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Dictation Time Length: 08:28
January 17, 2022
RE:
Raul Lopez

History of Accident/Illness and Treatment: As you know, I previously evaluated Mr. Lopez as described in the report of 01/01/21. He is now a 34-year-old male who again alleges he injured his back and neck at work on 07/14/16. When seen previously, the listed date of injury was 11/17/15. He is currently a poor historian even with the use of an in-office translator. He did not describe the mechanism of injury. He states he did undergo surgery, but is no longer receiving any active treatment. He is still working doing landscaping, but is on a layoff in the winter. He did receive an Order Approving Settlement on 06/14/21 relative to the incident of 07/12/16 when a 70-pound box fell onto him. He then applied for review of that award on 05/17/21. On that occasion, he apparently agreed to the offer of settlement suggested by the respondent. He acknowledged not sustaining any increase in permanency to his cervical spine.

PHYSICAL EXAMINATION

GENERAL APPEARANCE: He states when he exercises he feels a crunching in his back.

UPPER EXTREMITIES: Inspection revealed callus formation on the palm and chafing of the knuckles bilaterally. There were no scars, swelling, atrophy or effusions. 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 was chafing of the knees bilaterally. There were healed portal scars about the right knee, but no swelling, atrophy, or effusions. Skin was otherwise normal in color, turgor, and temperature. Motion of the right hip was full in all spheres, but external rotation elicited low back tenderness. Motion of the left hip as well as both knees 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: Inspection of the cervical spine revealed normal posture and lordotic curve with no apparent scars. Range of motion was accomplished fully in flexion, extension, rotation, and side bending bilaterally without tenderness. There was mild tenderness to palpation about the right trapezius in the absence of spasm, but there was none on the left. There was no palpable spasm or tenderness of the paracervical 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 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. Inspection of the lumbosacral spine revealed a right paramedian longitudinal scar measuring 1 inch in length, but preserved lordotic curve. He sat comfortably at 90 degrees lumbar flexion, but actively flexed to 70 degrees and extended to 25 degrees. Bilateral sidebending was full to 25 degrees, but elicited tenderness on the right. Bilateral rotation was variable between 60 and 80 degrees. He was tender at the right sacroiliac joint to a mild degree, but there was none on the left. There was no palpable spasm or tenderness of the paralumbar musculature, 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. He had positive axial loading, truck 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.

Raul Lopez was injured at work on 11/17/15 and/or 07/14/16. His course of treatment was summarized in my latest report. He alleged he injured his right leg on 11/17/15. He had meniscal surgery in 2015. He received an Order Approving Settlement on 12/04/18 relative to the right leg and then filed for a reopener. He has also alleged to have injured his neck and back at work on 07/14/16. I am not in receipt of medical documentation pertaining directly to its treatment.
The current exam once again found a healed scar in the right lower lumbar region. He had a preserved lordotic curve. He currently had variable range of motion about the lumbar spine. Neither sitting nor supine straight leg raising maneuver elicited low back or radicular complaints. He had skin changes on the hands and knees indicative of someone who remains physically active. However, he did have positive axial loading, trunk torsion and Hoover tests for symptom magnification.

There is 0% permanent partial total disability referable to the cervical or lumbar spines. I would appreciate the opportunity to review his treatment records and the earlier report of Dr. Frantz.

Within my earlier report, I did summarize the mechanism of injury and treatment with respect to an incident of 07/14/16. We will INSERT that as marked. The Petitioner has not sought or received any additional treatment for his spine since last evaluated and since his Order Approving Settlement.

I would offer 10% permanent partial total disability referable to the lower back. This is for the orthopedic and neurologic residuals of disc desiccation, disc bulge, and central disc herniation at L4-L5 treated surgically with discectomy, laminotomy, and foraminotomy. He is not in need of further curative treatment or diagnostic testing with respect to the subject event. His current presentation is remarkable for several signs of symptom magnification. He has already accepted surgery and apparently remains functional including at work doing landscaping.
