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Dictation Time Length: 08:10
February 23, 2022
RE:
Bruce Ryan
History of Accident/Illness and Treatment: Bruce Ryan is a 59-year-old male who reported he injured his lower back at work on 03/18/21. He was using his arms to push up on a deck bar and felt pain in his back. He describes the bar as something that was light weight and did not require much force to move. He was not bending his back at this time. He did not go to the emergency room afterwards. He had further evaluation leading to a diagnosis of a herniated disc and annular tear treated conservatively. He did not undergo any surgery and is no longer receiving any active treatment.

Per his Claim Petition, he alleged he was pushing a deck bar in a trailer on 03/18/21 and injured his lower back. He was seen on 03/19/20 at Riverside Urgent Care. He complained of no weakness or paresthesias, but his pain level was 7/10. After evaluation, they rendered diagnoses of acute bilateral low back pain without sciatica. He was administered an injection of Toradol and was prescribed oral prednisone, ibuprofen, and cyclobenzaprine. He was going to remain out of work until Monday, but could return to work on Tuesday. He continued to be seen in this practice over the next several weeks running through 04/13/21. At that time, he was still symptomatic.
Mr. Ryan was seen by Dr. Surrey on 05/11/21. He reported the medication and treatment so far gave him some improvement. He was on light duty status at work. In mid April, he felt a pop sensation in his low back while turning and reaching for something. He felt like the pain was in the same location that the original injury had occurred in. This was not associated with any worsening of his symptoms. Dr. Surrey diagnosed lumbar herniated disc. He reviewed lumbar and pelvic x-rays in the office. There was no instability, fractures or loss of disc height except at L5 where there was a vacuum disc phenomenon occurring. He recommended a course of physical therapy as well as advanced diagnostic testing.

On 08/21/21, a lumbar MRI was done to be INSERTED. Dr. Surrey noted these results on 09/28/21. He deemed Mr. Ryan had reached maximum medical improvement and could return to work full-duty status. They discussed the utility of repeat injections, but since his pain was 1/10 they were not going to pursue it at that point. He underwent a left L5-S1 interlaminar injection on 09/08/21. He reports very good results and feels like his pain tolerance has gotten better. His area of discomfort has shrunken. He no longer feels the knife-like sensation in his back and he has been challenging his pain by going outside and doing yard work.

PHYSICAL EXAMINATION
UPPER EXTREMITIES: Normal macro

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 hips was full bilaterally without crepitus, but external rotation on the left elicited low back 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 was tender in the midline at L2 and L3. Extension was full with tenderness. Bilateral rotation was full with tenderness comprising a trunk torsion maneuver for symptom magnification. He did have full range of motion in flexion and bilateral side bending without discomfort. There was no palpable spasm or tenderness of the paralumbar musculature, sacroiliac joints, sciatic notches, iliac crests, or greater trochanters. With sitting straight leg raising maneuver on the right at 90 degrees, he described depression sensation in his low back as well as tightness. This does not cause radicular complaints or an extension response. Slump test was negative. On the left, at 90 degrees, no low back or radicular complaints were elicited. He had a positive axial loading and trunk torsion maneuver 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 03/18/21, Bruce Ryan was pushing a deck bar and unloading trailer and claims to have felt pain in his lower back. He was seen the next day at an Urgent Care Center and was initiated on conservative care. He remained symptomatic, so orthopedic consultation was advised. In that regard, he saw Dr. Surrey. Physical therapy was rendered as were at least one injection. A lumbar MRI was done on 06/21/21 and showed the expected degenerative changes in someone of Mr. Ryan’s age. He was released from care to full duty effective 09/28/21.
The current examination found Mr. Ryan had full range of motion of the lumbar spine. Sitting and supine straight leg raising maneuvers did not correlate with one another. The former did not elicit any radicular complaints or an extension response. He did have positive axial loading and trunk torsion maneuver indicative of symptom magnification.
There is 0% permanent partial total disability referable to the lower back. What were clearly preexisting degenerative changes in the back were not permanently aggravated or accelerated to a material degree by the event of 03/18/21 that he admits was not very forceful.
