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Dictation Time Length: 13:07
July 4, 2023
RE:
Valeri Prinez
History of Accident/Illness and Treatment: Valeri Prinez is a 65-year-old woman who reports she was injured at work on 12/01/21. She was lifting a resident who was on the floor after having knee surgery as an emergency request. She believes as a result, she injured her low back, neck and right hand and went to Jefferson Emergency Room afterwards. She had further evaluation, but is unaware of her final diagnosis. She did not undergo any surgery and is no longer receiving any active care. She denies any previous injuries or problems to the involved areas.

As per the records supplied, she filed a Claim Petition alleging on 12/12/21 she lifted a patient who had fallen, causing injury to her neck with right upper extremity radiculopathy and back with bilateral lower extremity radiculopathy. Medical records show she was seen at Jefferson Health Emergency Room on 12/12/21. She reported having low back pain that started gradually after 12/01/21 after she lifted a heavy patient at her job. This required multiple attempts because the patient was heavy. She denies trauma or injury. History was remarkable for arthralgia, COPD, hypertension, abdominal pain, intermittent low back pain, Raynaud’s disease, and systemic lupus erythematosus. She was already taking several medications. She was examined and had various laboratory studies performed. There was no tenderness to palpation of the cervical spine, thoracic spine or lumbar spine. There was mild paraspinal hypertonicity and tenderness along the superior lumbar spine. There were no step-offs, obvious deformities or skin lesions. She underwent x-rays of the right hand and lumbar spine that showed no acute abnormalities. While being tended to in the emergency room, she became very upset because she was hungry and wanted to leave. She was unhappy she was in the hallway and for the long wait she was experiencing. She would prefer to see Dr. Patel to do her rectal exam if it is necessary for her worker. She then ultimately refused a rectal exam. X‑rays of the lumbar spine in particular showed mild to moderate facet spondylopathy at multiple levels without fractures. On the hand, there was mild joint space loss, but no fracture or dislocation or bony lesions.
She followed up at Concentra on 12/13/21. On that occasion, she was diagnosed with a lumbar strain for which she was referred for physical therapy. It was noted that her normal position with the insured was a sedentary one. She followed up on 12/17/21 reporting since the injury her symptoms had improved. She was working light duty and attending physical therapy. She was continued on therapy without any medication changes. She was deemed to have reached maximum medical improvement.

On 04/14/22, she was seen by neurosurgeon Dr. Momi. He noted her short course of treatment to date. He also reviewed progress notes and the diagnostic studies that were performed. He opined that she had no significant low back or radiculopathy prior to her work injury on 12/01/21. Therefore, that particular work injury caused her current symptoms and diagnoses involving low back pain and lumbar radiculopathy. If she desired further treatment, this would consist of an MRI of the lumbar spine and possible injection therapy. With regards to her cervical spine, that developed two months after her work injury and thus was not causally related to the work injury. Dr. Momi deemed it was reasonable to keep her at maximum medical improvement at that point. If she desired further treatment such as injections, she could proceed with an MRI. She then saw Dr. Momi again on 08/25/22 to take over treatment. He learned she had undergone a lumbar MRI, but did not bring the compact disc of it with her for review. However, on 11/08/22, Dr. Momi wrote the study was done on 07/25/22 and demonstrated mild foraminal narrowing from L3 through S1. At L3-L4 there was subarticular stenosis on the right greater than left with mild L4 nerve impingement. At L4-L5 there was significant degenerative disc disease on the right greater than the left. At L5-S1 there was mild subarticular stenosis. He added another diagnosis to low back pain of radiculopathy. He explained the most appropriate next step in treatment is to initiate injection therapy, but she was hesitant to proceed. She was interested in consultation to discuss this. She did actually undergo the lumbar MRI on 07/25/22, to be INSERTED here. I am not in receipt of any further treatment notes. Prior records show she was seen by Dr. Monte Carlo at Jefferson Health on 07/25/19 to establish a provider. Her complaints involved having a bowel movement every time she eats, dry eyes, and a weight issue going up and down. She was evaluated and referred for numerous laboratory and radiographic studies. She was rendered diagnoses of essential hypertension, systemic lupus erythematosus, generalized abdominal pain, bowel habit changes, blood in stool, frequent urination, arthralgia involving unspecified joints, intermittent low back pain, chronic obstructive pulmonary disease, and Raynaud’s disease without gangrene.
PHYSICAL EXAMINATION
GENERAL APPEARANCE: She was quite talkative and focused on every single aspect of her treatment to date even though she stated this was the “short version.” She stated she does not believe in doctors or medications. She had been a pharmacy tech and a paralegal.
UPPER EXTREMITIES: Inspection of the upper extremities revealed no bony or soft tissue abnormalities. There were no scars, swelling, atrophy or effusions. Inspection revealed peeling skin on the fingers. 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: 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. Motion of the right knee found her to sit at 90 degrees lumbar flexion without pain. Also, she declined lying supine for attempting flexion from that perspective. This was also the case with prone positioning. Motion of the left knee, both hips and ankles was full in all planes 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: She ambulated with a stiff gait, complaining of low back pain on the right and into the hip. She did not have a foot drop or use any assistive devices. She was able to walk on her heels. She was able to stand on her toes. She changed positions in an exaggeratedly slow fashion, especially getting on and off the exam table. She was able to squat to 30 degrees and rise. 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 only 20 degrees bilaterally indicative of limited volitional effort. 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. She did have a positive Hoover test 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 12/01/21, Valeri Prinez experienced pain in her low back after trying to lift a patient off of a floor. This was outside of her normal job requirements that were primarily sedentary. She did not seek treatment for this until 11 days later when going to the emergency room. X-rays of the right hand and lumbar spine showed no acute abnormalities. She then was seen at Concentra for a period of time with physical therapy. She had some improvement and was discharged at maximum medical improvement on 12/17/21.

She then saw Dr. Momi on 04/14/22 who deemed there was a need for treatment only partially related to the subject event. He later took up her care and had her undergo a lumbar MRI on 07/25/22, to be INSERTED here. She had additional therapy afterwards. She continued to see Dr. Momi through 11/08/22.

The current exam found her to have variable range of motion about the lumbar spine in particular. She did have a positive Hoover test for symptom magnification. Additionally, she changed positions in an extremely low, exaggerated fashion. This belies her ability to be on her knees while gardening, which is an activity she enjoys. When I observed her outside of the exam room, going down the hallway, she ambulated with a smoother and quicker gait.

There is 0% permanent partial or total disability referable to the neck, right arm, hand, or back. Her soft tissue injuries have fully resolved from an objective orthopedic perspective. Her ongoing symptoms are likely due to underlying systemic lupus erythematosus and aging in general.
