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January 23, 2013

RE:
Brian Tierney

History of Accident/Illness and Treatment: As you know, Mr. Tierney was previously evaluated in my office as described in the report of 11/08/08. At that time, we offered 23.5% of total in permanent partial disability referable to the combined residuals at the cervical and lumbar spine. I am now in receipt of a report from Dr. Cataldo dated 11/23/09. At that time, he offered 85% for the cervical spine representing an increase of 25% from his prior report of 11/18/08. He also offered 100% partial total to the lumbar spine, representing an increase of 18 and 1/3rd % over his prior estimate.

Additional records show Mr. Tierney was evaluated neurosurgically by Dr. Delasotta on 06/13/11. He cited the previous surgeries that were done. Mr. Tierney complained of a two-month onset of neck pain and off and on tingling into the left arm and fourth and fifth digits. He also continued to experience low back pain radiating to the right buttock and lower extremity along the posterior aspect. He had not been employed since 2003 and had a history remarkable for osteoarthritis. Dr. Delasotta’s diagnoses were status post anterior cervical discectomy at C4-C5 and C5-C6 with instrumented arthrodesis; status post L4-L5 posterior lumbar interbody fusion and foraminotomy; status post removal of hardware and foraminotomy; cervical radiculopathy, lumbar radiculopathy, rule out instability of the lumbar spine. He recommended updated MRIs of the cervical and lumbar spine as well as lumbar spine x-rays with flexion and extension views. On 11/05/11, Dr. Delasotta wrote that these studies were all done on 09/20/11 whose results will be INSERTED here. He recommended physical therapy, remaining active throughout the day and walking daily, weight reduction, and to return in six weeks.

Mr. Tierney then came under the pain management care of Dr. Polcer on 11/22/11. At that time, his lower back pain was more problematic than neck pain and most of his symptoms were axial. The radicular component was fairly modest. He was diagnosed with failed back syndrome and cervicalgia. Unfortunately, Dr. Polcer was not in receipt of any treatment records at that time. He expressed his concern for the patient’s request during the interview process stating he really did not wish to take any type of narcotics, yet admitted to taking his friend’s Percocet. He specifically requested Percocet from Dr. Polcer for pain control. He stated “because of this request, I would probably avoid use of Percocet and focus on long-lasting slow-release narcotics since they are a little bit more abuse (sic).” He also recommended a urine drug test if medications were instituted. Follow-up with Dr. Polcer occurred on 01/07/12, but there was no mention of his receipt of prior medical record. He nevertheless prescribed Percocet and Flexeril. He was seen frequently thereafter when medication refills and adjustments were made. On 10/23/12, he was seen for continued palliative care and was again prescribed Percocet.

Past Medical History: Normal macro with changes from 14 through 17.
He states he does not have a primary care physician.

Occupational History: This 50-year-old, single white male has remained out of work since March 2003. He does not plan to be at his regular job in the coming six months. His hobbies include motorcycles.

Present Complaints: At the time of the current examination, Mr. Tierney complains of lower back pain that shoots across his right buttocks down his right leg. About a year ago, he noticed the onset of left-sided neck pain going down the left arm to the inner elbow. The right leg pain goes down to the level of the ankle. He denies any bowel, bladder, or erectile dysfunction. He wears no splints, braces, or supports nor does he use any hand‑held assistive devices for ambulation. Overall, his symptoms are getting worse.

CURRENT MEDICATIONS: Percocet 7.5 mg twice per day from Dr. Polcer.

PHYSICAL EXAMINATION

GENERAL APPEARANCE: The examinee is an adult white male mesomorph who is well developed and well nourished, in no acute distress, who appeared appropriate for his stated age. A directed orthopedic examination was conducted. He had confluent tattoos throughout the body.

UPPER EXTREMITIES: Normal macro
LOWER EXTREMITIES: Normal macro
CERVICAL SPINE: Inspection of the cervical spine revealed normal posture and lordotic curve. There was a well-healed right anterior transverse scar consistent with the history of surgery described. Active flexion was full to 50 degrees, but extension was to 40 degrees. Rotation right was to 60 degrees and left to 30 degrees with side bending right to 25 degrees and left to 20 degrees. 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: Inspection of the thoracic spine revealed normal posture and kyphotic curve with no apparent scars. Range of motion was accomplished fully in flexion, extension, rotation, and side bending 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: The examinee ambulated with a physiologic gait. No limp or footdrop 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 decreased lordotic curve and a well-healed 5.5-inch longitudinal midline scar consistent with the history of surgery described. He sat comfortably at 90 degrees lumbar flexion, but actively flexed to 75 degrees and extended to 15 degrees. Bilateral side bending was limited actively to 20 degrees. Bilateral rotation was full to 45 degrees.. 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°. No extension response was elicited and slump test was negative. Supine straight leg raising maneuver on the right at 80 degrees elicited only low back tenderness with no radicular symptoms below the knees. On the left, at 90 degrees no low back or radicular symptoms were elicited. 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 07/01/03, Mr. Brian Tierney, a 50-year-old male, was lifting heavy sod while at work and experienced pain in his neck and lower back. He went on for an extensive course of treatment described previously. This involved several surgeries by Dr. Delasotta that will be INSERTED here. Since his prior evaluation, Mr. Tierney returned to Dr. Delasotta and had additional diagnostic studies. These failed to identify any significant progression of his underlying conditions. He also was evaluated by Dr. Cataldo who offered extremely high estimates of disability which would in total result in more than 100% total disability. Mr. Tierney continues to rely on short-acting narcotic analgesic medications, notwithstanding Dr. Polcer’s initial concerns about this. Interestingly, his hobbies continue to include motorcycles which obviously requires extensive physical agility and strength. This belies his absence from work for 10 years.

The current examination of Mr. Tierney on 01/08/13 found there to be mildly decreased range of motion about the cervical and lumbar spines consistent with his surgeries. Provocative maneuvers were negative for clinically significant disc pathology, spinal stenosis, or radiculopathy or facet arthropathy in these areas. There was no weakness, atrophy, or sensory deficits in either the upper or lower extremities. In sum, there has not been a significant progression for the worse to a material degree compared to his earlier evaluation.

Since his condition has reached a static level, it is appropriate to render an impairment determination at this time. In an overall consideration of the examinee, it is my professional opinion within a reasonable degree of medical probability that this case continues to represent the same amount of disability previously offered. This is despite the fact you have indicated he received an award of 75% of partial total disability.

