported no relief from Flexeril. He had no acute issues reported overnight by nursing. The plan was for lumbar epidural steroid injection with pain management today. He was seen again by physiatry on 10/06/22. He was slowly improving. There was considered this continue Robaxin and adding Baclofen to his medication regimen. The discharge plan was for him to go home. He was discharged from the hospital on 10/07/22. The discharge summary noted he underwent epidural injections on 10/06/22. and progressed and was deemed medically stable for discharge on 10/07/22. The admitting physician was Dr. Wang and the discharge physician was Dr. Chovanes. Admission diagnosis was back pain. Discharge diagnoses were back pain as well. he was going to follow-up with neurosurgery as needed.

Prior records show, he was seen by Dr. Kirshner on 10/11/22. He ascertained mechanism of injury and course of treatment to date. He had gotten two injections to each side of the lower back that did not give him immediate relief. However, his pain has decreased since a few days after the injection. He complained of pain in the low back radiating into bilateral buttocks. He is currently having numbness and tingling on his right foot, but denies any pain in the right leg. His symptoms are similar to the symptoms he had from his previous injury. He was already taking Neurontin, baclofen and oxycodone for pain that provided him great relief. He stated he use to go to the chiropractor, but had not gone in several years. He injured his spine in a fall in 2018, resulting in the lower back pain. He got excellent relief with a median nerve block with this Workers Compensation Claim. He was placed at maximum medical improvement on 03/09/18. Nevertheless, he denied getting any current treatment for his lower back. He had been discharged from the hospital after the subject event and instructed the see his family physician. Dr. Kirshner diagnosed lumbago and lumbar sprain for which he recommended physical therapy. He wanted to review the records from Cooper Hospital as soon as they became available.
He saw Dr. Kirshner again on 11/18/22. Dr. Kirshner’s noted records from Dr. Zuleika dated 10/25/22. The report stated the patient went to the ER for severe hypoglycemia/possible DKA. He was status post four epidural steroid injections. He was discharged from the hospital after 24 hours on 10/08/22, and started therapy. He felt poorly and dizzy and had near syncope of the therapy on 10/17/22. He was then taken to the emergency room where his blood sugar was in the 400s. He did not want to stay and went home. He then saw his Internal Medicine Doctor named Dr. Zuleika and was placed at work through 12/01/22, to control his diabetes. He continued to have pain across the lower back and left worse than the right radiating to the left buttocks. It was worse with prolonged standing. He also reported bilateral knee pain for which he was treating separately. MRIs of the knees had been ordered. On 11/18/22, Dr. Kirshner cleared him for light-duty and recommended physical therapy. The petitioner followed up with Dr. Kirshner on a regular basis. On 12/16/22, he reported 90% overall improvement. Objective measurement show, he had made 75% overall improvement and was going to continue with therapy to help a lot. He is feeling better overall. He thinks he is and was back to his baseline. He realized he is always going to have pain had this pain and he does not expect to be pain free. He thinks with a couple more weeks of therapy he will be able to function enough to do his regular job duties. Additional therapy was ordered. He was cleared for light duty until 01/02/23, when he was cleared for full duty. On 01/13/23, he told Dr. Kirshner he was discharged from therapy due to returning to full duty. He had left lower back pain occasionally radiating down his left leg. He states that physical therapy pushed him too far and that his pain has worsened. He feels is a something squeezing on his nerve. He is willing go back to physical therapy. On this 01/13/23, visit Dr. Kirshner referenced the results of prior CAT scans and MRIs. These can be INSERTED here if we do not already have them somewhere in the report. He also enumerated the petitioner’s prior injuries. One such injury was on 01/09/18. He also had a prior back injury in 2014. Dr. Kirshner cleared him for full duty with no restrictions. He was going to complete another two weeks of physical therapy. On 02/21/23, Dr. Kirshner wrote a note having reviewed the records from Cooper Emergency Room and Hospital. Within that information was an operative report for diagnostic right and left L4-L5 and L5-S1 epidural steroid injections. On 10/07/22, he reported having severe pain after the procedure, but was improving since. His intravenous Dilaudid was discontinued. He changed from Robaxin to baclofen repeated pain control. He was medically stable for discharged home that day. Consult had been performed by neurosurgery, physical medicine, trauma psych, and pain management. Dr. Kirshner wrote with these correspondence with the patient state of injury mechanism of injury and complaints of low back with right numbness. He was recommended to undergo an additional two weeks of physical therapy. However, the patient longer wishes to proceed with the treatment, so he was deemed at maximum medical improvement. As of this day on 02/21/23, from a spine surgical standpoint, no further follow-up was necessary.
On 10/17/22, emergency room note, he underwent laboratory studies. He was hyperglycemic to the 400s, but down 312 after intravenous fluids. He was given 10 units of subcutaneous of regular insulin. He was also administered Valium, Dilaudid, Flexeril, intravenous Tylenol and Toradol with improvement. He was advised to follow-up with his family doctor for further evaluation of his episode of syncope. Even though was likely benign in nature. His clinical impressions were hyperglycemia as well as syncope of unspecified type. He was also seen on 10/19/22, where he underwent ultrasound guided peripheral IV placement. On 10/20/22, the hospitalist noted his course of treatment. He was here with hyperglycemia likely again induced by steroid injection. He presented with non gap uncontrolled glucose in the high 400s with low BHP, A1c of 7.9. He was improving on Lantus 22 and Humalog 10. He was suspected he would need some amount of insulin on discharge and then to be taper done with his primary care physician. He an addition to steroid induced hyperglycemia he was diagnosed with chronic back pain, obstructive sleep apnea, and acute kidney injury. As for his chronic back pain he was using Lidocaine patch and oxycodone 10 mg as needed, but he takes as an outpatient. He needs to be on a CPAP *__________* obstructive sleep apnea. Another diagnosis listed was anxiety. On 10/20/22, Dr. Wung noted he had a history of steroid induced hyperglycemia including DKA in 2021, along with pancreatitis, obstructive sleep apnea on CPAP and prostate cancer status post resection. He presented with polydipsia, nausea, and uncontrolled glucose. He does the direct encounter with this provider. He had a litany of prior and ongoing diagnosis. He smoked quarter of a pack of cigarettes per day for 30 years. There is a note that since his discharge from an emergency room on 10/17/22, he had continued hyperglycemia had been checking his POC glucose at home his PCP. He tried prescribing glipizide, but he took for two days. He also prescribed Lantus that the petitioner was supposed to take, but on received a prescription for 10 years instead of the 20 years. He took 20 units of insulin yesterday. Despite these interventions he has continues to have rising POC glucose levels from his baseline of around 200 to 600 this morning. He called his family physician named Dr. Font who recommended evaluation in the ER and possible admission. The intake physician contacted Dr. Font who stated the patient has steroid induced diabetes mellitus and is not usually on anti-hyperglycemic agents. However, working diagnosis at this time is that the patient’s hyperglycemia has worsened due to the epidural steroid injections for his back pain that he received on his recent admission. He is not usually on anti-hyperglycemic agents. He had been sent to the emergency room out of concerned for hyperglycemic complications including DKA. If ruled out he were not likely need admission and could be titrated as an outpatient. The listed discharge diagnosis by Dr. Wang was steroid induce hyperglycemia. His admission diagnosis was hyperglycemia.
On 10/25/22, Dr. Font wrote a note stating Mr. Taylor was in their office that day for severe health issues secondary to recent events and hospitalizations. He wrote the steroids cause the severe spike and his glucose numbers for which he was seen in the emergency room and kept under observation with aggressive intravenous treatment as well as consult with specialist. Mr. Taylor will need ongoing time off from work while on aggressive medications regimen to include insulin is adjusted to control his condition. He requested a lot of time of work until 11/18/22.
PHYSICAL EXAMINATION
ABDOMEN: Normal macro
UPPER EXTREMITIES: Normal macro

LOWER EXTREMITIES: 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. He was tender the right knee medial joint line, but there was none on the left.
KNEES: 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 fluidly and was able to squat to 60 degrees. Inspection of the lumbosacral spine revealed normal posture and lordotic curve with no apparent scars. Active left side bending was 15 degrees with tenderness. Extension was limited to 10 degrees. Flexion as well as right side bending and bilateral rotation were full without discomfort. He was tender to palpation of the left sciatic notch and sacroiliac joint, but not the right, the paravertebral musculature or in the midline. 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 raise maneuver on the right at 75 degrees elicited only low back tenderness without radicular complaints. He did have a positive reverse flip maneuver for symptom magnification. Supine straight leg raise maneuver on the left at 70 degrees elicited only low back tenderness. He did have 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.

Nathan Taylor alleges he was injured again at work on 10/01/22, when he interacted with a combative patient in the ambulance. He complained of increased back pain, which already had been present. He was taken by ambulance to the emergency room and admitted to cooper hospital for several days. He underwent sense of diagnostic testing. After discharge he developed further symptoms and was send to the emergency room. He was found to be hyperglycemic. He was treated over the next 24 hours or so and was released from care. Dr. Font then extended his absence from work.
The current exam Mr. Taylor is relatively benign. It is not progressively worse compare to my earlier evaluations. At that time, I did comment upon his claim that he developed diabetes as result of epidural injections given at that time.
At the lumbar spine and he will offer the same amount of disability previously given. For his diabetic “complications” I would offer 3% permanent partial total disability regardless of cause.












