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Dictation Time Length: 21:48
May 2, 2024

RE:
Alan Forte
History of Accident/Illness and Treatment: Alan Forte is a 64-year-old male who reports he was injured at work on 05/21/20 when he was lifting a heavy gate. This was constructed of steel bars. As a result, he believes he injured his neck, back, and knees, but did not go to the emergency room afterwards. He had further evaluation leading to what he understands to be a diagnosis of severe back, knee, and nerve damage. He did not undergo any surgery and is no longer receiving any active treatment. He states in the past his knees started grinding. He did seek treatment for his left knee and back sometime earlier, but he could not recall specifically when. He denied any subsequent injuries to the involved areas.

As per his Claim Petition, Mr. Forte alleges occupational exposures caused permanent injuries to his low back and right knee from the period of 03/18/2002 through 08/19/2021.

He also supplied answers to occupational interrogatories in support of his claim.

As per the records supplied, he was seen at Jefferson Health on 10/14/16 as a new patient. For about one and a half years, he had a burning sensation on his left leg on the part of the knee to about the mid-thigh. It was warm to touch. He then started taking Krill oil and the burning sensation decreased, but he still feels it from time to time. He has not seen the physician in over three years. He denied a past medical or surgical history. His several assessments were well adult exam, essential hypertension, and encounter for immunization. His blood pressure was 146/102 and his heart rate was 70 per minute. He was referred for various laboratory studies. He returned on 01/26/17 and was seen by Dr. Meskin requesting laboratory studies. These were ordered. He saw Dr. Meskin again for an annual visit on 02/12/18. He has seen a cardiologist and had a positive stress test in March 2017. He was advised to undergo catheterization, but the Petitioner was not sure he wanted to pursue that. He was again referred for laboratory studies given a diagnosis of coronary artery disease involving native coronary artery of native heart without angina pectoris. He continued to be seen in this practice in the ensuing months and years. He underwent serial laboratory studies and general medical care. On 12/26/19, his problem list included coronary artery disease, degenerative disc disease of the cervical spine, degenerative disc disease of the lumbar spine, erectile dysfunction, essential hypertension, hyperglycemia, and primary osteoarthritis of both knees. His visit of 09/23/20 noted he had left hip pain down the left leg that started two days ago. He fell on ice a couple of years ago, but nothing recently. He was diagnosed with lumbar strain and initiated on conservative care. He reported he works in a warehouse and performs heavy lifting and bending with moving of packages. His symptoms began while at work on 09/21/20 and increased pain as the day progressed with increased stiffness as well. He had worsening of his symptoms when he returned to work on 09/22/20. He was prescribed Naprosyn by the physician assistant for his diagnosis of lumbar strain. He followed up here through 04/14/22.

Mr. Forte was seen orthopedically by Dr. Molter on 04/12/22 for low back pain and neck pain. He had a history of right arm pain and paresthesias as well as loss of function of the arm. He had an initial episode about 20 years ago. He had some paralysis of his right arm, which self-resolved on its own. Over the last six months, he has had progressive weakness in the right upper extremity. He was also having issues with fine motor movement of the right hand. The left arm is asymptomatic. He denies any gait instability at this time. He denies any bowel or bladder incontinence. Even when he had these issues 20 years ago, it involved only the right side. He tries to remain active, but finds this is limiting his ADLs to the point where he has actually filed for disability. There was no assertion that his need for disability was related to his employment. Exam found negative Spurling’s and Hoffman’s maneuvers and gait was normal. He had diffuse weakness particularly in the right upper extremity, particularly wrist extension as well as forearm flexion and grip strength. Sensation was intact. He was diagnosed with cervicalgia, cervical disc displacement and radiculopathy. His Naprosyn was refilled and he was referred for cervical spine MRI. The MRI was done on 04/18/22 and showed reversal of alignment with prominent kyphosis centered at C4-C5. There was grade 1 retrolisthesis of C3 on C4 and C4 on C5 and minimal grade 1 anterolisthesis of C6 on C7. There was multilevel spondylosis including bulges and protrusions as described. The central stenosis is moderate with indentation of the cord at C3-C4, mild with slight indentation of the cord at C4-C5. He had foraminal stenosis moderate at C3-C4 and advanced at C4-C5 and mild at C5-C6. Several weeks later, he underwent an MRI of the lumbar spine on 05/16/22. At L3-L4, there was impingement of the exiting left L3 and bilateral descending L4 nerves. He had mild to moderate spinal canal stenosis at this level. At L4-L5, there was impingement of the exiting left L4 nerve. At L5-S1, there was encroachment of the exiting L5 nerves. He had grade 1 spondylolisthesis at L2-L3 through L4-L5 without spondylolysis. He had additional mild multilevel degenerative changes. He followed up with Dr. Molter to review the cervical MRI on 05/13/22. He had filed for disability. He again brought up his lower back and they discussed he would need additional visits for that. However, he insisted on getting that looked at based upon the pain across the paraspinals as well as pain to both legs. He also demonstrated his gait, which appeared more of a shuffling gait with a concern for possible neurologic issue more so than a low back issue. He was referred for lumbar MRI. He stated the cervical MRI does not demonstrate significant narrowing to explain his continued symptoms. He saw Dr. Deirmengian at Rothman on 06/15/22, complaining of bilateral knee pain. He stated this substantially limits his activities of daily living. He did not assert any relation to his employment. He was unable to tolerate further conservative measures due to the severity of arthritis and level of pain. X-rays of the right knee showed severe arthritis with bone-on-bone contact, cysts, spurs, and sclerosis. Dr. Deirmengian diagnosed bilateral primary osteoarthritis of the knee. He deemed Mr. Forte was an appropriate candidate for consideration of right total knee replacement. He again saw Dr. Molter on 06/24/22 to address his low back pain. He recommended follow-up with neurology. He was to return for his lumbar spine in six to eight weeks. On 08/29/22, he related a flare of his lower back symptoms over the last few days. He has a known history of severe spinal stenosis as well as multiple levels of severe foraminal narrowing in the lumbar spine. He was using a cane for ambulation. He related his pain level was 8/10. On this occasion, he was diagnosed with lumbosacral intervertebral disc degeneration and pseudo-claudication syndrome. Dr. Molter prescribed him on a Medrol Dosepak. Failure to improve would lead to consideration of possible interventional procedures. He had an encounter on 06/15/22 that appears to be from Dr. Molter. They discussed the natural history of arthritis and possible treatment options for the knee. Mr. Forte was uncertain if he wanted to proceed with cortisone injections to the knees. Family members had bad reactions to cortisone injections in the past. He was also fearful of proceeding with knee replacement although Dr. Molter felt it was in his best interest to see Dr. Deirmengian regarding knee arthroplasty.

You describe that after the visit at Jefferson on 09/23/20, he presented for further treatment on 04/08/22 when seen by Dr. Hartman. He was a new patient complaining of bilateral knee pain for the past few years, worsening over the past few months. He reported no injury and indicated he had low back pain with radiculopathy. X-rays showed bilateral tricompartmental degenerative joint disease with no acute findings. He was diagnosed with bilateral primary osteoarthritis. He then was seen by Dr. Molter as noted above.
As per his answers to occupational interrogatories, Mr. Forte wrote he was employed by the insured from 03/18/22 until 08/19/___. He complained both knees and low back are in lots of pain due to repetitive bending, twisting, pushing, pulling, and heavy lifting of commercial weights. Due to this, his arthritis was exacerbated. He did this on a consistent basis for 18 years without help. He did relate seeking treatment with Dr. Meskin on 02/18/14 as well as at Jefferson on 09/23/20. After being let go from the insured two weeks later, he was hired by Amazon. Finally, he alleged the occupational exposure exacerbated his arthritis.
PHYSICAL EXAMINATION
GENERAL APPEARANCE: He was extremely focused on his subjective complaints. He was markedly uncooperative. He performed no exertion. He would not step up onto the exam table. He quoted his MRI results by memory. As the evaluation proceeded, he added to complaints and his limitations. Blood pressure was elevated as it was in his primary care office.
UPPER EXTREMITIES: Inspection of the upper extremities revealed no bony or soft tissue abnormalities. There were no scars, swelling, atrophy or effusions. Skin was normal in color, turgor, and temperature. Motion of the right shoulder was full, but adduction elicited left-sided low back pain which is non-physiologic. Left elbow flexion was full, but non-physiologically elicited right knee pain. Motion of the shoulders, elbows, wrists, and fingers was otherwise full in all spheres without crepitus, tenderness, triggering, or locking. 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– for resisted right hand grasp and elbow extension, abduction right shoulder 4 and left shoulder 4+. Strength was otherwise 5/5. There was no significant tenderness with palpation of either upper extremity. 

He offered numerous nonsensical complaints about areas that were not even being examined.
LOWER EXTREMITIES: He wore a right knee brace and prevented examination of it. He would not lie supine for further exam of the knees.
CERVICAL SPINE: Inspection of the cervical spine revealed normal posture and lordotic curve with no apparent scars. Active flexion was 15 degrees, extension 10 degrees, side bending right 10 degrees and left 15 degrees with rotation right 40 degrees and left 10 degrees. He complained of a pop in the cervical spine when he rotated. 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: He ambulated with a hesitant, but physiologic gait. There was no actual foot drop nor did he use any hand-held assistive device for ambulation. He declined attempting to stand or walk on his heels and toes. He changed positions slowly and declined attempting to squat and rise. Inspection of the lumbosacral spine revealed normal posture and lordotic curve with no apparent scars. He stated as he performed flexion that it decreased his pain, but later stated it increased his pain. Flexion was to 60 degrees and extension to 15 degrees. Bilateral rotation and side bending were accomplished fully. He complained of a popping sensation with changes in his position. 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 deferred.

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.

Alan Forte alleges his routine job tasks with the insured led to permanent injuries to his neck, back, and knees. He regularly saw a primary care physician for various annual medical evaluations. He did not report any musculoskeletal symptoms such as these until the 2020s. At that time, he also did not convey any relationship of his symptoms to his employment. He was seen by Dr. Molter and his colleagues. X-rays showed advanced arthritis in the knees. He had cervical and lumbar spine MRIs that also showed multilevel degenerative changes. He appears to have been noncompliant to recommended therapeutic measures. He did not undergo any surgery in this matter. He currently takes naproxen and methylprednisolone despite the warning from Dr. Molter not to do so. He had widespread subjective complaints. He added to them as the evaluation proceeded. He was clearly uncooperative for the reasons described above. I have been advised he had a motor vehicle accident in 1995 resulting in disc herniations to the neck and back. However, Mr. Forte denies ever sustaining any motor vehicle accident injuries.

With respect to his employment, there is 0% permanent partial total disability at the neck, back or knees. Independent of his employment, he does have naturally occurring osteoarthritis of aging for which there may be minimal permanent impairment levels. These were not caused, permanently aggravated or accelerated to a material degree by his alleged occupational activities.













