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Dictation Time Length: 24:12
January 27, 2023
RE:
Camille Holiday

History of Accident/Illness and Treatment: Camille Holiday is a 65-year-old woman who reports she was injured at work on 09/21/13. She was doing care of an elderly patient. She asked the patient to turn towards her and she bumped her hand and she was about to fall off of a bed. Ms. Holiday did not want her to hit her on the *__________* so she lowered the patient herself on the left side of her body and she heard a pop. She had left leg and lower back pain. She went to the emergency room afterwards. She had further evaluation leading to what she understands to be a diagnosis of lower lumbar damage. She did undergo a series of injections including eight injections in 2022 with Dr. Paul. These provided her with temporary relief. She did not undergo any surgery and is no longer receiving any active care.

As per her Claim Petition, Ms. Holiday alleged she was supporting a falling patient on 09/21/13 and injured her low back with radiculopathy. She did receive Orders Approving Settlement as listed on your cover letter, to be INSERTED here. She has now filed a second reopener.

On 09/24/13, she was seen by Dr. Barrett in follow-up. She denied much improvement. Percocet was too strong so she was taking Motrin, Anaprox and a muscle relaxant. Dr. Barrett referred her for a lumbar MRI. This evidently was done, but I am not in receipt of its actual report. She was seen on 10/08/13 by neurosurgeon Dr. Glass. He noted a history of right foot open reduction and internal fixation. He referenced an MRI from 09/28/13 showing mild grade I anterolisthesis at L5-S1, mild disc bulging annuli at L3-L4 and L4-L5 with multilevel spondylosis and multilevel facet arthropathy. He cleared her for modified activities and referred her for physical therapy. She saw Dr. Glass through 01/02/14. At that time, she preferred to continue expectant management and a home exercise program. She felt entirely capable of working full duty and was authorized to do so.

On 09/21/13, she was seen by Dr. Wilson complaining of lower back pain radiating down the left thigh. She was caring for a resident who rolled and the patient caught her with her left leg to keep her from falling off the bed. She was diagnosed with lumbar back pain and muscle spasm for which she was prescribed medications. 
After a gap in care, she saw Dr. Glass again on 01/19/15 with persistent symptoms. He recommended a new lumbar MRI in light of the elapsed time interval since the prior study was done. On 01/26/15, she did have a lumbar MRI to be INSERTED here. Dr. Glass reviewed these results with her on 02/05/15. On 03/16/15, he wrote correspondence after doing a side-by-side comparison of her two MRIs. He wrote the new findings in comparison include development of slight anterolisthesis at L4-L5 on the 2015 study and progression of the anterolisthesis at L5-S1 which has now progressed to advanced grade I anterolisthesis at L5-S1 rather than mild grade I anterolisthesis at that level. On 03/19/15, he learned she had been treating with Dr. Polcer who administered an injection. She was scheduled for a second injection. On 02/27/15, he performed a lumbar epidural injection. On 03/27/15, he performed facet joint injection. Dr. Glass saw her again on 04/23/15 and again deemed she had reached maximum medical improvement. The injections had significantly improved her symptoms.

She did undergo a permanency evaluation by Dr. Hausmann on 11/13/15. He learned she was working for two employers at the time of the accident and was actually working 70 or more hours a week as a CNA. She had now cut back due to the complaints. He offered an assessment of 7.5% partial total for the lower back. Of this, 3% was apportioned to the incident related disability for the lumbar strain and the remainder would be regardless of causal relationship.
On 05/24/18, she returned to Dr. Glass. He then recommended dynamic lumbar spine x‑rays. These were done on 06/04/18. It showed grade I anterolisthesis of L5 on S1, but does not show abnormal motion on flexion or extension. On 06/14/18, she underwent a lumbar MRI to be INSERTED here. On 06/12/18, Dr. Glass reviewed these results with her. They discussed treatment options. She wished to delay lumbar care while recovering from recent orthopedic surgery on her right shoulder.

Ms. Holiday saw Dr. Glass again on 02/07/19. She had now recovered from right shoulder surgery by Dr. Islinger and requested additional care for her lumbar region. She agreed to pursuing formal physical therapy and the potential for subsequent lumbar operative intervention. On 03/19/19, she declined interventional treatment so was deemed to have reached maximum medical improvement once again.

She was seen on 03/06/21 by Nurse Practitioner Andrews. She wrote Ms. Holiday was excused from work through 03/09/21. She returned to this urgent care facility on 03/06/21. She complained she had an injury in 2013 and now her back flares up sometimes.

After another gap in care, she was seen by Dr. Glass again on 03/12/21 for a need-for-treatment evaluation. She denied any pain free interval in her lumbar region, but was continuing to work in a full-duty capacity. He did recommend additional treatment including a repeat lumbar MRI. This was done on 09/07/21 to be INSERTED. He reviewed these results with her on 09/09/21. They again discussed possible treatment options. She did not avail herself of any of them in a timely fashion even at her next follow-up on 11/18/21. Therapy provided no relief so she wanted it discontinued. She was going to follow up as needed. She did return next time on 08/02/22 with bilateral lumbosacral back pain and bilateral lower extremity radicular pain to the feet. There was numbness, paresthesias and weakness in left lower extremity. She was currently working although her pain remained quite significant. She had quit using tobacco in 2020. They again discussed treatment options that she would contemplate. His diagnoses were low back pain with lumbosacral radiculopathy and painful lumbar discogenic syndrome, L5‑S1 grade I anterolisthesis with broad herniation and stenosis, superimposed L2-L3, L3-L4, and L4-L5 mild bulging and facet arthropathy.

Ms. Holiday in fact was seen on 11/11/14 at Reliance Medical Group, Dr. Musarra. This was to review her laboratory studies. She was going to return in six months. On 08/03/15, she presented for a sick visit. She was diagnosed with sinusitis and prescribed Zithromax and loratadine.

She was seen on 12/12/14 by a pain management specialist Dr. Carr. He summarized the Petitioner’s course of treatment to date and her response to it. He opined she had exhausted conservative care including physical therapy and medications. He recommended a course of epidural injections. As may have been stated above, she saw Dr. Polcer on 02/24/15. He performed epidural injection on 02/27/15 and facet injection on 03/27/15.

Ms. Holiday did have an updated lumbar MRI on 06/04/18 compared to the study of 09/28/13. This is to be INSERTED as well.
On 01/10/20, she was reevaluated by Dr. Hausmann. He opined the changes in the lumbar spine were due to age-related progression of lumbar degenerative disc disease and spondylolisthesis. She has not given up or reduced any activities. The only thing she does is go to work each day. She had no formal restrictions for her job duties. He then offered 10% partial total disability, 3% would be incident related and 7% would be regardless of causality.

On 06/18/21, the Petitioner’s attorney corresponded to you requesting further authorized medical care. She did have a repeat MRI on 09/07/21 to be INSERTED if not already done so. She was seen by pain specialist Dr. Paul on 01/06/22. He treated her through 05/03/22 with lumbar epidural injections. At that juncture, he did not recommend any further such injections. He deemed she had reached maximum medical improvement for interventional pain management. On 01/13/22, she had lumbar flexion and extension x‑rays, to be INSERTED here. On 01/17/22, Dr. Paul performed an epidural injection. On 02/21/22, he repeated this injection. Facet injections were given on 03/21/22 and epidural again on 04/18/22.

PHYSICAL EXAMINATION

GENERAL APPEARANCE: She stated she could not lie on her back because it bothered her.
UPPER EXTREMITIES: She wore sweatshirt limiting visualization and pinprick testing. 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. 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: Inspection of the lower extremities revealed no 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. Left plantar flexion was ratchet like, but 5/5 by manual muscle testing. Strength was otherwise 5/5 bilaterally. There was no significant tenderness with palpation of either lower extremity.

CERVICAL SPINE: Inspection of the cervical spine revealed normal posture and lordotic curve with no apparent scars. Active flexion was to 25 degrees and right sidebending to 40 degrees. When distracted, these were full. Flexion, bilateral rotation and left sidebending were full without signs of discomfort. 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: 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 her heels and toes without difficulty. She 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. She sat comfortably at 90 degrees lumbar flexion, but actively flexed to 80 degrees. She performed full extension, bilateral rotation, and sidebending. There was global tenderness to palpation sparing only the right sciatic notch in the absence of spasm. 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. When lying supine, she began complaining of low back pain even before straight leg raising maneuvers were attempted. She asserted she could not lie on her back. Accordingly, these maneuvers were discontinued. Her complaint of low back pain was with right hip internal rotation and she offered it before this maneuver was even done. She had positive axial loading and trunk torsion maneuvers for symptom magnification. She would not cooperate with Hoover’s test to assess for this same phenomenon because she would not lie supine.
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 09/21/13, Camille Holiday alleges to have been injured at work trying to support a falling patient. She received treatment and an Order Approving Settlement on 08/05/16. She requested and received additional treatment afterwards. Another Order Approving Settlement was issued on 05/22/20. Ms. Holiday then reopened her claim again and sought and received additional care. Interestingly, when she saw Dr. Glass he learned she was working for two employers at the time of the accident. She stopped working for the respondent in the fall of 2016 and began working as a CNA with Spring Village in January 2017. I have been informed that she also has Companion Workers’ Compensation Claim against a subsequent employer for right shoulder injury on 10/01/17. She has undergone two permanency evaluations by Dr. Hausmann with slightly increased levels of impairment. After that, she had a repeat MRI study that did not show substantive objective progression to a material degree. It did show ongoing degenerative changes that comport with her age.
The current exam found her to be unwilling to lie supine for any length of time. She had positive axial loading and trunk torsion maneuvers. She would not participate in Hoover test since she did not want to lie supine. Straight leg raising maneuvers could not actually be performed due to her complaints of pain. She had global tenderness to palpation sparing only the right sciatic notch. She was able to walk on her heels and toes and did not utilize a handheld assistive device for ambulation.

In my estimation, there is no increase in the permanency levels given by Dr. Hausmann particularly the second time. There is no increase in the components that led to her prior Orders Approving Settlement. This process would occur and be seen on serial MRI studies with the simple passage of time regardless of the subject event. She has been able to continue working as a CNA stating her former employer sold the business. She does not take any prescription pain medication. Despite the passage of time and no substantive objective worsening of her condition, she reports her symptoms are worse than when they first began nine years ago. This does not follow a typical recovery process and suggests some underlying psychosocial issues.
