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Dictation Time Length: 09:28
May 14, 2023
RE:
Jameel Felder
History of Accident/Illness and Treatment: Jameel Felder is a 39-year-old male who reports he was injured at work on 04/01/22. He was lifting up a box and before he could put it back, something in his back popped. He believes he injured his lower back, but did not go to the emergency room afterwards. He had further evaluation, but remains unaware of his final diagnosis. He declined receiving injections or surgery. He is no longer receiving any active care.

As per the records supplied, Mr. Felder was seen at WorkNet on 04/11/22. He stated 10 days earlier he heard a sudden pop in his low back followed by significant pain after lifting a box of liquid soda that is about 45 to 65 pounds. He went home the day of the injury. The next day he started feeling worse and on Sunday developed sharp pain radiating to the right buttock region. He had been using Aleve without improvement. He also denied any systemic complications. He was examined and diagnosed with a lumbar strain for which he was placed on medications and activity modification. He returned on 04/18/22, reporting 0% improvement of his symptoms. For lumbar strain with right-sided radicular symptoms, he was referred for an MRI and physical therapy. At the visit of 05/02/22, Dr. Huynh noted the results of the lumbar MRI done on 04/26/22. It showed bulging discs at L3-L4, L4-L5 and L5-S1; mild facet arthropathy; abnormal bone marrow signal nonspecific in appearance. This could represent a variety of primary or secondary bone lesions or myeloma as per the radiologist. Dr. Huynh then referred Mr. Felder for orthopedic consultation.

On 05/12/22, Dr. Shah did perform such an evaluation. He had just started therapy. He had a history of testicular cancer treated surgically. He was currently taking COVID‑19 MRNA. He diagnosed low back pain, lumbar sprain and right-sided lumbar radiculopathy and SI joint dysfunction. He recommended maximizing nonoperative treatment options with therapy and work hardening. If he has persistent weakness at his next visit, an EMG may be obtained. He anticipated recovery would be in the next one to two visits. He returned on 06/09/22, stating he felt worse after leaving therapy. Dr. Shah then recommended pain management evaluation. At his visit of 12/16/22, he noted that Dr. Cooper did a pain management evaluation and recommended injections that Mr. Felder declined. On this visit, he rated his pain at 1/10. He deemed the Petitioner had reached maximum medical improve movement for the work injury. He is fit to return back to work at full duties. We are in receipt of the pain management note from Dr. Cooper dated 07/27/22. He noted the course of treatment to date. Mr. Felder admitted having low back pain around 2014 which resolved after undergoing injections. He claimed he had been pain free since 2015. After Dr. Cooper’s evaluation, he recommended consideration for transforaminal epidural steroid injection. He also recommended ongoing therapy and medication management. The Petitioner was pending a PET scan based upon the MRI results and his history of testicular cancer. Dr. Cooper also suggested consideration for a right sacroiliac joint injection.

PHYSICAL EXAMINATION
He was dressed in a kurta.

UPPER EXTREMITIES: Normal macro

LOWER EXTREMITIES: Inspection revealed Morton toes bilaterally and devitalized great toenails bilaterally. He also had hallux valgus deformities on both feet, but no other bony or soft tissue abnormalities. There was no leg length discrepancy with the examinee supine, as measured at the medial malleoli. There were no scars, swelling, atrophy, or effusions. Skin was normal in color, turgor, and temperature. Range of motion was accomplished fully in all planes at the hips, knees, and ankles without crepitus or tenderness. Deep tendon reflexes were 2+ at the patella and Achilles bilaterally. Peripheral pulses, pinprick, and soft touch sensations were intact bilaterally. Manual muscle testing was 5/5 at the extensor hallucis longus and throughout the lower extremities bilaterally. There was no significant tenderness with palpation of either lower extremity.

CERVICAL SPINE: Normal macro

THORACIC SPINE: Normal macro
LUMBOSACRAL SPINE: The examinee ambulated with a physiologic gait. No limp or foot drop 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 normal posture and lordotic curve with no apparent scars. He sat comfortably at 90 degrees lumbar flexion, but actively flexed to 50 degrees. Motion was otherwise full in all spheres without discomfort. 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 maneuver on the right at 75 degrees elicited only hamstring tightness, but no low back or radicular complaints. On the left, at 90 degrees no low back or radicular complaints were elicited. 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 04/01/22, Jameel Felder allegedly felt a pop and pain in his lower back when lifting a heavy box of liquid soda. For unclear reasons, he did not seek treatment until 04/11/22 when he presented to WorkNet. They diagnosed a lumbar sprain and initiated him on conservative care. He followed up over the next several weeks. Due to persistent complaints, he underwent an MRI whose results will be INSERTED here.
He then came under the care of spine surgeon Dr. Shah who also initially treated him conservatively. Ongoing physical therapy was rendered on the dates described. At one point, the Petitioner alleged he felt worse after completing therapy each session. He was seen by pain specialist Dr. Cooper who elicited a history of prior low back injury that the Petitioner currently fails to mention. Eventually, Dr. Shah discharged from care at Maximum Medical Improvement to return to unrestricted work activities.

The current examination of Mr. Felder found he had somewhat variable range of motion about the lumbar spine. Provocative maneuvers were negative and neural tension signs were negative. He had no weakness, atrophy, or sensory deficit in either lower extremity.

There is 0% permanent partial total disability referable to the lower back relative to the event of 04/01/22.
