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Dictation Time Length: 10:29
April 8, 2022
RE:
Darren Timms

History of Accident/Illness and Treatment: As you know, I previously evaluated Mr. Timms as described in my report of 09/12/18. This pertained to an injury to his left thumb on 02/24/17. He is now a 58-year-old male who reports he was injured again at work on 02/21/21. He was pulling out a shaft. He describes this as a metal pole weighing between 45 and 55 pounds for a roll of paper. He bends and lifts it out of the sheath to accomplish this task. He did go to Virtua Emergency Room afterwards. He had further evaluation, but remains unaware of his final diagnosis. He did not undergo any surgery and is no longer receiving any active treatment. As per his Claim Petition, he was pulling a cart on 02/21/21 and injured his lower back. Treatment records show he was seen at Virtua Emergency Room on 02/21/21. Interestingly, he had a CAT scan of the abdomen and pelvis due to complaints of abdominal pain. He also had a gallbladder ultrasound that was compared to a prior study of 01/29/13 reflecting previous symptoms in this region.
On 02/25/21, he was seen at WorkNet by Dr. Pecca. He reported a history of lower back pain many years ago for which he was not treated by a physician and had no extensive lost work time. He had a left hip replacement on 12/20/19 for reported right knee pain that resulted in left hip arthritis. Upon exam, active lumbar range of motion was intact to approximately 80 degrees forward flexion with complaints of pain upon arising to neutral position. He had negative sitting root tests bilaterally and was neurologically intact. She had him undergo lumbar spine x-rays that showed significant osteophytic bridging over the L1 through L3 vertebral bodies on the right greater than left. The joint spaces were well maintained. There were no other significant degenerative changes seen. She requested the reports from Virtua Hospital Emergency Room as well. She observed there were no reports of urinalysis or imaging studies, but he did have a CAT scan and ultrasound as well as blood work. On this visit, the urinalysis by dipstick should 1+ protein, but negative blood and negative leukocytes. She rendered a diagnosis of acute lumbar sprain complicated by underlying degenerative changes of the lumbar spine seen on plain radiographs. She had him utilize ibuprofen, continue his oral steroids and muscle relaxants as well as Lidoderm patch and apply a gel icepack to his back. He followed up regularly thereafter and remained symptomatic. A lumbar MRI was done on 05/20/21 to be INSERTED here. He followed up at WorkNet through 05/14/21.

The Petitioner was referred to spine surgeon Dr. Kirshner on 06/01/21. He stated he was taking a shaft out of an empty core. He believed he must have turned or twisted the wrong way. About 5 to 6 minutes later, he started having right-sided lower back pain and he stopped working. He was taken by ambulance to Virtua Emergency Room. He then followed up at WorkNet. He had medication and up to 14 physical therapy sessions with 50 to 60% relief. He then underwent the lumbar MRI. Mr. Timms admitted to a previous history of back pain with a motor vehicle accident 30 to 40 years ago. Upon evaluation, there was negative straight leg raising for sciatic nerve involvement and no clonus. Active flexion was reduced. Dr. Kirshner diagnosed lumbago and recommended physical therapy and light duty. The Petitioner returned for a final visit on 06/29/21. His current pain level was 0/10 and he felt 90% better since beginning physical therapy. He was nervous about returning to work full duty due to possible reinjury. Nevertheless, Dr. Kirshner opined he was capable of working full duty and declared him at maximum medical improvement effective that day, 06/29/21.

PHYSICAL EXAMINATION

LOWER EXTREMITIES: Inspection revealed pes planus deformities bilaterally. There was healed portal scarring about the left knee and open surgical scarring about the left hip. There was no swelling, atrophy, or effusions. There was no leg length discrepancy with the examinee supine, as measured at the medial malleoli. 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.

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 able to perform full lumbar flexion, but when rising to neutral he did this stiffly and with discomfort. Right side bending was to 20 degrees. Motion was otherwise full in all spheres without discomfort. He had mild tenderness to palpation about the right sacroiliac joint and right waistline, 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 elicited only a stretching sensation in his low back without pain or radicular complaints. Lasègue’s maneuver was negative bilaterally. Braggard's, Linder, and bowstring's maneuvers were negative for neural tension. He did have a positive 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 02/21/21, Darren Timms performed a maneuver at work. Several minutes later, he felt pain in his low back. He was taken by ambulance to the emergency room. They performed blood studies and a CAT scan of the abdomen, but no low back diagnostics in particular. He was then treated and released. He followed up at WorkNet and Dr. Pecca had him undergo lumbar spine x-rays that showed significant osteophytes. A course of conservative treatment including physical therapy was rendered. However, he remained symptomatic. A lumbar MRI was done on 05/20/21 to be INSERTED here.
He saw Dr. Kirshner beginning 06/01/21 and initiated him on additional therapy. As of 06/29/21, the Petitioner was pain free and was cleared to go back to work at maximum medical improvement. INSERT the usual

The current exam found there to be virtually full range of motion about the lumbar spine. When rising from a flexed position, he did this stiffly and with some discomfort. Both sitting and supine straight leg raising maneuvers were negative. He ambulated with a physiologic gait and not did utilize an assistive device for ambulation.

There is 0% permanent partial total disability referable to the lower back. In fact, Mr. Timms has multilevel degenerative disc and joint changes as seen on his MRI. These were not caused, permanently aggravated or accelerated to a material degree by the subject event. He has been able to continue working in a full-duty capacity for the insured. Of note, on the MRI, there was no focal lumbar disc herniation identified. He does have multiple levels of bulging as noted in their impressions.
