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Dictation Time Length: 24:27
July 16, 2023
RE:
Harry Weber
History of Accident/Illness and Treatment: Harry Weber is a 63-year-old male who reports he was injured at work on 12/14/21. In that occasion, he reached behind and pulled on a ramp to the truck resulting what he believed to be injuries to the low back and legs. He did not go to the emergency room afterwards. He had further evaluation, but remains unaware of his final diagnosis. He did undergo surgery in June 2022. He has completed his course of active treatment. He denies any previous injuries or problems to the involved areas simply stating he had two injections after the subject event leading up the surgery. He denies any subsequent injuries to the involved areas. His documented history is remarkable for extensive low back issues including prior low back surgery.

As per the records provided, he completed he filed a claim petition alleging he was working on the lift when he injured his back on 12/14/21. He was seen at Inspira Health Family Medicine on 12/16/21. He stated he was taking at work pick up off of the lift and felt and left lower pinch and pain in the back and down his leg. He was evaluated and advised to rest and apply ice. On 12/28/21, he was seen by orthopedic physician assistant Dr. Ferraro. He gave a history on 12/14/21, he finished working in a truck and he tried to move it and felt that left side of his low back twist and hurt pop. He reported the incident the next day and received interim treatment. He was taking Percocet and morphine prescribed by Dr. Bojarski, his primary care physician. He admitted to previous injury to this body part in 2020, in about five years earlier. He had undergone lumbar discectomy in 2001, bilateral L5 selective nerve root blocks by Dr. Smith on 06/10/20, cardiac stenting in June 2020, left knee arthroscopy by Dr. Dwyer, and hernia surgery. He was already taking Percocet, morphine, Lipitor, zetia, metoprolol, Celebrex, ____, lisinopril, Omega-3, pioglitazone-metformin, Xarelto, and fenofibrate. He was diagnosed with the lumbar strain and left lower extremity radiculopathy. He had weakness and sensory deficits throughout the left lower extremity primarily localized to the L4-S1 distribution. Given affected prior surgery an MRI would be wise. He was then seen by spine surgeon Dr. Shah on 05/13/22. By then he did have x-rays and an MRI. This will be INSERTED from his report as marked if we have an already done so in their individual reports. Dr. Shah diagnosed status post lumbar laminectomy and lumbar spine pain. He had left-sided L2-L3 disc extrusion causally related to the work injury of 12/14/21, status post multiple lumbar injections in the past, status post lumbar laminectomy discectomy in 2001, lumbar disc herniation at L4-L5 and lumbar radiculopathy related to the work injury. They were going to pursue treatment including surgical intervention. On 07/18/22, Dr. Shah performed lumbar laminectomy decompression in the left at L2-L3, L3-L4, and L4-L5. The postoperative diagnosis was lumbar stenosis. He followed up post operatively and participated in physical therapy. He continued to use narcotic analgesic medication. His progress was monitored over the next many months. He was referred for electrodiagnostic testing as well. On 02/07/22, Dr. Smith performed pain management physiatric evaluation. She recommended left L5 selective nerve root blocks. These were instilled. He underwent the aforementioned surgery on 07/18/22, and followed up with Mr. Ferraro on 11/01/22. His back was feeling painful especially in the lower extremities when walking. He remained on Percocet and morphine sulfate. He had been attending physical therapy. On 01/13/23, Dr. Shah reevaluated him when he stated his low back was feeling terrible. He had undergone a functional capacity evaluation in the interim. He was deemed to have reached treatment about ___  plateau for the work-related injury from a spine surgical perspective. He still his discomfort with regards to his leg and following this through his private insurance for peripheral arterial disease. He has released to work within the parameters had forth by the functional capacity evaluation.

On 01/12/22, he underwent lumbar spine x-rays of flexion and extension views to be INSERTED here. On 01/12/22, he had a lumbar MRI done to be INSERTED here. EMG was done by Dr. Gallagher on 01/27/22. His impression was mild left L5 radiculopathy with some evidence of sub acute process; mild left L3 and or L4 radiculopathy with no evidence of ongoing process. He did spinal history that about 2000, he underwent a discectomy, but the level was unclear for lower back pain, but no lower extremity symptoms. Be was somewhat better afterward, but then still was symptomatic to an extent. He had a total of 40 back injections both preoperatively and postoperatively. On 02/16/22, Dr. Smith did performed selective nerve root blocks.

He had cardiac consultation with Dr. Malik on 03/07/22. Treatment was rendered there on the dates described. On 04/11/22, he saw another physician noting he was status post left subclavian artery stent on September 2, 2020. He participated in an FCE on 12/13/22, during which he did not demonstrate maximum effort. He was deemed capable of work in the medium physical demand category.

Prior records show, he was seen in pain management 07/31/22, by Dr. Perkins. He complained of lower extremity numbness and tingling with radiating pain into his groin had been present over the past 3 to 4 weeks. He had been treated previously by Dr. Perkins for back pain with a diagnosis of lumbar facet syndrome that responded well to injections. His two procedures were done in December 2001. He had no recurrence of back pain. At that time MRI showed bulging discs at L4-L5 and herniated disc at L5-S1 to the left with disc at desiccation of L3-L4 and L5-S1. At that time he had no lower extremity radiating pain and numbness, which he had for the past 3 to 4 weeks. He had been continuing with his work-related duties in a significantly stiffer with soreness in his back and numbness in his legs, which improved somewhat during the day with activity. However, his leg symptoms barely allowed to complete a days work with significant fatigue and achiness and association with the numbness. He was employed as a mechanic/laborer. Dr. Perkins diagnosed lumbar radiculopathy left side predominant with lower extremity radiating pain and numbness that has been more severe on the left and less severe on the right. She then performed selective epidural steroid injections.

Earlier records show, he was seen by pain specialist Dr. Polcer on 03/26/07. He had back and left leg pain for about four weeks. He had a history of long-standing lower back pain with laminectomy several years ago that seemed to help him until recently. He did home exercises on a regular basis. His MRI was noted he was diagnosed with lumbar radiculopathy. Dr. Polcer did not think he could tolerate physical therapy at that point. On 04/16/07, he followed up after undergoing a lumbar epidural steroid injection. On 05/13/13, he was seen again by Dr. Perkins. He had lumbar facet joint injections with medial nerve branch blocks on 03/05/13, with 60% relief. He also had left shoulder/neck pain with moderate recurrence poorly controlled currently with Celebrex, gabapentin, and soma. He requested a refill of Percocet. Cervical epidural injection on 01/08/13, provided 90% relief of the left neck and shoulder pain until recently. He was being seen ___ for the low back pain in particular. Her assessment was pain in the low back, LFAC syndrome at the aforementioned levels. He did have a lumbar MRI on 03/06/05, compared to a study 01/23/99. It showed interval progression of multilevel degenerative change with superimposed disc herniation at L3-L4 and L5-S1. There were changes of the L4-L5 level they have remained stable if not slightly improved. EMG was done on 07/13/05, by Dr. Knod. He had chronic low back pain as well as chronic radicular pain in the lower extremities in left more than the right for the past 5 to 6 years. He noted recent increase progression of his symptoms. The EMG found electrodiagnostic evidence of chronic bilateral L5 and S1 radiculopathy. He did have a lumbar MRI on 10/25/06, due to recurrent low back pain, bilateral sciatic pain in the left greater than the right. This was compared to a previous study of 03/05/05. The impressions will be INSERTED here.

Mr. Weber also treated for other general medical ailments including abdominal pain and shoulder pain. He had a lumbar MRI on 11/24/06, to be INSERTED here. He had an MRI of the left shoulder on 12/19/06, that we did not have to INSERT. He was seen orthopedically by Dr. Dwyer for his left shoulder beginning 07/18/07. Ongoing care was rendered. He was also seen on 01/13/12, by Dr. Shah for mechanical type back pain with intermittent neurogenic claudication with prior improvement from epidural steroid injections. He performed an exam review the MRI. He did not believe there was a clear surgical solution that was likely to help him. He was referred back to Dr. Perkins for pain management. Dr. Shah saw him again on 03/13/20, for low back pain that had been bothering him since 2008 with no known injury. He had prior injections were in 2012, prior discectomy in 2001. He was being seen after x-rays and MRI were done at the referral of Dr. Bojarski. He was diagnosed with left-sided at L4-L5 and L5-S1 neuroforaminal stenosis with left-sided L5-S1 radiculopathy. Pain management was going to be instituted again. He followed up with Dr. Smith in that regard on 03/17/20. She recommended bilateral L5 selective nerve root blocks. On 06/23/20, he followed up with Dr. Smith.

On 10/24/07, he had an MRI of the right knee, but did not INSERT that report. He did have a lumbar MRI on 11/06/08, this report will be INSERTED. He underwent other evaluations for abdominal issues, knee issues, the aforementioned shoulder issues and pulmonary issues. He had cardiovascular evaluation by Dr. Malik as early as 02/05/16. He treated Mr. Weber over the next several years. He had extensive further cardiac evaluation and treatment that will not be specified here. He did have lumbar x-rays on 02/05/20, at the referral of Dr. Bojarski. He found degenerative changes with multilevel discogenic degenerative changes and decreased disc height and endplate spurring especially at L5-S1 also with vacuum disc phenomenon at that level. Lumbar MRI was done on 02/17/20, compared to the x-rays just described. His lumbar spondylosis predominantly with lateral recess and foraminal narrowing. Overall there was no appreciable canal stenosis. There was disc bulging and loss of disc height at several different levels.
PHYSICAL EXAMINATION
GENERAL APPEARANCE: The examinee was an adult ^ female mesomorph who is well developed and well nourished, in no acute distress who appeared appropriate for her stated age. A directed orthopedic examination was conducted with the door ajar to allow for same gender medical chaperone.

He compliance that he has lost muscle tone due to the subject injury.
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. 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.

Motion of both hips was full, but elicited low back tenderness. Motion of the knees and ankles was full in all planes without crepitus or tenderness. The Achilles deep tendon reflexes were symmetric at 1+. Patellar reflex on the right was 2+ and on the left 1+. He had globally diminished subjective sensory loss throughout both lower extremities.
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, rotation, and sidebending 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 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. Range of motion was accomplished fully on an active basis in flexion, extension, sidebending, and rotation bilaterally. 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. There were negative axial loading, trunk torsion, and Hoover tests for symptom magnification.

He was able to walk on his toes with support, but not on his heels on the left. Inspection revealed a midline 3-inch longitudinal scar consistent with his surgeries. He was able to flexed to 75 degrees and extensive 15 degrees with side bending right 20 degrees. The left side bending and bilateral rotation were full. He had tenderness to palpation abut the lumbosacral junction and the sacroiliac joints bilaterally. Supine straight leg raising maneuver on the right 60 degrees and left at 75 degrees elicited only low back tenderness without radicular complaints. He did change positions slowly and was able to squat and rise.
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 12/14/21, Harry Weber reportedly injured his low back at work while he was working on the lift ramp. This was superimposed upon prior long-standing chronic low back problems for which he had already undergone surgery on at least one occasion. He had serial MRIs and injections over the years. Despite his earlier surgery he remains somewhat symptomatic afterwards. He came under the care of Dr. Shah and his colleagues. A lumbar MRI was done on 01/12/22. to be INSERTED here. EMG was done on 01/27/22, to be INSERTED here. On 02/16/22, he accepted injections to the lumbar spine. He did have additional surgery in the back on 07/18/22, that I need to distinguish whether it was an injection or an open procedure. He had an FCE on 12/13/22, during which he did not genrally maximum effort. He had minimum he was deemed capable of work in the medium physical demand category. Eventually he was deemed to have reached a plateau from a spine surgical perspective.

The current exam found him to be mildly decreased active range of motion about the lumbar spine were healed surgical scarring. He had a physiologic gait without a limp or foot drop. The left knee deep tendon reflexes was somewhat reduced. Straight leg raising maneuvers elicited only low back tenderness without radicular complaints.

I will offered an assessment of permanency at the low back on the order of 12.5% regardless of cause. Most of this will be attributed to his prior low back issues and surgery with chronic pain leading up to the subject event.
