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Dictation Time Length: 14:59
March 4, 2024

RE:
Stephen Palazzolo
History of Accident/Illness and Treatment: As you know, I previously evaluated Mr. Palazzolo as described in my report of 06/12/17. He is now a 67-year-old male who again describes he was injured at work on 08/23/12. He believed the injury came from carrying a gearbox over one quarter of a mile to a job; “then the next day, when I bent over to get in a lift, my back hurt.” He did not go to the emergency room afterwards. He had further evaluation leading to a diagnosis of a herniated disc. He underwent surgery with L4-L5 fusion in approximately 2018. He is no longer receiving any active treatment. The surgery was done by Dr. Giordano in Morristown. He last received treatment about eight months ago. He had received epidural injections that helped for approximately six months. He states he has a new disc herniation at L3-L4 on CAT scan.
As per the records provided, Mr. Palazzolo alleges he bent under a crane on 08/23/12, injuring his lower back, mid and upper back, with radiation of pain and numbness into the legs. He received an Order Approving Settlement on 02/28/20 in the amount of 75% partial total for worsening residuals of lumbosacral radiculopathy and status post surgical lumbar fusion at L5-S1 and residuals of lumbar herniated disc at L4-L5. He then reopened his claim. He was evaluated on 08/22/19 by Dr. Skolnick. He noted the Petitioner’s course of treatment to date. He offered 55% partial total relative to the thoracolumbar spine over and above his prior award.

On 11/11/21, he was seen by Dr. Menkowitz at the Center for the Functional Restoration of the Spine. He noted Mr. Palazzolo’s low back and left leg pain began with injuries in 2003. At that time, he underwent L5-S1 uninstrumented fusion by Dr. Glastein. He did very well from this until 2012 at which time he was put back into the work field and was inspecting a crane. He reached under the crane and felt a pop in his back followed by severe pain. It took him almost five years to find a doctor who diagnosed his problems. In 2018, he underwent an L4-L5 instrumented fusion by Dr. Giordano which gave him a tremendous amount of relief. Soon after, he started developing left leg pain which worsened over time. In August 2020, it began to be severe and kept him up at night. He returned to Dr. Giordano who ordered a lumbar MRI. The only treatment offered was a Medrol Dosepak from which he got two days of relief. Dr. Menkowitz followed him through 10/26/22. At that time, he reviewed a CT myelogram done on 09/12/22. It showed adjacent level degeneration causing central and foraminal stenosis at L3-L4. There was a solid fusion at L4-S1. He also reviewed the MRI from Dr. Levi. He did disagree that there was no stenosis at L3-L4. It was very clear to Dr. Menkowitz that there was stenosis at that level causing anatomic deformation of the canal. This would be the normal sequelae after an instrumented fusion without interbody grafts which has led the patient to have a loss of sagittal balance and lumbar lordosis and therefore facet hypertrophy and deformation of the spinal canal at L3-L4. It was his opinion that this is directly related to the previous surgeries which were causally related to a work injury and therefore the L3-L4 findings were causally related. He did return to Dr. Menkowitz again on 12/22/22. He documented the results of the CT myelogram report from 09/12/22. He was status post posterior decompression and fusion at L4-L5 with posterior decompression at L5-S1. Hardware was intact and there was excellent fusion. There was no central canal or foraminal stenosis. There was no disc bulge or herniation at any level. There was no central canal or foraminal stenosis. Dr. Menkowitz then had him undergo lumbar epidural injections. He noted an MRI from an unknown date identified decompression from L4 through S1 with no evidence of nerve impingement. He continued to follow the Petitioner’s progress through 10/13/23. At that time, he had negative straight leg raising at 30 and 60 degrees. This was on the right and left. He had intact range of motion and neurologic status. Dr. Menkowitz opined he had reached maximum medical improvement, but if his pain returns due to the pathology he has, he should be able to reopen the case and will revisit him at the office.

On 02/21/22, Dr. Bogdan performed electrodiagnostic testing. Only the raw data was provided and not the interpretation of same. He was seen by Dr. Nachwalter on 05/28/21. He noted Mr. Palazzolo was status post lumbar decompression and fusion at L4 to the sacrum done in 2018. He did fairly well postoperatively and was essentially lost to follow-up. When he was last seen, he was a crane inspector employed and working without restrictions. He told Dr. Nachwalter on this occasion he retired a year earlier. He had been managing well until recently when he started experiencing left lower extremity numbness when he sleeps. This awakens him at nighttime and he would experience back pain at nighttime which would awaken him also. He does not have any pain during the day when he stands, walks, or participates in activities. He performed x-rays that showed solid fusion at L4 through the sacrum. There were calcifications in the aorta. He believed the patient’s nighttime symptoms in bed typically are of vascular origin. Neurogenic claudication is more likely to be during the day when up and walking. Numbness and tingling while sleeping may have a vascular origin. He does have calcifications in his aorta. He is not aware of any calcifications in his heart, but both parents passed away from heart attacks. He was advised of the radiographic findings of the spine and the need for him to undergo most likely another cardiac evaluation. Regardless, Dr. Giordano wanted him to have a repeat MRI. The Petitioner returned to Dr. Nachwalter in the same office on 10/05/21. He wrote the lumbar MRI with gadolinium was fairly benign with no evidence of any clinically significant herniations or nerve compression at the area above his old surgery. He was retired and no real new injuries or events had occurred. He just started experiencing left lower extremity dysesthesias primarily when he sleeps. The doctor explained that it is not uncommon when there is a vascular origin to have such symptoms. He did recommend the Petitioner undergo a vascular exam. He recognizes this is not related to the work injury or his prior surgery. On 10/26/21, Dr. Giordano opined the MRI was fairly benign with no evidence of any clinically significant adjacent level pathology. Some of his symptoms could be just mechanical back pain as he gets older, but he did not see anything that raises any concern. He had 5+ muscle strength in all the muscle groups of the lower extremities. He was advised he could take over-the-counter antiinflammatories as needed. On 03/07/22, Dr. Giordano had the opportunity to review the EMG. It revealed no evidence of any radicular symptoms in the legs. The only finding on the EMG was paraspinal muscle irritation. Luckily, all of the nerves that travel into the legs from the spine tested normal as he expected. Although the report describes mild chronic S1 radiculopathy, he thinks that the impression should more accurately be described as mild positive paraspinal muscle irritation most likely secondary to his prior surgery, not from any residual compression of the nerves especially since no radicular symptoms exist and his lumbar MRI reveals no residual nerve compression. The EMG findings were mild and indicate no further intervention is warranted.
PHYSICAL EXAMINATION
GENERAL APPEARANCE: He relates he does have a total gym at home that he uses for exercise. He does half sit-ups on another device. He has a third device that he uses to stretch his hamstrings.
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. Motion of the hips was full, but right external rotation elicited low back tenderness. Motion of the knees and ankles was full 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.

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 with support. Inspection of the lumbosacral spine revealed a midline longitudinal scar measuring 5 inches in length with decreased lordotic curve. Active flexion was 60 degrees and extension 10 degrees. Motion was otherwise full 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 elicited only hamstring tenderness, but no low back or radicular complaints. 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 my prior report
Since evaluated here, he received at least one Order Approving Settlement and reopened his claim. He was seen by a series of specialists including Dr. Menkowitz who administered epidural steroid injections. He had an EMG on 02/21/22 whose results are unclear. He apparently had another surgery at an adjacent segment level that I will have to try to discern.
The current exam found there to be decreased range of motion about the lumbar spine with healed surgical scarring and decreased lordotic curve. Neither supine nor seated straight leg raising maneuvers elicited any low back or radicular complaints.

At this time, I would estimate 17.5% permanent partial total disability referable to the lower back.












