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__________ Part 2 __________
Dictation Time Length: 21:37
March 7, 2024

RE:
Sameh Ghattas
History of Accident/Illness and Treatment: As per the records provided, Mr. Ghattas filed a Claim Petition alleging from 01/01/10 to the present repetitive job activities caused permanent lumbar injuries. Medical records show he underwent a CT angiogram of the chest on 07/28/09. It showed no thoracic aortic aneurysm. There was no CT to correlate to the patient’s complaint of cold and numbness within the hands and feet. He was under the care of his family physician named Dr. Richwine. This was for a variety of medical ailments including hyperlipidemia, diabetes, and hypertension. On 08/20/13, he listed a diagnosis of low back pain. On 07/28/14, he added a diagnosis of arthritis. He was taking Celebrex on 10/29/14, but his pain level was 0/10. As part of his general medical care, Mr. Ghattas underwent extensive laboratory studies dating back to as early as 03/12/12. He underwent a lumbar MRI on 09/07/13 compared to a study of 07/13/07. This was for “persistent back pain with radiculopathy.” When compared with the 2007 exam, there was worsening degenerative discogenic disease with a new minimal disc bulge at L1-L2. There was stable asymmetric left-sided disc bulge at L4-L5 that touches, but does not displace the exiting left L4 nerve root. There has been an increase in the size of the left lateral annular tear at the L4-L5 level. He had a small central disc protrusion with an annular tear at L5-S1 level that has not significantly changed. On 02/27/18, he underwent several laboratory studies. This included an elevated RA latex turbid study at 26.7 with the high normal being 13.9. This is actually rheumatoid arthritis factor study. The Petitioner had a lumbar MRI on 09/07/13 compared to a study of 07/13/07. He came under the neurosurgical care of Dr. Delasotta on 09/26/13. He had a history of low back problem since 2007 and intermittent exacerbations of pain. He was in his usual state of health until approximately one month ago when he began to experience the onset of low back pain, which was quite severe after performing yardwork. He did present to Dr. Richwine who started him on a steroid that helped with his complaints. He then sought three sessions of chiropractic care with overall benefit. Over the summer, he had a prior episode of low back pain as well. He feels that these flare-ups are occurring more frequently and lasting longer. He was rendered a diagnosis of axial low back pain for which he was referred for a lumbar myelogram CT. He continued to be seen by Dr. Delasotta regularly. A CT myelogram was done on 10/07/13. At L4-L5, there was disc bulging with a far left-sided disc protrusion causing moderate left foraminal stenosis. There was also mild central canal stenosis. At L5-S1, there was a shallow central disc protrusion. Laboratory studies on 02/27/18 revealed an elevated rheumatoid arthritis factor at 26.7. I am sure I previously dictated that… so it can be deleted. On 05/24/15, he underwent an MRI of the left knee. It identified anterior medial femoral extensor surface focal deep chondral fissuring with tiny subjacent marrow edema. There were superior patellar eminence and inferior central trochlear focal subchondral cystic changes. There was mild ACL sprain likely chronic characterized by loss of normal striation. On 05/24/15, he had an MRI of the right knee that showed medial femoral extension surface deep chondral fissuring and delamination with patchy tiny subjacent marrow edema and cystic change. There was patella lateral facet severe chondromalacia with subchondral cystic change. He had tiny intraarticular body dorsal to the distal PCL. He had a mild ACL sprain that was likely chronic characterized by loss of normal striation.
The Petitioner was seen by rheumatologist named Dr. Halko beginning 03/01/18. He wrote the Petitioner had a history of Raynaud’s in his toes and his fingers that was getting worse. His lab work was done and his rheumatoid factor was high positive and screening ANA was positive. He also had some shortness of breath. This problem had been going on for about 10 years. This physician continued to follow him for his Raynaud’s syndrome without gangrene. This was to be with more specific laboratory testing to start. He had a chest x-ray on 09/11/18, compared to a study of 05/24/13. No acute pulmonary disease was seen. Cervical spine MRI was done on 10/16/18 at the referral of pain specialist Dr. Petersohn. The history given was “back and neck pain, numbness and tingling in the hands and feet for two years.” This found disc pathology throughout the cervical spine without cord compression at any cervical level. He had significant foraminal stenosis on the left at C3-C4 and on the right at C5-C6 and bilaterally at C6‑C7. He had a lumbar MRI on 11/14/18. It showed disc pathology at multiple levels as noted. There was spinal stenosis moderate at L4-L5. He had bilateral lateral recess stenosis at L4-L5 and on the right at L5-S1. Foraminal stenosis is significant on the left at L4-L5. He had facet arthropathy and effusions bilaterally at L4-L5 and L5-S1. The findings are similar to those present on the prior study referenced above except that there has been mild progression of facet arthropathy at L4-L5 bilaterally. The facet effusions seen at this level are larger than they were previously. A lumbar MRI done on 01/03/20 was compared to the study of 11/14/18. There were again multilevel degenerative changes. There was broad-based left paracentral/foraminal disc protrusion type herniation with degenerative changes at L4-L5 that contributes to moderate to severe central canal and moderate left foraminal narrowing, similar compared to the prior exam. There was central/right paracentral disc protrusion type herniation at L5-S1 with degenerative changes that contribute to effacement of the right greater than left subarticular recess and moderate central canal with mild to moderate bilateral foraminal narrowing similar to the earlier study. He had repeat chest x-ray on 03/04/20. He had repeat cervical spine MRI on 03/18/21, compared to one done on 10/18/18. There was disc and bony pathology throughout the cervical spine without cord compression. He had significant foraminal stenosis on the left at C3-C4; questionable foraminal stenosis bilaterally at C4-C5. Consider correlation with CT for further evaluation if clinically appropriate. It also revealed significant foraminal stenosis on the right at C5-C6 and bilaterally at C6-C7. There was pannus or pseudo-pannus dorsal to the dens, with cystic bony changes in the dens stable when compared to the prior study. Flexion and extension x-rays were done at the cervical spine on 03/18/21. It showed marked spondylotic changes at C5-C6 and C6‑C7. There was 2.3 mm translational motion at C4-C5. He had a lumbar MRI again on 03/18/21, compared to a study of 01/03/20. It was interpreted as disc pathology at multiple lumbar levels as noted, most significant at L4-L5 where there was severe spinal stenosis and severe left neuroforaminal sources. These findings are progressive when compared to the prior study. He had severe right lateral recess stenosis at L5-S1, similar to the prior study. There was significant foraminal stenosis on the left at L3-L4, maybe mildly progressive since the prior study. Lumbar flexion and extension x-rays were done on 03/18/21 and identified a grade I spondylolisthesis with translational motion at L4-L5. Plain cervical spine x-rays on 09/10/18 found degenerative changes most evident at C5‑C6 where there was moderate disc height loss. There was anterolisthesis at C3-C4 and C4-C5 with evidence of instability. He had bilateral knee x-rays on 09/10/18 that were read as unremarkable.
He was seen again by Dr. Petersohn on 03/05/20, reporting 50% improvement in overall intensity of pain status post lumbar epidural steroid injection at L5-S1 given on 02/04/20. He also reviewed the lumbar spine MRI from January 2020. He wrote it showed broad bulge at L3-L4 with broad herniated nucleus pulposus at L4-L5 with left greater than right far lateral impingement of the L4 nerve roots. At L4-L5, there was grade I anterolisthesis with hypertrophic facet and right greater than left lateral recess stenosis. At L5-S1, there was moderate right greater than left herniated nucleus pulposus with probable right S1 impingement. Another lumbar epidural injection was administered at L5-S1 on 11/27/18. A left C5 and C7 selective nerve root injection was done on 12/04/18. Dr. Petersohn gave him a variety of injections to the spine.

The Petitioner was seen by a rheumatologist named Dr. Wasserman beginning 07/15/20. She noted he had a positive ANA and positive SM/RNP antibody, Raynaud’s disease, osteoarthritis, dyspnea, chest pain, and primary osteoarthritis of both knees. She continued to treat his underlying autoimmune arthritic conditions. On the visit of 07/15/20, he wrote he had knee symptoms and had a history of osteoarthritis and gets Synvisc injections by orthopedics and the knees have improved. He also has issues with his lumbar and cervical spondylosis and has had epidural steroid injections.

He eventually came under the neurosurgical care of Dr. Glass on 02/25/21. He directly reviewed the cervical MRI from 10/16/18 and the lumbar MRI from 01/03/20. His diagnostic impressions were cervicalgia with cervical radiculopathy: C1 pannus dorsal of the dens, C2-C3 central herniation, C3-C4 and C4-C5 slight anterolisthesis, C5-C6 slight retrolisthesis with broad disc osteophyte complex, right greater than left and stenosis, C6‑C7 bulge. His other impression was low back pain with lumbar radiculopathy; L1-L2 retrolisthesis, bulge and facet arthropathy; L2-L3 and L3-L4 bulge and facet arthropathy; L4-L5 bulge, facet arthropathy, left herniation and stenosis; L5-S1 bulge, facet arthropathy, central and right paracentral herniation and stenosis. He then wanted updated studies. He was referred for physical therapy, but on 06/15/21 reported he was unable to tolerate it since it worsened rather than improved his symptom complex. He did participate in physical therapy on the dates described. Another pain management consultation was performed on 08/30/21 by Dr. Pryzbylkowski. He offered interventional pain management procedures.
IMPRESSIONS and ANALYSES: 

The Petitioner Sameh Ghattas alleges occupational exposures from 01/01/10 through the present caused permanent disability in the lumbar spine. In point of fact, he had lumbar spine problems as early as 2007. At that point, he underwent diagnostic studies and treatment. He subsequently was found to have rheumatoid arthritis and other autoimmune orthopedic conditions. He was seen by Dr. Gabros and Dr. Halko from 03/01/18 through 03/05/18. Serial diagnostic studies of the cervical and lumbar spine were performed. He did accept injections with some improvement. He was seen neurosurgically by Dr. Glass, but surgery was not performed.

We are also in receipt of correspondence dated 09/24/21 from the attorneys of D'Arcy Johnson and Day. 












