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Dictation Time Length: 11:14
May 10, 2024

RE:
Cory Leeds
History of Accident/Illness and Treatment: Cory Leeds is a 46-year-old male who reports he was injured at work on 11/09/22. He was working in a hole with shoring and the front of the hole caved in. He turned to get away and asphalt hit his legs and flipped him onto his side. As a result, he believes he injured his neck, back, and hips and was seen at AtlantiCare Medical Center Emergency Room the same day. He had further evaluation and treatment including neck fusion by Dr. Sabo, but is unaware of his final diagnosis. He has completed his course of active treatment.

As per the records supplied, Mr. Leeds was seen at the emergency room on 01/05/23. He stated about two months ago he was involved in an accident at work where he tripped over a water main landing onto his left side. Since then, he had pain to the mid-thoracic area. He also had progressive numbness from the left shoulder down to the left lower extremity and described weakness to the right lower extremity. He did not have weakness to the left lower extremity or left upper extremity. He was examined and diagnosed with cervical disc herniation and edema of the spinal cord. He then clarified that he was injured on 11/09/22. He was also thought to have Brown-Séquard syndrome/cord edema at C6-C7 status post anterior cervical discectomy and instrumented fusion at C5-C6 and C6-C7 with microsurgical decompression and placement of Skyline titanium plate and screws and vertical graft allograft prosthesis and graft on DBM 01/07/23. This was after he quickly underwent surgery. The surgical report shows on 01/07/23 Dr. Sabo performed anterior cervical discectomy and instrumented fusion at C5-C6 and C6-C7 with microsurgical decompression and placement of Skyline titanium plate and screws and vertical graft allograft prosthesis and graft on DBM. The postoperative diagnoses were C5-C6 and C6-C7 herniated discs with myelopathy, cord compression, and cord injury. He participated in rehabilitation postoperatively at Bacharach on 02/21/23. They noted he had been transferred there first on 01/10/23 through 01/24/23 and was now receiving outpatient physical and occupational therapy. In terms of his initial evaluation at the hospital, they noted MRI of the brain was unremarkable. Cervical spine MRI revealed a posterior disc protrusion and compression at C5-C6 with cord edema. He was admitted and received intravenous Decadron and neurosurgical consultation. Upon exam, he had myelopathic findings of incomplete spinal cord injury with hemi-sensory deficit and weakness of the right lower limb as well as upper motor neuron findings in the arms and legs. He was then taken to the emergency room by Dr. Sabo on 01/07/23. Dr. Anmuth wrote on this progress report that in addition to the traumatic herniation with incomplete spinal cord injury, he had hemi-sensory deficit and neuropathic pain, hypertension, neurogenic bladder – improved and off Flomax, sexual dysfunction following spinal cord injury – also resolving, reports ability to have erection and ejaculation. He was not cleared to return to work at that time. He participated in a functional capacity evaluation at Strive Physical Therapy on 08/10/23. He demonstrated the ability to perform 70.4% of the physical demands of his job as a laborer. He put forth reliable effort. He was deemed capable of working in the light physical demand category.
PHYSICAL EXAMINATION
GENERAL APPEARANCE: He did wear a yellow Workman’s vest.
UPPER EXTREMITIES: Inspection revealed amputation of the left small finger. There was a rough texture to his hands bilaterally. 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: He wore jeans, limiting proximal visualization and pinprick testing. Range of motion was accomplished fully in all planes at the hips, knees, and ankles without crepitus or tenderness. Deep tendon patellar reflexes were 3+ bilaterally and 2+ at the Achilles. Peripheral pulses, pinprick, and soft touch sensations were intact bilaterally. Manual muscle testing was 4+/5 for right hamstring strength, 5– for quadriceps strength, 3– for extensor hallucis longus strength and 3/5 for plantar flexor strength. Strength was 5/5 on the left. There was no significant tenderness with palpation of either lower extremity.

CERVICAL SPINE: Inspection of the cervical spine revealed normal posture and lordotic curve. Inspection revealed a well-healed right anterior transverse scar consistent with his surgery. Active rotation right was 50 degrees and left 40 degrees, side bending right 20 degrees and left to 15 degrees, flexion 15 degrees and extension 30 degrees. He was tender at the paravertebral musculature bilaterally and the left trapezius in the absence of spasm, but there was none on the right or in the midline.
THORACIC SPINE: Inspection of the thoracic spine revealed normal posture and kyphotic curve with no apparent scars. Range of motion was accomplished fully in flexion, rotation, and sidebending bilaterally. He was tender at the left interscapular musculature in the absence of spasm, but there was none on the right. There was no winging of the scapulae.

LUMBOSACRAL SPINE: He ambulated with a foot drop on the right. He could stand on his toes but not on his heels. He changed positions slowly and was able to squat to 30 degrees. Inspection of the lumbosacral spine revealed normal posture and lordotic curve with no apparent scars. He sat comfortably at 90 degrees lumbar flexion, but actively flexed to 45 degrees. Extension, bilateral rotation, and side bending were accomplished fully. 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.

On 11/09/22, Corey Leeds was working in a hole when the shoring at the front of the hole caved in. He was then struck about the legs by asphalt, causing him to flip over onto his side. He currently states he went to the emergency room the same day, but his described date of incident of 01/09/23 does not correlate with the documentation of 11/09/22. He gradually experienced symptoms over the next several weeks with progressive neurologic deficit. He did go to the emergency room on 01/05/23 and was diagnosed with cervical disc herniation, edema, and edema of the spinal cord. He quickly underwent surgery by Dr. Sabo as noted above. He remained at a rehab facility for a few weeks afterwards. He then had an FCE on 08/10/23 as noted above.

The current exam found him to have increased patellar reflexes bilaterally, but no clonus. He had some weakness in the right lower extremity and a drop foot on that side. He could stand on his toes, but not on his heels. He had decreased active range of motion about the cervical spine, but negative Spurling’s maneuver. He had a rough texture to the hands consistent with ongoing physically rigorous manual activities.

There is 15% permanent partial total disability referable to the cervical spine. There is 0% permanent partial total disability referable to the lumbar spine. Mr. Leeds has made a very good recovery considering the extent of his injury. He remains highly functional.












