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Dictation Time Length: 19:03
October 27, 2022

RE:
Nichol Beck
History of Accident/Illness and Treatment: As you know, I previously evaluated Ms. Beck as described in my report of 01/15/17. This pertained two injuries she sustained on 04/15/14 and 10/29/15, the latter which was the current subject event. Ms. Beck is now a 50-year-old woman who reports on 10/29/15, she was walking and weed whacking around the trees and in the grass. The ground was not level and her left foot _____ was called she did it. Her weight shifted to the left side. The following she had swelling in her lower back. She did not go to the emergency room afterwards. She had further evaluation leading to what she understands to be diagnosis of herniated disc. This was treated with both injections and physical therapy neither of which helped. She did not undergo any surgery and is no longer receiving any active care.

I have been advised that she received an order approving settlement in October 2017 for orthopedic residuals of lumbar sprain with disc herniation at L5-S1 with radiculopathy in  the amount of 20% partial disability. She then filed an application for review thst award in June 2019. She alleged increased disability she was issued increased disability award to the extent of an overall 22.5% for the orthopedic residuals of lumbar sprain with annular tears at L4-L5 and L5-S1 was the prior award of 20% in June 2019. She and reopened her claim and in June 2020, stated her condition not only was materially worsened, but also required additional medical treatment. These amounts that are currently available in addition to some that were not previously available.

As per the records that were not previously available, she had lumbar MRI on 02/13/16, and 08/15/17. She had x-rays of the lumbar spine on 03/20/17, right by Dr. Glick to be INSERTED here. She saw Dr. Delasotta on 04/03/17, to be INSERTED as marked. Straight leg raising maneuvers were negative at 90 degrees bilaterally. The lower back revealed restricted range of motion in all directions (this comports with all of Dr. Delasotta notes relative to the lumbar spine in all of his other evaluations that I have reviewed). He diagnosed lumbar radiculopathy, questionable hip pathology, and vertebral instability. He then sent her for another MRI of the lumbar spine that was conducted on 08/15/17, to be INSERTED. That same day, she had x-rays of the pelvis and left hip to be INSERTED.

On 05/11/17, she was seen by Dr. Woods. He addressed the functional capacity evaluation of 02/07/17, and whether she could fill the tests listed under her job description. The first such FCE was attempted on 05/17/16. It was then actual exam was conducted on 08/18/16, and then subsequent FCEF 02/07/17. His comments will be INSERTED as marked

Ms. Beck was seen on 10/18/18, by Dr. Zerbo. He ascertained a history of prior left Achilles tendon repair and umbilical hernia repair. He was diagnostic impression of discogenic low back pain and lumbar radiculopathy secondary to lumbar internal disc derangement and lumbar disc herniation at L5-S1 and possibly L4-L5. He related these to the incident on 10/29/15, and recommended further diagnostic testing including provocative lumbar discography. She did undergo such testing on 12/21/18. Followed by CAT scan to be INSERTED here.

She then came under the pain management care of Dr. Barbella on 01/02/19. She was going to continue the same medications and to followup with a neurosurgical service. On 03/18/19, she was reevaluated by Dr. Woods. He reviewed the unauthorized CT myelogram from 12/21/18, that showed annular tears at L4-L5 and L5-S1 with a conclusion there was concordant pain with the L5-S1 discogram. He did reviewed the studies known it showed annular tears at L4-L5 and L5-S1. He explained what the discogram is a fundamentally flawed diagnostic study. The significant body of literature, which illustrates the discogram is ineffective in determine pain generator and poorly correlates with people who do well for surgery. In addition surgery for low back pain for disc degeneration and annular tears practically in Workers Compensation population has historically poor track record in regard to functional improvement. The patients who have surgery for this indication, we do not return to work and require prolonged opioid medications.” That reason he strongly advised against any further surgical intervention particularly fusion Frank degenerative pathology of the lumbar disc. He deemed she had achieved maximum medical improvement and could continue to work maintenance with a 25-pound lifting restriction.

On 08/24/20, she was seen orthopedically by Dr. Zuck. He opined further treatment was medically indicated and causally related to the work injury in question. This would include an MRI of the lumbar spine to compare to previous studies along with use of low back brace. On 11/04/20, she did undergo a lumbar MRI compared to a study of 08/15/17. Those results will be INSERTED here.

On 11/30/30, Dr. Woods performed a reevaluation. He performed an exam and reviewed the new lumbar MRI from November 2020. This was essentially normal exam. She has some mild disc desiccation at L5-S1 with no substantial central or neuroforaminal stenosis. There was no fracture or instability. Her most recent MRI was relatively normal, she does have small disc protrusion at L5-S1 with no neurologic compression. She does not have pain in the L5-S1 distribution would be expected with disc herniation at L5-S1 level. She has no objective weakness in her legs, but subjectively complained of them. He deemed she had reached maximum medical improvement and had no substantial mechanical alterations to her anatomy. There was no neurologic compression or instability. He again cleared her to work with 25-pound lifting restriction on a permanent basis. However, no further treatment was indicated.

On 01/12/21, she came under the pain management care of Dr. Pryzbylkowski that really this pain medicine. He wrote seated straight leg raising on the right side was negative and on the left side was positive at 75 degrees. He rendered diagnosis relative to the event of 10/29/15, of posttraumatic lumbago. He recommended a series of three lumbar epidural soon injections spread over six months period of time. This should help alleviate pain in her back and left lower extremity. She also was seen by pain specialist Dr. Kwon on 02/28/21. This was to assess for need for treatment. He rendered diagnoses and gave opinions that will be INSERTED as marked from your cover letter.

On 04/29/21, the petitioner participated in a functional capacity evaluation. It deemed she performed it with maximum effort and found she was able to work in the medium physical demand category. Lastly on 03/18/22, she was seen by neurosurgeon Dr. Glass. He rendered opinions that will be INSERTED as marked in follow-up on 06/02/22, she claimed physical therapy made her symptoms worse. She had two pain management injections the previous year. One of the mildly improved her pain for four weeks and the other provided absolutely no relief. At that juncture, lumbar operative intervention was not favored. From a neurosurgical perspective the patient was at maximum medical improvement status. She had intact sensation with deep tendon reflexes 1+ and symmetrical through out.
PHYSICAL EXAMINATION
UPPER EXTREMITIES: Inspection of the upper extremities revealed no bony or soft tissue abnormalities. There were no scars, swelling, atrophy or effusions. Skin was normal in color, turgor, and temperature. Range of motion was accomplished fully at the shoulders, elbows, wrists, and fingers bilaterally without crepitus, tenderness, locking, or triggering. 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 in bilateral hand grasp, pinch grip, and throughout the upper extremities. There was no significant tenderness with palpation of either upper extremity. 

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. 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.

Inspection revealed healed horseshoe-shaped scarring anteriorly the right knee that she attributes to it striking a window on a motor vehicle accident. There was no swelling, atrophy or effusions. Motion of the left hip was full in all spheres, but internal and external rotation elicited tenderness. Motion of the hips, knees and ankles was otherwise full in all spheres without crepitus or tenderness.
PELVIS/HIPS: 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 her heels and toes without difficulty. She 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 maneuvers were negative bilaterally for low back or radicular symptoms at 90 degrees. 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.

She changed positions fluidly and was able to squat to 80 degrees complaining of a pulling sensation in her back. She attended palpation about the left waistline, greater trochanter, iliac crests, satellites and paravertebral musculature in the absence of spasm, but there was none on the corresponding counterparts on the right. Axial loading elicited left-sided hip tenderness that is nonphysiologic and suggestive of 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.

Nichol Beck alleges to have been injured at work on 04/15/14, and during the current subject event of 10/29/15. She received a course of treatment as marked in my prior report. She received an order approving settlement and then reopened her claim. She underwent several different specialists evaluations including those by Dr. Woods who opined her symptoms did not correlate with the ___ of objective diagnostic findings. Nevertheless, she accepted epidural injections. She had already undergone a lumbar discogram/CAT scan with in caveats expressed by Dr. Woods. She also seen neurosurgically by Dr. Glass who ultimately deemed she did not require surgical intervention. The later diagnostics studies that I might have mentioned were lumbar MRI from 11/04/20, and CT of the lumbar spine from 12/21/18 (although this may be part of her discogram).

The current exam found she had full range of motion of the lumbar spine. Neither sitting nor supine straight leg raising maneuvers elicited any low back or radicular complaints below the knees. She had normal sensation and reflexes in the lower extremities.

My opinions relative to the permanency ___ the same as marked in the prior report. I will take into __ that is likely she actually had dimension the size and presence of her disc herniations on subsequent MRI and CAT scan. Accordingly, they might be a slight decrease in my permanency evaluation.
