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Dictation Time Length: 13:31
July 6, 2022
RE:
Giovanni Rios

History of Accident/Illness and Treatment: The examinee had assistance in completing his intake report from a person named Santiago. Our bilingual medical assistant also helped him in that regard. According to the information obtained from the examinee in this fashion, on 04/26/20 Giovanni Rios was lifting a box weighing over 50 pounds. He felt sharp pain in his back after doing so. He went to the emergency room in Willingboro afterwards. He had further evaluation leading to a diagnosis of two discs out of whack. He did not get any injections or surgery, but did have one month of physical therapy. He denies any previous injuries to the involved areas. He states in November 2020 while working at the same job, he fell and injured his back again.

As per the medical records supplied, he was seen by physiatrist Dr. Conliffe on 05/21/20 with low back pain into the left leg with numbness. He related being injured on 04/26/20 while lifting and carrying boxes. He then had x-rays obtained on this visit that were normal with no evidence of fracture or spondylolisthesis. There was no evidence of translation in flexion or extension views. Dr. Conliffe diagnosed low back pain, intervertebral disc displacement, and lumbosacral radiculopathy. He prescribed medications and ordered an MRI of the lumbar spine. He saw Dr. Conliffe again on 07/01/20. He did not undergo the MRI at that point nor did he participate in physical therapy yet. He did undergo the lumbar MRI on 07/20/20 to be INSERTED here. Dr. Conliffe reviewed these results with him on 08/06/20. He made medication changes and recommended continuation of therapy. He saw seen in Dr. Conliffe’s practice through 11/12/20 when he saw Dr. Gupta for left hip pain. He had been made at maximum medical improvement by Dr. Conliffe on 09/21/20. On this occasion, he stated on 11/02/20 he lifted a heavy box and felt sharp pain in the middle of his low back once again. On 09/21/20, he saw Dr. Conliffe for the last time. He was scheduled to see Dr. Conliffe in early December, but was nevertheless scheduled with Dr. Gupta. He ordered and reviewed x-rays of the left hip demonstrating no fractures and the joint spaces were preserved. He empirically diagnosed low back pain and left hip pain. He recommended returning to Dr. Conliffe. He was reluctant to consider spinal injections at that time. He was cleared for sedentary occupation at work, but the patient felt as though he was unable to do that. He was then placed at maximum medical improvement and discharged from care.

On 11/17/20, he was seen neurosurgically by Dr. Mitchell who noted his course of treatment to date. He continued to complain of tingling and muscular pain in both lower extremities. His diagnostic impression was lumbar sprain and observed there were no objective physical findings. He wanted the Petitioner to return with all of his imaging. Dr. Mitchell also ordered x-rays of the lumbar spine to be completed prior to that return. He followed up with Dr. Mitchell on 12/02/20 to review his imaging. This included the lumbar MRI from 07/20/20. He cleared Mr. Rios to work in a sedentary capacity. He returned on 12/08/20 with a Spanish interpreter. He was then referred for physical therapy that was rendered on the dates described. Dr. Mitchell monitored his progress over the next several months. X-rays were done on 12/03/20 showing no osseous abnormalities. On 01/18/22, he did undergo flexion and extension x-rays of the lumbar spine that showed no fracture or dynamic instability. There were small anterior osteophytes in the lower lumbar spine. A new lumbar MRI was done on 03/31/22 and compared to the study of 07/20/20. Those results will be INSERTED here. He followed up with Dr. Mitchell through 04/05/22. He elicited an interim history of seeing a chiropractor named Dr. Ross on 05/03/21. He was examined and underwent an MRI, diagnosed with lumbar strain with bilateral lumbar radiculopathy and thoracic sprain. He recommended MRI of the lumbar spine and electrodiagnostic studies. He also wanted the patient to see a spinal surgeon.

Dr. Mitchell reiterated that his cervical spine issues were not related to the subject event. MRI of the cervical spine might be necessary prior to considering the lumbar surgery. He did have a new complaint involving left upper extremity symptoms that only began in June 2021. Clearly, this was not related to either work-related incident as he has not worked since November 2020 and these are new symptoms. There was no temporal relationship to indicate that would be related to the incidents at work. He does have new objective physical findings in the form of pathologic reflexes in his upper and lower extremities. This can be from the cervical spine. Imaging in the form of an MRI would be appropriate but that should be pursued under his personal insurance as there was no causal relationship or temporary relationship of his current complaints to the prior work injuries. This was the first time he offered any of these complaints and demonstrated these physical findings. Ultimately, Dr. Mitchell expressed it was frustrating interacting with this patient. He had been seen on numerous occasions. Dr. Mitchell attempted to be his advocate and has in fact raised the concerns about his cervical spine issue. However, the Petitioner’s focus appeared to be on litigation and legal issues in this case. That is not simply arising from the system, but also from the patient himself. Despite all of this, Dr. Mitchell felt he continued to provide the best quality care irrespective of the secondary issues. He concluded the lumbar spine was injured in the work incident and treatment can improve that condition. However, the concerns about the cervical spine pathology are clearly not related to his injury, but needs to be evaluated prior to any treatment of his lumbar spine. Mr. Rios strongly disagreed with the doctor and expressed his feelings.

PHYSICAL EXAMINATION

GENERAL APPEARANCE: Inspection revealed muscular calves.
UPPER EXTREMITIES: Normal macro
LOWER EXTREMITIES: Normal macro
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. 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 maneuver on the right at 80 degrees and left at 85 degrees elicited only low back tenderness without radicular complaints. 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.

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.

Giovanni Rios alleges to have injured his lumbar spine first on 04/26/20. He was diagnosed with a sprain and received conservative therapeutic measures. Several months later, he claimed he was injured at work again. The same type of treatment was instituted. He had a lumbar MRI on 07/20/20. He was seen neurosurgically by Dr. Mitchell. He participated in physical therapy. An updated MRI was done on 03/31/22 to be INSERTED. His last visit with Dr. Mitchell was on 04/05/22 when he made comments about the apparent motivations for Mr. Rios’ behavior.

The current examination of Mr. Rios found there to be full range of motion of the cervical, thoracic and lumbar spines. Neural tension signs were negative. Straight leg raising maneuvers were not indicative of spinal nerve root pathology. He had no weakness, atrophy or sensory deficits.

There is 0% permanent partial total disability referable to the lower back. In the events in question, Mr. Rios at most sustained mild strains. These were superimposed upon preexisting degenerative changes that were not permanently aggravated or accelerated to a material degree by these events. His subjective complaints have been much more protracted than one would expect based upon the mechanism of injury.
