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Dear Attomey Turek:

Today I am having the opportunity,
the problem of chronic low back pm» g
exarnination, radiographic and 1
formulate a reasonable assessment ofthe :

CHIEF COMPLAINTS

L zhzs man is reporting long standing aching and stiffness of his lower back.
&i’ 1nto both legs, left more than right, and is asscciated with numbness
"'dlps his toes into water, he is unable to differentiate hot from cold. At

iscgmfort radiates up his spine and down his.arms. This is accompanied by
5f his hands. ’

ion alternating with diarthea is a long term problem. He also describes urinary

e ily phiysician placed him on medacanon for this without benefit. There may have
been sony dlSGIISSIOD. about seeing a urologist.
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Re: Walter Hoiland

HISTORY OF PRESEN T ILINESS

The Dament relates virtually all of his low back trouble to a hxghway accident T.hat ggcurred on
April 6, 1998. As the belted driver of an 18 wheeler tractor-trailer traveling appro
along I-76, he was struck from behind by ancther semi truck. His legs “flew up” stnkmg
column, but he managed to get his truck stopped. Subseguently, he drove to the:
another track driver picked him up. Once he arrived home in Philadelphia, P
experiencing increasing difficulty walking because of severs back spasms:
evaluation was provided in the emergency department of Albert Einstein M
was concern over lower exiremity edema. A doppler ultrasound evaluation,

il clinical
‘Cénter were there
itive,

Later in the day, 4/10/98, the patient was evaluated by a chiro r, C: Boucher, D.C., for
the pmbiem of headaches, mid and low back pain, as well as a left thi 1Sion and pair., swelhnc
and stiffness of the legs. Dr. Boucher made the diagnoses CERV’C&&.’,, IHOMCIC LURMBOSACRAL
SPRAIN/STRAIN WITH SUBLUXATION, C’ONTUSION~5’PRWS’Z’R£ZZV KNEF/LEG based on the
presence of swelling, edema and spasm at the involved sies:- "i":earments (massage, trigger point
therapy, muscle stimulation, traction, spinal mampuiatzonand ex...zclse) were provided for one month
leading to consultations with associate W. Mangino, IL MD. m émesthesmlogist who deals in pain
management; and a physiatrist B. Varada, M.D.

MNoting patient complaints of severe mid ta I@w back pamn, left thigh pain, radicular pain into
the legs with swelling but no parasthesias on. 3/J§8 ‘Dr: Varada performed an examination leading
to the diagnoses ACUTE, SEVERE THOMCIC ﬁND LUMBOSACRAL STRAIN/SPRAIN- WITH
ASSOCIATED MYOFASCITIS, RIGHT IHGH C'OZV’IUSION WITH STRAIN. Deep tendon reflexes
were noted to be normal, and sensauong s grossly intact. Continued physical modalities and
chiropractic manipulation were reccmméﬂded. “As pain subsided, exercises were to be started.

On 5/8/98, Dr. Mangino evaiuated the patient for persistent low back pain, as well as radicular
left leg pain and right thigh pain. Rﬁ:mc edema was noted involving the left foot and lower leg
Patellar tendon reflexes w Tl _but the Achilles reflexes were normal. Some weakness was
present involving the extensors the ankles and left great toe. Dr. Mangino made the diagnoses
LUMBARSTRAIN ANDY CONYUSZ@N LUMBARMYOFASCIAL PAIN SYNDROME, LEFT EXTENSOR
FOOT TENDONITIS, SEV¥ER] ﬁOZ‘UUSYONTO THE LEFT ANTERIOR THIGH, MILD CONTUSION
70 THE RIGHT ANTFRIOR THIGH. Imaging of the lower back was recommended as well as
continued out—gaﬁem.th' apy. The patient was interested in returning to work. Dr. Mangino was
somewhat ¢ meg that the patient’s underlymo diabetes might cause problems with healing and
causalgia. '

the lower back performed by Callo Hill on 5/18/98 was interpreted by L. F.
- as showing “disk degeneration and bulging L1-L2 and 1.5-S1...question left-sided disk
55 81.” Degenerative joint disease with foraminal stenosis was visualized at14-L5. An
orthopaedxc surgeon in Philadelphia may have evaluated the situation. On 6/24/98, now noting
dorsiflexion weakness of the left ankle and foot as well as a dimunished left ankle reflex, Dr. Manginc
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Re: Walter Holland

discussed the possibility of providing an epidural steroid injection. There was some concern regarding
technical difficulty in doing the block because of the patient’s size. Again, diabetes was feitto be a
complicating factor leading to a poor prognosis. The same day, Dr. Boucher discharged:the patient

because the insurancs company, Liberty Mutual, assumed direct clinical mana.gement The:
t:eatmg physician was Dr. David Clemenis.

1zed

On 6/30/98, electrical studies of the legs performed by a “Dr. Shah” sho 4l 1.4-1.5

radiculopathy. Right and left peroneal nerve entrapment was also opined. B: ctoberot 1 998, the
patient had successtully returned to WOI‘k.

T'ne following year, April 1999, the pauemwasagam evaluated
Noting a diminished left knee and ankle reflex, positive left-sided strai >
weakness; Dr. Mangino felt thers was continued trouble with theLS
“Stage I RSD - Complex Regional Pain Syndrome.” An oral narcofic an
the epidural injections were still feit to be a viable Optlo osurgical consultation was
considered. The patient’s prognosis was felt to be “grave.” Twiomeonthslater, 6/23/99, Naproxen was
prescribed, and continued chiropractic treatment was recommeﬂﬁed Discontinuing work was
recommended in an effort to get various “issues resok me of the problem was the heavy

manual labor involved on a day to day basis. Also, efecmﬂ smdvas and repeat MR imaging of the
iower back were recommended

. Bo ‘ﬁer and Mangino.
za}se fand left quadriceps
hermiation as well as
sic was prescribed, and

On 11/4/99, electrical studies performe& i mterpreted by 8. Sacks, D.0O., showed an L5-51
radiculopathy greater on the left than nght Ccnﬁnuéd pain management was recommended "Later
that day, Dr. Mangino opined the dl&@OS&SEEREM&DEDLMARRAD] CULOPATHY AND
COMPLEX REGIONAL PAIN S}Q\JDRGM LEATERAL MYOFASCIAL PAIN STNDROME. NSAIDs
were recommended, and there was scme nszderatlon of placing the patient on an anti-depressant
medication. A change in chiropra . promoted leading to treatment with D. Paolini, D.C.
QOther options considersd include mgger point injections, epidural m}ectmns and 1intradiscal

led to an oﬂhcpaedx surwma.l evaluaﬁon by G. D. Hayken MZD ,on 6/15/C0.

br. ennoted a normal gait but the use of a cane to protect his left knee. Lower extremity
reﬂemmw re symmetrical with no motor weakness. Straight leg raising was negative. The diagnosis
LUMBOSACRAL STRAIN SUPERIMPOSED ON DISK DEGENERATION AND FACET JOINT
ARTHRITIS was made, and Dr. Hayken felt the patient could retum to work with lifting restrictions.
The left knee was felt to be more of a problem than the lower back. As it related to the remote back
injury, no additional orthopaedic or chiropractic care was felt to be necessary.
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Re: Waiter Holland

The following month, 7/6/00, a repeat MRI was performed by Rittenhouse Square Imaging at
the request of Dr. Mangino. Disk dessication was noted at 1.1-1.2, 1.3-1.4 and L5-S1. AnL3-51 left-
sided disk herniation was visualized impinging on the left S1 nerve root by R. 8. Schese M D. Ina

Noting that the patient was continuing to treat with Chiropractor Paoli
Mangino opined on &/29 & 12/5/00 that the patient would benefit from
neurosurgeon. The patient told me today that he feels he needs to “discusg;

PAST MEDICAL HISTORY

maﬁaoed with an oral agent. Aﬁermes None. Surgery To
smoke, and there is no history of substance abuse.

PHYSICAL FXAMINATION

This man is six feet tall and we1 pounds. He is friendly and cooperative. His attorney
from Philadelphia was present in ﬁlﬁ& a friendly, helpful chap. The patient walks slowly
with the help of a cane.

The low back area is eiuges?
ROM is restricted in all planesibec

vertebrae. "Bést seen on the obhque v1ews the posterior elements are narrowed and sclerotic. Best
seen on the AP view, lateral syndesmotic bridging is visualized between 1.4:15,

Page 4 of 6



Re: Wailter Hoiland

First hand, [ have reviewed the MR images of this man’s lower back dated 5/18/98. The
resolution is relatively poor, but there is evidence of diffuse disk buiging at 1.5-51. I cannot say for
sure that there is a hemniation. The quality of the 7/6/00 MKI is better, and there is a prgh
herniation at 1L3-81. Disk bulging is also visualized at T4-1.5. Disk Dessication is n
other levels.

DIAGNOSTIC IMPRESSTON:

' (1) LUMBOSACRAL SPONDYLOSIS

treatment. The other free-standing group of d

eaded by Dr. Mangino, who believe the
patient herniated his 1.5-81 disk in the truck

: 4/6/98 giving rise to a profoundly dlsaoimg

“pain has been consistent, but lower exiremity pain and neurological
symptoms have b ” Pain traveling up the spine and down the arms causinc :cmmbness and

tingling of the jz

left ankle and great toe would be more of an L5 nerve root problem. Earlier this year, Dr. Hayken
noted no asymmetry to this patient’s leg reflexes. My exam today shows hypoactive but symmetrical
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Re: Waiter Holland
reflexes with no demonstrable weakness. There is no sign of reflex sympathetic dystrophy.
‘ Elec_ﬁricai studies are notoriously unreliable in establishing proximal nerve root compression.

In this case, one neurologist documented electrical evidence of a bilateral L4-13 radiculopathy. Cver
a year later, the electromyographer opines a left L5-31 radiculopathy.

Magnetic resonance imaging does little to clarify the situation in this case. Both MRIs
(5/18/98 & 7/6/00) show multilevel degenerative disk and joint disease. 1.5-S1 disk bulging is seen
in 1958. This has probably progressed to herniation on this year’s imaging study. As we get older,
our disk spaces between the vertebrae-tend to lose water content (dessication or dehydration). The
surrounamg dzs& covering (annuius nbroszs) loses 1ts tensﬂe strength. Thus, MR evidence of disk

, s. Addmonaﬂy, the patient is cbe‘re;
3 tﬁﬁs”“ype < bscme clinical atﬂaﬁeﬁs giving the same modahty—based

@psculoskeletal symptom camolex Raﬂierthaﬁﬁosteng a:.,eeimgef well-being, it makes the pati
éependem on the docter.

' dezace present

} Jamﬁs Dav1d Bmdeﬁ M.D. _
JEMES DAVID BRODELL, M.D., INC.

IDB/apb
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