PAGE  
7

Dictation Time Length: 38:56
February 24, 2024

RE:
Leonard Phillips
History of Accident/Illness and Treatment: Leonard Phillips is a 53-year-old male who reports he was injured at work on 05/22/22. At that time, he slipped on a case at Walmart Warehouse and fell into the cage while twisting his body. As a result, he believes he injured his mid and lower back and went to Urgent Care Center afterwards. He had further evaluation, but remains unaware of his final diagnosis. He did not undergo any surgery and is no longer receiving any active treatment.
Mr. Phillips was previously evaluated by Dr. McClure on 05/12/06. This pertained to injuries he alleges to have sustained on 05/06/05. He had undergone right knee surgery by Dr. Demorat on 05/26/05 involving arthroscopic partial medial meniscectomy and arthroscopic chondroplasty of the patella. Dr. McClure offered an assessment of 7.5% permanent partial disability referable to the statutory right leg. He was also seen by Dr. Cataldo on 07/23/08 relative to this same incident. Dr. Cataldo offered 65% of the right leg. He reevaluated the Petitioner on 03/02/21. This was relative to another alleged injury of 09/05/19 while at work when he was picking up a glass and loading it into a loader, injuring his right shoulder. He documented the Petitioner’s course of treatment and offered an assessment of 70% permanent partial total disability based on residuals of right shoulder rotator cuff tear, SLAP tear, impingement syndrome status post right shoulder arthroscopic subacromial decompression, rotator cuff repair, glenohumeral joint debridement, biceps tenodesis with subpectoralis open procedure, SLAP repair, arthroscopic biceps tenotomy, and glenohumeral joint debridement. Mr. Phillips was once again evaluated by Dr. McClure on 06/02/21. This was with respect to the injury he allegedly sustained to his right shoulder on 09/05/19. Dr. McClure offered an assessment of 7.5% permanent partial total disability of the right shoulder. This was status post rotator cuff tear with tendinosis involving the supraspinatus, infraspinatus, and subscapularis as well as acromioclavicular arthritis and bone spur formation. He had undergone arthroscopic decompression, rotator cuff repair, glenohumeral debridement and SLAP repair with biceps tenodesis. He had been able to return to work regular duty.

Mr. Phillips was seen by Dr. Pendino on 08/03/11 and performed electrodiagnostic testing. This revealed right cervical radiculopathy localizing to the C6 nerve root. There was also mild left median nerve dysfunction at the region of the wrist consistent with the clinical diagnosis of carpal tunnel syndrome. On 11/01/13, he was seen by a urologist named Dr. Diaz who diagnosed right epididymitis. He had cardiac consultation by Dr. Gelernt on 08/29/17.

Earlier records also show he was seen orthopedically by Dr. Bernardini for left shoulder pain on 11/16/18. He diagnosed rotator cuff arthropathy of the left shoulder and ordered an MRI. He claimed to have injured himself while at home. He stepped backwards causing him to fall. He fell on the left elbow, but denied any elbow pain. Dr. Bernardini initiated him on conservative care. At the next visit of 12/19/18, he referenced the MRI confirming internal derangement or tear of the rotator cuff. He continued to follow his progress. On 01/08/19, he was diagnosed with a complete rotator cuff tear of the left shoulder for which physical therapy was instituted. At that juncture, he was deemed not to be a surgical candidate.

He was seen preoperatively on 08/09/12 by Dr. Mortensen at Cumberland Family Medicine. He was seen by this practice on the dates described for a variety of general internal medicine ailments. These included atherosclerotic heart disease, tobacco use disorder, hepatitis C, and hypercholesterolemia. Ongoing care was rendered for his various ailments through 01/16/18 when it was noted he had also been suffering from anxiety. On 01/11/18, he had a chest x-ray that showed no active disease. He resumed care with Cumberland Family Medicine afterwards. This continued through 02/15/21. Dr. Davis explained he was being referred to rheumatology and suffered from chronic pain. He had been in treatment since 2006. He had a positive cocaine test but nevertheless denied use; therefore was discharged from the pain specialist’s practice. He found another pain doctor who was not giving him medications. Nevertheless, he was prescribed Percocet by this family practitioner.

Cardiology consultation was done on 07/12/13 by Dr. Snyder. He treated the Petitioner regularly through 01/07/21 for his cardiac issues.

On 03/25/21, Mr. Phillips was seen by pain specialist Dr. Chapdelaine for pain in the lumbar spine, cervical spine, and thoracic spine at a 10/10 level at its worst. This was done via telemedicine. History was remarkable for myocardial infarction and elevated cholesterol. He also had stent placement in 2018, rotator cuff repair in 2000, and bilateral arthroscopic meniscal repairs in 2000. Dr. Chapdelaine diagnosed chronic pain syndrome, cervicalgia, and low back pain. He prescribed meloxicam and performed urine drug testing.

What follows now pertains to the subject event: Mr. Phillips was seen at Inspira Urgent Care on 06/01/22. He stated he was in the shipping department and hit a Gaylord, then twisted to break his fall. He complained of throbbing pain in the mid to low back within an hour rated at 8/10 level. It radiated to his left buttocks and down his left leg. He was diagnosed with spinal enthesopathy of the thoracolumbar region for which he was referred for physical therapy. He was placed on activity modifications. Mr. Phillips related his symptoms were of acute onset after a work injury of 05/23/22. He continued to see Dr. Hendrix at this facility over the ensuing weeks. On 06/19/22, he referred Mr. Phillips for an MRI of the lumbar spine and continued him on activity modifications.

Neurosurgical consultation was performed by Dr. Mitchell on 11/08/22. He was complaining of back pain. He had a spinal history of: in 2005, he was lifting a generator while working in construction. He ended up receiving injections under Workers’ Compensation, but could not recall the providers. In 2007, he was involved in a motor vehicle accident when he was struck by a drunk driver. He injured his cervical and lumbar spine and was seen Relievus Pain Medicine under the care of Dr. Manabat. He had undergone MRIs under her auspices. He also had injection to the cervical and lumbar spine. His case ultimately settled in 2018 or 2019, having treated over the entire interval. He could not quantify how improved he was at the completion of treatment. Dr. Mitchell ascertained a history of the subject event. After being seen at urgent care, he presented to Premier Orthopedics who placed him on modified duties. He underwent epidural injection by Dr. Smith that provided relief and now a repeat injection is being recommended. The relief lasted a couple of weeks. The insurance did not approve additional therapy or a second injection. He also complained of left lower extremity pain prior to the incident and the epidural injection helped his pain. He also states he had balance issues prior but “not like this.” He has reportedly been told he has herniated discs that are causing his leg issues and balance issues. Dr. Mitchell wrote that he had been treating for over 12 years for cervical and lumbar spine pain including multiple injections dating back to 2007 motor vehicle accident. Dr. Mitchell noted the results of various diagnostic studies that will be INSERTED as marked from his report. He explained further that the radiologist reported decreased findings on the updated MRI (unclear which date he is referencing, but presumably either 07/16/18 or 10/12/18). Dr. Mitchell could not state there has been no objective material worsening for this patient as a result of the 05/22/22 incident. At best, he could tell he has subjective increase in pain treated appropriately with therapy. He opined Mr. Phillips had reached maximum medical improvement. There are no objective physical exam changes nor are there any objective imaging changes. Prior documentation as to his prior injuries indicates otherwise. He would be happy to evaluate the documentation and render an appropriate treatment recommendation. He opined Mr. Phillips was not a surgical candidate and did not have mechanical back pain. He does not have isolated degenerative findings. He has subjective low back pain, which is chronic in nature and is not materially worsened as a result of the incident at work. He would not restrict this patient at work and he could return to work in a regular capacity.

A lumbar MRI was done on 05/04/18 and compared to a study of 07/03/08. INSERT those results here as marked. Plain x-rays of the thoracic spine were done on 07/16/18 and compared to a previous study of 06/04/08. The indication was pain in the back for one and a half months that was worse when twisting. They showed minimal change of degenerative disease, but no fracture. He had an MRI of the thoracic spine on 10/12/18, compared to the plain x-rays of 07/16/18. It revealed multilevel mild to moderate degenerative joint disease change. There were no acute fractures, subluxation, or significant focal abnormalities. He had bilateral neuroforaminal minimal encroachment at T9-T10 and spinal stenosis at L1-L2. There were multilevel bulging annuli and mild disc bulge. On 09/19/19, x-rays of the right shoulder were done after having pain from heavy lifting. They showed mild acromioclavicular joint osteoarthritis. On 12/12/19, he underwent x-rays of the thoracic spine after falling and experiencing upper back pain. There was no evidence of fracture or bony lesion. There was early degenerative disc disease at the lower cervical spine and lower thoracic spine. X-rays of the right wrist was done on 12/12/19 and were read as negative. X-rays of the right shoulder were done that same day and read as negative. He also had x-rays of the right hand on 12/12/19 that showed no acute findings. Right hand x-rays were repeated on 10/03/20 and were compared to his previous study of 12/12/19. There was no acute fracture or dislocation. There were stable appearing posttraumatic deformities of the fifth metacarpal, third and fourth metacarpal heads and small linear radiodense foreign body at the base of the distal fifth phalanx. Chest x-ray on 04/14/21 showed no focal consolidation. He had a repeat chest x-ray on 02/17/22 that showed no active disease. On 06/01/22, Dr. Hendrix at urgent care had him undergo x-rays of the thoracic spine compared to the study of 12/12/19. There was early degenerative disc disease in the mid-lower thoracic spine unchanged since the prior exam. Thoracic spine x-rays were otherwise negative. On 06/01/22, he also underwent lumbosacral spine x-rays. This was a clearly limited study, but showed no obvious acute presses. There were degenerative changes including anterior vertebral body spur formation at all levels, most pronounced at L2 with narrowing at L1-L2. He had a pelvic surgical staple and punctate calcification in the right pelvis of uncertain etiology. He did undergo an MRI of the lumbar spine on 07/05/22 compared to an MRI of 05/04/18. There was chronic diffuse lumbar spondylosis with new slight kyphosis at L1-L2, but no acute fracture or apparent soft tissue injury. At L1‑L2 and L2-L3, disc bulges have diminished. The minimal bulges from L3 through S1 had not significantly changed. From L1 through L4 mild to moderate central canal and subarticular stenosis showed no significant change. There was bilateral L4-L5 and L5-S1 mild foraminal stenosis with no significant change.
On 04/21/20, the Petitioner was seen orthopedically by Dr. McAlpin. He had previously performed surgery on 11/13/19 involving subacromial decompression, right rotator cuff repair, glenohumeral debridement, biceps tenodesis, subpectoralis SLAP repair, and biceps tenotomy. He was working full duty at that juncture and taking Percocet amongst other medications.

He was seen at Relievus Pain Management on 07/31/19, complaining of pain in his neck, mid back and lower back as well as left shoulder. He had undergone epidural injections earlier that year. He was taking Percocet 10/325 mg four times per day as well as buprenorphine, baby aspirin, ibuprofen, Evzio injection, Paxil, and Relistor. They noted the results of a cervical MRI from 05/16/11. There was disc herniation and right foraminal stenosis at C5-C6. There was spondylosis at C3-C4 and C4-C5. At C6-C7 and C7-T1, there was disc bulging. Thoracic MRI from 10/12/18 showed disc bulging at T4‑T5, T5-T6, T7-T8, T8-T9, and T10-T11. At T9-T10 and L1-L2, there was disc bulging and disc protrusion. Lumbar MRI from 11/13/07 revealed disc bulging at L1-L2, L2-L3, and L3-L4. There was also central spinal stenosis at the lower two levels. The EMG on 08/03/11 revealed right C6 radiculopathy and left carpal tunnel syndrome. EMG on 08/21/08 revealed lumbar radiculopathy at L5 and S1 bilaterally. He was rendered numerous diagnostic assessments that will be INSERTED here as marked. Returning to the 2022 injury, he saw Dr. Disabella on 07/14/22 for lower back pain. He performed an evaluation and diagnosed lumbar strain. X-rays of the lumbar spine were clearly limited, but showed no obvious acute process. There were degenerative changes. He started Mr. Phillips on cyclobenzaprine and Naprosyn. He wrote there was an acute injury superimposed on chronic low back disease. He reviewed the MRI that showed some disc bulges with mild to moderate foraminal encroachment. He had 12 sessions of physical therapy without resolution of his symptoms. He would continue to work with a 5-pound lifting, pushing and pulling restriction and ongoing therapy. He was referred to Dr. Smith for a possible injection pain management. She saw him on 08/09/22. On 08/17/22, she administered a lumbar epidural injection. He followed up afterwards and had another injection in the lumbar spine on 09/14/22. He had an EMG at Relievus Pain Management on 07/01/19 that predates the subject event. Dr. Abrams wrote this was abnormal due to a proximal nerve lesion on the left at the L5 level. Clinical correlation was needed for maximum usefulness of this information.
Earlier records show he did undergo an epidural steroid injection in the cervical spine by Dr. Manabat on 04/02/12. The diagnosis was cervical herniated nucleus pulposus with radiculopathy. On 08/28/12, she performed a lumbar epidural steroid injection. On 11/13/12, she administered lumbar facet block injections. These were repeated on 01/29/13. Facet joint injections were given to the cervical spine on 05/14/13. The diagnosis was cervicalgia, cervical spondylosis, and cervical facet arthropathy. Lumbar facet injections were given again on 08/29/13 and facet joint injections on 12/19/13. The latter were repeated on 06/19/14 for ongoing diagnosis of chronic low back pain, lumbar spondylosis, and lumbar facet arthropathy. On 03/12/15, she performed radiofrequency ablation of the lumbar spine. Epidural injection was given to the lumbar spine on 05/20/15 at L4-L5. This was repeated on 07/30/15. On 10/15/15, she performed radiofrequency ablation in the lumbar spine. This was repeated on 07/20/16. On 03/09/17, she performed additional medial branch blocks to the lumbar spine. These repeated on 08/16/18. Epidural injection was given to the lumbar spine on 07/18/19. On 09/19/19, she performed facet joint injections again. Sacroiliac joint injections were given bilaterally on 06/18/20. A lumbar epidural injection was given on 09/10/20.

I am in receipt of documentation surrounding the Petitioner’s diagnosis of hepatitis C, but will not go into extensive detail here. On 09/13/12, he had an abdominal ultrasound that showed mild hepatomegaly, but no focal hepatic lesion. There was a single gallstone measuring 1.9 cm. The history given for this study was that of hepatitis C. He came under the gastrointestinal care on 10/05/12 of Dr. Matusow. He treated the Petitioner with HCV triple therapy over the ensuing months. On 02/08/13, Mr. Phillips stated he felt good enough to go back to work and wants to do so on 02/18/13. He also states he has an issue with erectile dysfunction and his hair was also thinning out and was hoping to have these addressed. He continued to see Dr. Matusow and his colleagues running through 03/27/13. He had another abdominal ultrasound on 03/18/13. Dr. Matusow continued to treat Mr. Phillips over the ensuing months through 11/15/13.

He was seen by Dr. Davis on 02/15/21. He had a history of back pain since 2004 and over the past week had severe back pain. He had seen a pain specialist since 2004 and was told his urine was dirty and was “kicked out.” He needs a new pain specialist. Dr. Chapdelaine evaluated him on 03/25/21 via telemedicine. He reported pain in the lumbar, cervical and thoracic spine that had remained constant. He continued to have difficulty with physical activities due to the pain. He had been involved in a severe motor vehicle accident in 2004 and had been managed with oxycodone and buprenorphine and other interventional therapies by Dr. Manabat at Relievus. He was recently discharged due to a cocaine positive urine drug screen. He was diagnosed with chronic pain syndrome, cervicalgia, and low back pain. He did see Dr. McClure as described above. These included one time for a history of motor vehicle accident in 2006. The Petitioner treated with injections and radiofrequency ablation and had ongoing complaints at the time of that evaluation.

PHYSICAL EXAMINATION
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 were intact. Pinprick sensation was diminished in a right stocking-glove distribution, but was otherwise full. 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.

CERVICAL SPINE: Inspection of the cervical spine revealed normal posture and lordotic curve with no apparent scars. Active extension was to 45 degrees, but motion was otherwise full in all spheres without discomfort. 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: Inspection of the thoracic spine revealed normal posture and kyphotic curve with no apparent scars. Range of motion was accomplished fully in flexion, rotation, and sidebending bilaterally. There was tenderness to palpation about the right interscapular musculature in the absence of spasm as well as in the midline at T12. There was no winging of the scapulae.

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. He was able to walk on his heels and toes with support. He changed positions slowly and made loud noises while doing so. Inspection of the lumbosacral spine revealed normal posture and lordotic curve with no apparent scars. He sat comfortably at 90 degrees lumbar flexion. However, with active range of motion he moaned and sighed. Flexion was to 55 degrees and extension to 20 degrees. Bilateral side bending was full to 25 degrees with tenderness. Bilateral rotation was full without discomfort. He was tender in the midline at L3 and L4. He complained of low back pain getting up from a chair. There was no palpable spasm or tenderness of the paralumbar musculature, sacroiliac joints, sciatic notches, iliac crests, or greater trochanters. Seated straight leg raising maneuver on the right at 75 degrees elicited only low back tenderness without radicular complaints or extension response. On the left, at 90 degrees, no low back or radicular complaints were elicited. On the right at 50 degrees and left at 60 degrees, he complained of low back tenderness without radicular complaints. 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 05/22/22, Leonard Phillips reportedly was injured at work when he struck a rack. He claimed to have injured his back as a result. He had previously been diagnosed with various spinal injuries including the back. He had been treated by pain medicine from as early as 2004 and remained on narcotics at the time of subject event. He was seen at Inspira Urgent Care on 06/01/22. Interestingly, he denied any similar problems in the past. However, he did undergo lumbosacral spine x-rays that were compared to a study of 2019, contradicting his claim. He did participate in physical therapy. He had a lumbar MRI on 07/05/22, compared to a study of 05/04/18, that did not show substantive worsening. He did accept a variety of treatments including epidural injections. He ultimately had neurosurgical consultation by Dr. Mitchell on 11/08/02 who deemed he had reached maximum medical improvement and was not a surgical candidate. He could continue to work in a full-duty capacity.

The current examination found Mr. Phillips to demonstrate several inconsistencies and signs of symptom magnification. These included variable mobility about the lumbar spine. He had stocking-glove sensory loss in the right foot that did not follow anatomic dermatomes. He complained of low back tenderness with both seated and supine straight leg raising maneuvers, but neither elicited radicular complaints. He demonstrated sighing and moaning when he performed lumbar spine motion. He also complained of low back pain getting up from his chair and when changing positions he moaned and groaned.

With respect to the subject event, there is 0% permanent partial total disability. Any disability he may have had from prior low back injuries and symptoms were not objectively worsened to a material degree by the event in question.












