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March 5, 2024

RE:
Vincent Opp
History of Accident/Illness and Treatment: As you know, I previously evaluated Mr. Opp as described in the reports listed above. He is now a 63-year-old male who recalls he was injured at work on 01/25/06 in a motor vehicle accident and from lifting. He believes he injured his low back and left leg as a result and went to the emergency room in Freehold the same day. He had further evaluation and treatment culminating in hemi-laminectomy in 2011, but is unaware of his final diagnosis. He completed his treatment at HealthSouth. He denies any previous injuries or problems to the involved areas. He states he subsequently experienced worsening pain for three weeks. He saw Dr. Walsh who advised him to continue his home exercise program.

As per the records supplied, Mr. Opp received an Order Approving Settlement on 07/22/21 in the amount of 60% of partial total due to residuals of: (1) chronic posttraumatic lumbosacral strain and sprain; (2) aggravation of preexisting lumbar spine pathology from Workers’ Compensation injury 08/03/20 and 07/12/02, with a history of disc herniations at L4-L5 and L5-S1 with spinal surgery at L4-L5 and L5-S1 with lumbar laminectomy on 01/31/2000; (3) recurrent disc herniation L4-L5; (4) lumbar spinal stenosis at L4-L5 and L5-S1; (5) status post interventional pain management with epidural block; (6) status post lumbar laminectomy at L4-L5 and L5-S1, nerve root decompression and facetectomy at L5-S1 and discectomy and facetectomy at L4-L5, 09/01/11; (7) progressive lumbar spine pathology with spinal canal stenosis at L4-L5 and herniated disc at L2-L3, confirmed by MRI; (8) lumbar radiculitis. He has since reopened his claim. Additional records show on 03/30/22 he was seen by Dr. Marsicano. He had not been seen in approximately a year and a half, but about four to five weeks ago he started to have increasing left-sided lower back pain radiating into the buttocks and great toe. He states he was shifted because of the severe pain and he started taking ibuprofen and Motrin, which he knows usually helps him. He had some improvement with his symptoms and felt less lifted, but still had left-sided buttock pain with numbness radiating down to the foot and ankle area. He was examined and was described as having positive straight leg raising on the left and right causing some mild left-sided buttock pain at about 75 degrees. Strength was 4+/5. There was slightly diminished internal rotation of both of his hips. Reflexes were 0+ at the patellar tendons and Achilles tendons bilaterally with no clonus. He had a well-healed midline incision. Dr. Marsicano started him on cyclobenzaprine for a diagnosis of lumbar radiculopathy and spondylosis. Mr. Opp followed up on 05/11/22 reporting significant improvement with physical therapy. He on this visit had negative straight leg raising in the seated position and good range of motion of the hips, knees and ankles. He had mild diminished sensation on the lateral aspect of his left foot. EHL and tibialis anterior strength was good bilaterally. He was to continue therapy for another two weeks and use his medications on an as-needed basis. If he continued to improve over the next several weeks, he can follow up on an appearing basis. He also could continue working on a modified duty basis.

Lastly, on 07/29/22, he was seen at Orthopedic Institute, Brielle Orthopedics. He had been doing therapy and finishing his last session. He has significantly stronger legs and left foot and is very happy with his progress. He was discharged to return on an as‑needed basis. This also appears to be a progress note generated by Dr. Marsicano’s office.
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, pinprick, and soft touch sensations were intact bilaterally. Manual muscle testing was 4+ for left hamstring and extensor hallucis longus strength. It was 5– for left quadriceps and plantar flexor strength, but was 5/5 on the right. There was no significant tenderness with palpation of either lower extremity.

THORACIC SPINE: There was slight scoliosis concave to the left, but no apparent scars. Range of motion was accomplished fully in flexion, rotation, and sidebending bilaterally. There was no palpable spasm or tenderness of the parathoracic or interscapular musculature. There was no tenderness over the bony prominences of the scapulae or spinous processes. There was no winging of the scapulae.

LUMBOSACRAL SPINE: He ambulated with a broad, but hesitant gait. He changed positions slowly and complained of symptoms with any movement. He had difficulty walking on his heels and toes, but did not have a foot drop or use an assistive device. Inspection of the lumbosacral spine revealed a midline longitudinal scar measuring 2.75 inches in length with a preserved lordotic curve. He was able to sit at 90 degrees lumbar flexion, but actively flexed to 10 degrees and extended to 5 degrees. Side bending right was 15 degrees and left to 10 degrees. Bilateral rotation was full to 45 degrees. He was tender at the midline and the lumbosacral junction. Supine straight leg raising maneuver on the left elicited only low back tenderness at 75 degrees without radicular complaints. On the right, at 90 degrees, no low back or radicular complaints were elicited.
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 most recent reports in the Impressions section
His current exam found there to still be mild weakness in the left lower extremity in the absence of atrophy. He had variable, but decreased range of motion about the lumbar spine. Straight leg raising maneuvers were negative for radicular complaints.
My opinions relative to permanency and causation remain the same and will also be INSERTED here.












