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Dictation Time Length: 13:51
July 3, 2022
RE:
Rodger Williams
History of Accident/Illness and Treatment: Rodger Williams is a 52-year-old male who reports he injured his lower back at work on 10/06/20 when he was lifting an air‑conditioner unit. He went to an emergency room in Delaware afterwards. He had further evaluation and treatment including implantation of an artificial disc and a disc fusion. He is no longer receiving any active treatment. He related after the subject event he went to the emergency room on two occasions. This was after he received injections and then filed his Claim Petition.

As per his Claim Petition, on 10/06/20 he lifted an air-conditioner and injured his lumbar spine. Medical records show he was seen at Christiana Care Hospital on the date of the injury complaining of acute low back pain after lifting a large air-conditioner. He had similar circumstances about four years ago. He underwent laboratory studies and a spinal x-ray that was negative for acute disease. He was given a diagnostic assessment of back pain for which he was prescribed medications. They were awaiting an MRI of the lumbar spine as well as consultation with physical therapy. He did undergo an MRI on 10/06/20, to be INSERTED here.
On 10/15/20, he was seen by neurosurgeon Dr. Deutsch. He noted the mechanism of injury as well as a past medical history for a lower back injury about five years ago after lifting. He had several weeks of physical therapy and noted near complete relief of his symptoms afterwards. He would intermittently have aches and pains in the lower back, but did not require any treatment or medication for these symptoms. Dr. Deutsch noted the results of his radiographic studies to date and performed a physical examination. His impression was low back pain and radiculopathy. He noted the MRI demonstrated multilevel pathology with an acute appearing right-sided disc herniation at L4-L5 which he believed was likely the cause of his pain. He had a steroid taper with some improvement and tried tramadol and naproxen without relief. He was then prescribed Flexeril and gabapentin and referred for physical therapy. His progress was monitored by various methods including audiovisual interaction. He did accept an epidural injection from Dr. Polcer on approximately 12/14/20 with no difference afterwards. He saw Dr. Deutsch again on 01/05/21 capturing this fact. He learned the Petitioner was admitted to Christiana Hospital overnight for observation where they did the aforementioned MRI. On this visit, they asked him to call his primary care physician and set up an evaluation under his personal insurance to have his chest/rib pain evaluated. He is a one‑pack‑per‑day smoker and they were concerned about pulmonary or cardiac abnormalities. He should clear the Medrol Dosepak with his PCP as he does have high blood pressure that is somewhat uncontrolled. He was going to return in two weeks and use a cane. He underwent an EMG by Dr. Gallagher on 02/15/21, to be INSERTED. On 02/22/21, Dr. Polcer performed a lumbar facet injection.

He was seen by Dr. Haas on 04/27/21 relative to planned anterior-posterior surgical intervention. On 05/12/21, Dr. Haas and Dr. Deutsch performed surgery to be INSERTED here. He followed up postoperatively. On 01/10/22, he accepted a medial nerve branch block from Dr. Polcer. Ongoing care with Dr. Deutsch was rendered through 02/15/22. He was about nine months status post surgical procedure. He is now ambulating without a cane and his balance has improved since surgery. They previously reviewed his CAT scan. It does not demonstrate a robust fusion mass at L5-S1. There does not appear to be any evidence of loosening of the hardware. There is evidence of bony bridging at L5-S1. The TDR is in great positioning without any evidence of bone growth at that level. They wanted to see if the patient’s persistent low back pain was coming from the L4-L5 facet joints. He did not get relief after medial branch blocks on those joints. Dr. Deutsch concluded that the L5-S1 level was not his source of pain as this demonstrates evidence of bone growth. The patient described midline pain around L3-L4 and L4-L5. The upper level had a small herniation that is more left sided so was not deemed to be responsible for his current symptoms. They did consider injecting L3-L4 to see if this provides any relief, but he was not interested in further injections. At that juncture, Dr. Deutsch concluded he would not benefit from further surgery and his greatest detriment at that point was his ongoing smoking. He was again reminded about this. He was deemed to have achieved maximum medical improvement with permanent restrictions outlined in the functional capacity evaluation. I will need to search through Dr. Deutsch’s progress notes to see if the results of the FCE were captured there. Once I do, they can be INSERTED in this spot. On a visit with Dr. Deutsch of 02/15/22, he referenced an FCE was done on 01/26/22. It deemed he gave full effort and light duty work was recommended.
PHYSICAL EXAMINATION
GENERAL APPEARANCE: He was in moderate distress and stayed seated with his back against the wall.
He stated he has had chest pain that started after his injections. He also states that lying supine gives him chest pain.
ABDOMEN: Normal macro

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. He had bunions bilaterally, but no 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 4+ at the patella bilaterally and 2+ at the Achilles. Peripheral pulses, pinprick, and soft touch sensations were intact bilaterally. Manual muscle testing was 5– for resisted right plantar flexion and extensor hallucis longus strength, but was otherwise 5/5. There was no significant tenderness with palpation of either lower extremity.

CERVICAL SPINE: Normal macro

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 tenderness to palpation in the left lower ribs overlying the axillary line, but there was none in the remainder of this section. 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 fluidly and was able to squat to 40 degrees. Inspection of the lumbosacral spine revealed normal posture and lordotic curve. Inspection revealed a pair of paramedian longitudinal scars measuring about 1 inch in length. His anterior subumbilical abdominal scar measured 3.5 inches in length. He was able to flex to 50 degrees complaining of tenderness. Extension, bilateral rotation, and side bending were full. He was tender in the midline to L3 and became tearful because of its purported pain. He had tenderness to palpation about the left sacroiliac joint, but not the right. 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 maneuver on the right at 75 degrees and left at 80 degrees both elicited low back tenderness without radicular complaints. Lasègue’s maneuver was negative bilaterally. Braggard's, Linder, and bowstring's maneuvers were negative for neural tension. He had a positive trunk torsion, but negative axial loading and Hoover maneuvers 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 10/06/20, Rodger Williams was removing an air-conditioning unit and injured his lower back. He was seen at Christiana Hospital Emergency Room that same day and was admitted. He had a lumbar MRI to be INSERTED here. He then followed up with Dr. Deutsch in New Jersey. He had Mr. Williams undergo various injections from Dr. Polcer, but he remained symptomatic. Ultimately they proceeded to surgery on 05/12/21, to be INSERTED here. He saw Dr. Polcer again postoperatively. Dr. Deutsch also monitored his progress through 02/15/22. Unfortunately, Mr. Williams had not discontinued tobacco use. Apparently, during his course of treatment for the back he also had a myocardial infarction with a stent placed.

The current examination found him to be in moderate distress. He had decreased range of motion about the lumbar spine. Supine straight leg raising maneuvers elicited only low back tenderness at non-acute angles. Neural tension signs were negative. He had hyperreflexia of the patella bilaterally. He had tenderness in the midline at L3 and became tearful from this palpation. He also had tenderness in the lower left ribs overlying the axillary line.

This case represents 12.5 to 15% permanent partial total disability referable to the lower back.
