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Dictation Time Length: 10:25
August 18, 2022
RE:
William Cephas
History of Accident/Illness and Treatment: William Cephas is a 60-year-old male who reports he was injured at work on 09/17/21. He slipped and fell on his left hand and back. He was seen at an urgent care center afterwards. He did not strike his head or experience loss of consciousness. He had further evaluation, but remains unaware of his final diagnosis. He did not undergo any invasive treatment such as injections or surgery.

As per his Claim Petition, he alleged slipping and falling on 09/17/21 resulting in injuries to his left wrist, left hip, right hip, mid back, and low back. As per the First Report of Injury, he slipped and fell on oil resulting in a left wrist injury. He was then seen at Riverside Urgent Care.

Treatment records show he was seen at Riverside Urgent Care on 09/17/21. He stated he fell backwards, hitting his left hand, left knee, and lower back. He underwent x-rays of those areas, to be INSERTED here. He was able to bear weight on his legs. He was empirically diagnosed with acute pain in the left knee and acute bilateral low back pain without sciatica. On 09/22/21, he still had right-sided low back pain and left wrist pain. His left knee pain was improving. He did not follow up with Rothman Orthopedics as previously recommended. He currently denies any radiation of pain, paresthesias, bowel or bladder dysfunction, or weakness. He had been prescribed prednisone and an NSAID at Riverside Urgent Care. He was found to have tenderness on the dorsal central wrist. There was decreased range of motion due to pain. He had minimal edema, but no effusion. Straight leg raising maneuvers were negative. He had pain in all planes with diminished range of motion. He was then referred for orthopedics and physical therapy.

On 09/23/21, he failed to show up for his appointment at Premier Orthopedics. On 10/07/21, he was seen by hand specialist Dr. Sarkos regarding his left wrist. His assessment was left wrist contusion and wrist pain. Updated x-rays were going to be performed. He was going to follow up in one week. Mr. Cephas did have the left wrist x‑rays on 10/12/21 that showed only mild degenerative changes of the radiocarpal joint with remainder of the study being unremarkable. He followed up with Dr. Sarkos on 10/14/21, describing he was feeling the same. Dr. Sarkos discharged him from care and allowed him to return to work in a full-duty capacity.

Mr. Cephas was seen by neurosurgeon Dr. Mitchell on 11/30/21. He noted having also seen his primary care physician who sent him to physical therapy. He attended once a week for three weeks and found it to be beneficial. He had been treating at Premier Orthopedics for his left wrist, but had not worked since the incident. His primary care physician was Dr. Charles at the Esperanza Health Center in Philadelphia for the past 10 years. He was evaluated by Dr. Mitchell and diagnosed with lumbar sprain. He made a referral to physical therapy. He had lumbar flexion and extension x-rays on 01/18/22, to be INSERTED here. That same day he underwent an MRI of the lumbar spine.
He also was seen by pain specialist Dr. Paul. On 05/10/22, he performed lumbar facet injections. Mr. Cephas participated in a functional capacity evaluation on 06/01/22. He was deemed capable of working in the medium physical demand category. He was also thought to put forth full effort during this assessment. He continued to see Dr. Mitchell through 06/09/22. He reviewed the results of the FCE and his course of treatment to date. He explained the imaging findings were most significant at L4-L5 and physical exam also indicates L4-L5 facet joints may be the pain generators. He did undergo facet injections by Dr. Paul without significant relief. On this visit, he stated the injections helped and his pain level has decreased. He could work in his current capacity and live with his current pain. Dr. Mitchell cleared him to return to work with permanent restrictions at maximum medical improvement.
PHYSICAL EXAMINATION
UPPER EXTREMITIES: Inspection revealed mild swelling on the radial aspect of the left wrist. This was superficially but non-reproducibly tender to palpation. There were no other bony or soft tissue abnormalities. There were no scars, atrophy or effusions. Skin was normal in color, turgor, and temperature. The left wrist flexion was full to 60 degrees, but elicited tenderness. Motion of the wrists, elbows, shoulders and fingers was otherwise full in all spheres without crepitus, tenderness, triggering, or locking. 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, but ratchet like for resisted left wrist extension, but was otherwise 5/5. There was no significant tenderness with palpation of either upper extremity. 
HANDS/WRISTS/ELBOWS: Normal macro

LOWER EXTREMITIES: He wore sweatpants, thermal underwear, and thick socks, preventing pinprick testing. 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. 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. 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 sat comfortably at 90 degrees lumbar flexion, but actively flexed to 75 degrees and extended to 15 degrees, both with tenderness. Bilateral side bending and rotation were full with tenderness. He demonstrated facial grimacing and grunting during range of motion in all planes. 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 maneuvers at 80 degrees bilaterally 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. He had positive reverse flip maneuvers bilaterally associated with facial grimacing and grunting. He also had 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 09/17/21, William Cephas slipped and fell while at work. He was seen that same day at Riverside Urgent Care where x-rays were performed. He was begun on medications. He then was seen by hand specialist Dr. Sarkos. Repeat x-rays of the wrist were done and he was discharged from care. The Petitioner also was seen neurosurgically by Dr. Mitchell regarding his low back pain. X-rays and MRI of the lumbar spine on 01/18/22 were not particularly dramatic. He did respond well to facet joint injections by Dr. Paul. He had an FCE on 06/01/22.
Dr. Mitchell then discharged him from care within its parameters.
The current examination found Mr. Cephas was capable of wearing a heavy backpack and walking with it with no difficulty. Nevertheless, he complained of severe pain with range of motion of the lumbar spine. This was associated with facial grimacing and grunting. Sitting and supine straight leg raising maneuvers failed to correlate with one another. He had positive reverse flip maneuvers bilaterally and a positive trunk torsion maneuver for symptom magnification. He had superficial, but not reproducible tenderness about the left radial wrist. Provocative maneuvers there were negative.
There is 0% permanent partial or total disability referable to the lower back, left wrist, or left knee. He was queried about any prior work accidents, but denies sustaining one at work on 10/25/07 with Lowe’s.
