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Dictation Time Length: 09:40
March 5, 2024

RE:
Sameh Ghattas
History of Accident/Illness and Treatment: Sameh Ghattas is a 63-year-old male who describes the onset of troubles with his lower back in 2010. He states this was worsening low back pain causing him to be unable to lift or work, sit, and try to get up. He had been under the care of Dr. Petersohn who provided him with injections over the years. He had diagnostic studies that he understands identified a herniated disc. He had microdiscectomy on 11/29/23. He continues to wear his back brace and sees his rheumatologist named Dr. John Soliman. He has a follow-up scheduled with Dr. Delasotta as well. He denies any subsequent injuries to the involved areas.

As per your cover letter, the Petitioner alleges occupational exposure caused permanent injuries to the lower back from 01/01/10 through the present. He had lumbar problems dating back to 2007. He had a lumbar MRI in January 2020, to be INSERTED here. He then had an updated MRI in March 2021, to be INSERTED here. He was seen neurosurgically by Dr. Delasotta on 09/26/13. Mr. Ghattas admitted he had lumbar spine problems since 2013, but that the problems had worsened after performing yardwork around that time. The Petitioner provided us with a copy of his operative report from 12/07/23. This describes surgery was done by Dr. Soliman. It was minimally invasive lumbar L4 and L5 laminotomy, foraminotomy, partial facetectomy, and microdiscectomy with decompression of the traversing L5 nerve root on the left. The postoperative diagnoses were symptomatic lumbar herniated disc, lumbar radiculopathy, foraminal and lateral recess stenosis, intractable back and leg pain, neurogenic claudication, and lumbar intervertebral disc disease. He apparently followed up postoperatively.

Mr. Ghattas had been under the care of a rheumatologist named Dr. Wasserman for a prolonged period of time. He had been diagnosed with undifferentiated connective tissue disease. He had many complaints including dyspnea and shortness of breath and chest pain. He also had been diagnosed with Raynaud’s and had problems treating injuries to cuts on his fingers and toes. He was taking medication to help his circulation. He also reported problems with his knees when getting up. He was also treated by rheumatologist named Dr. Sagransky and a third rheumatologist named Dr. Carlusu. He diagnosed Raynaud’s syndrome and noted the fingertips were fissuring. A lumbar MRI was done on 09/07/13, compared to a study of 2007, to be INSERTED here. From your letter, the MRI revealed worsening degenerative disc disease including a bulging disc at L1-L2; stable disc bulge at L4-L5, but increase in size of an annular tear; small central disc protrusion with annular tear at L5-S1 that had not significantly changed. There was also a post-myelogram CT in October 2017 with similar results. I am not yet in receipt of our organized set of medical records and await their return. I specifically did ask the Petitioner about mid motor vehicle accidents. He describes on 12/09/22 he was involved in one such accident. His neck snapped, but he had no other injuries. He denies being involved in a motor vehicle accident on 08/19/23. He did accept injections after the first event.
PHYSICAL EXAMINATION
GENERAL APPEARANCE: He did have a lumbar brace with him. He was a pleasant individual and brought in the aforementioned records.
UPPER EXTREMITIES: Inspection of the upper extremities revealed no bony or soft tissue abnormalities. There was some swelling on the dorsal aspect of the right hand. His hands were cool to touch. There were no scars, atrophy or effusions. Skin was otherwise 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 in bilateral hand grasp, pinch grip, and throughout the upper extremities. There was no significant tenderness with palpation of either upper extremity. 

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 was mild swelling of the left knee, but no 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 for resisted right hamstring and quadriceps strength, but was otherwise 5/5. 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. Left rotation was to 70 degrees and side bending to 40 degrees, but was otherwise full. He states he underwent nerve ablation in August 2023 on his cervical spine. 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: 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 without difficulty and was able to squat and rise fluidly. Inspection of the lumbosacral spine revealed a midline 1.25-inch longitudinal scar with preserved lordotic curve. There was some swelling likely at the site of her recent injection. He was able to flex to 80 degrees and perform motion fully in all other spheres without discomfort. 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 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.

Sameh Ghattas alleges the routine work duties of his position with the insured from 2010 onward caused him to have permanent injuries to the lower back. He denies any specific traumatic event. His job was that of a casino supervisor. It involved walking in his work area and carrying card shuffling machines. He had to lift boxes of cards as well. He apparently had low back symptomatology dating back to 2007 or 2013. This was obviously before this subject period. He did undergo diagnostic studies. He had periodically been receiving injections. Ultimately, Dr. Soliman performed surgery. He continues to follow up with Dr. Soliman and Dr. Delasotta. Mr. Ghattas also has a history remarkable for rheumatoid disorders. He takes medications for depression and high blood pressure as well as elevated cholesterol. He also has been diagnosed with Raynaud’s phenomenon.

There is 10% permanent partial total disability referable to the lower back. He relates he stopped working at the insured in February 2021 because he could not tolerate the pain.












