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Dictation Time Length: 06:54
December 16, 2022
RE:
Michelle Mason

History of Accident/Illness and Treatment: Michelle Mason is a 57-year-old woman who reports she was injured at work on 01/04/22. She slipped on ice getting out of her vehicle at work and fell onto her buttocks. As a result, she believes she injured her lower back, neck and ribs, but did not go to the emergency room afterwards. Further evaluation led to what she understands to be a final diagnosis of fractured vertebrae. She did not undergo any surgery for this and completed her course of active treatment on 03/31/22. She admits to previously being treated for arthritis of her back with physical therapy.

The records supplied show Ms. Mason came under the care of Dr. Chee on 01/05/22, clearing her to return to work on 01/24/22 for a diagnosis of low back pain with radiculopathy and a rib contusion. He also noted on 01/26/22 they discussed various treatment options. They discussed bracing for her compression fraction as a potential option, which she would like to hold off on. They discussed following up with her primary care physician regarding the left common iliac lesion as well as for further evaluation of bone health with a DEXA scan. She already had a follow-up appointment with him scheduled. She returned to Dr. Chee and participated in physical therapy. He monitored her progress through 03/30/22. At that point, she had reached maximum medical improvement. He recommended completion of her physical therapy. His final diagnosis was wedge compression fracture of the fourth lumbar vertebra.
It is my understanding she underwent an MRI of the lumbar spine on 01/20/22. It showed acute to subacute compression fracture of L4. There was bone marrow edema in the bilateral pedicles of L4 and L5 extending into the posterior element suggestive of osseous stress response. There were multilevel degenerative changes of the lumbar spine. As of her last visit with Dr. Chee on 03/30/22, her pain level was 0/10. She was deemed to have reached maximum medical improvement.
PHYSICAL EXAMINATION

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. Motion of the right knee elicited low back tenderness in flexion, but no knee tenderness or crepitus. Motion of the left knee as well as both hips and ankles was full in all planes 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.

HIPS/PELVIS: 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. She sat comfortably at 90 degrees lumbar flexion, but actively flexed to 70 degrees and extended to 20 degrees. Bilateral rotation and sidebending were accomplished fully. 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 elicited low back tenderness on the right at 90 degrees with no radicular complaints. On the left, at 90 degrees, no low back or radicular complaints were elicited. 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.

On 01/04/22, Michelle Mason evidently slipped at work. She was seen by Dr. Chee on 01/05/22. She stated she tried to go to the urgent care and emergency room, but was not accepted there due to this being a Workers’ Compensation claim. She also noted long‑standing issues with low back pain radiating down the right lateral thigh, which was present prior to her fall. She had occasional issues with spasms and right groin pain, but denied any numbness, tingling, weakness, bowel or bladder incontinence or dysfunction. She was diagnosed with a lumbar compression fracture and referred for physical therapy. Ongoing care with him continued through 03/30/22 when she was asymptomatic.

The current examination found Ms. Mason to have somewhat variable mobility about the lumbosacral spine. Neither sitting nor supine straight leg raising maneuvers elicited any radicular complaints. There was no tenderness to palpation in the midline at the L4 vertebral level.

There is 5% permanent partial total disability referable to the lower back. Review of her earlier treatment notes and diagnostic studies from chronic pain might be illuminating in this matter. Curiously, she currently states her symptoms are worse now than when they first began despite reporting to Dr. Chee she had 0/10 pain several months ago.
