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Dictation Time Length: 10:32
January 27, 2023
RE:
Lillian Linnen

History of Accident/Illness and Treatment: Lillian Linnen is a 74-year-old woman who reports she was injured at work on 03/01/21. When she was leaving at the end of her shift, she walked and slipped and fell down hard onto her bottom. She did not experience head trauma or loss of consciousness. She did need help getting up. She did not go to the emergency room afterwards. She had further evaluation, but remains unaware of her final diagnosis. She did not undergo any surgery and is no longer receiving any active treatment.

As per the treatment records provided, Ms. Linnen was seen at Virtua Urgent Care on 03/17/21. She related on 03/01/21 around 4 p.m., she was getting up to leave her register at work when she fell. She slipped on liquid that was on the floor, but did not remember hitting the floor. She filled out an injury report that day, but denied being seen at that time. She had not received interim treatment. She asked her employer to see the video, but they would not let her. She complained of lower back pain and both buttocks, left shoulder and left side of her neck. She was evaluated and diagnosed with neck strain and lumbar strain for which she was placed on Mobic and Flexeril.

On 03/18/21, she followed up with Virtua Occupational. She explained the mechanism of injury and that she went home the day it occurred. She called out of work the next day and was off the following day. She then returned to work, but did not seek any treatment until 03/17/21 at urgent care, stating she had increasing pain that she thought would go away. She had not filled the prescription for meloxicam and did not start taking it. She did admit to low back pain with a baseline pain level of 3/10. Her last injections were four to five years ago. She was issued another diagnosis of left shoulder strain. Physical therapy was ordered and was rendered on the dates described. She followed up on 03/23/21 and underwent x-rays of the cervical spine, lumbar spine, and left shoulder to be INSERTED here. She was going to return in two weeks. She followed up on 04/06/21 complaining of inability to hold her urine. “I am going through way more Depends than usual.” She had no problems in her neck or shoulder on this visit. She specifically requested x-rays on 03/23/21 because her daughter “thinks I could have something wrong in my kidneys.” She admitted to recently treating with her primary care physician for urinary problems with a history of same.

On 04/14/21, the Petitioner was seen by Dr. Steele. She reviewed the lumbar x-rays that showed degenerative disc disease and lumbar spondylosis from L2-L5 and bilaterally at the degenerative SI joints. There were no acute osseous abnormalities. Dr. Steele continued her on therapy, referred her for an MRI, and recommended SI joint injections. She followed up on 05/19/21. Dr. Steele independently reviewed the lumbar MRI from 05/15/21. It showed L5-S1 bilateral foraminal narrowing, L4-L5 moderate central stenosis and foraminal narrowing, L3-L4 foraminal narrowing and L2-L3 foraminal narrowing and multilevel facet arthritis. She recommended performing sacroiliac c joint injections. Such an injection was given on 06/09/21. She was to return in two weeks, but does not appear to have done so. She currently volunteers that she went to Cherry Hill Orthopedics on her own who gave her a brace.

PHYSICAL EXAMINATION

GENERAL APPEARANCE: She had a history of hiatal hernia and wore Depends type undergarments.
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. Motion of the left shoulder was full without crepitus, but abduction elicited tenderness. Motion of the shoulders, elbows, wrists 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 in bilateral hand grasp, pinch grip, and throughout the upper extremities. She had tenderness to palpation anteriorly about the opposite right shoulder, but there was none on the left
SHOULDERS: Normal macro
LOWER EXTREMITIES: Inspection revealed bilateral longitudinal scars overlying the knees consistent with surgeries. She had hallux valgus deformities bilaterally, but no other bony or soft tissue abnormalities. Her legs were shaven bilaterally. There was no leg length discrepancy with the examinee supine, as measured at the medial malleoli. There was no swelling, atrophy, or effusions. Skin was normal in color, turgor, and temperature. Motion of each knee was from 0 to 125 degrees of flexion without crepitus or tenderness. Motion of the 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.

CERVICAL SPINE: Normal macro
THORACIC SPINE: Inspection of the thoracic spine revealed a scoliotic curve concave to the left, but no apparent scars. Range of motion was accomplished fully in flexion, rotation, and sidebending bilaterally. There was no palpable spasm or tenderness of the parathoracic or interscapular musculature. There was no tenderness over the bony prominences of the scapulae or spinous processes. 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 her heels and toes without difficulty. She changed positions slowly stating “I am old.” 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.

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 03/01/21, Lillian Linnen reportedly slipped and fell at work on a wet floor. She did not present for medical treatment until 03/17/21, being seen at Virtua Urgent Care. They noted her mechanism of injury and initiated her on conservative therapeutic measures. She was followed and participated in physical therapy. On 03/23/21, she underwent several x-rays evidently at the behest of her daughter. These did not show any acute abnormalities. She eventually was seen by Dr. Steele who performed a lumbar epidural injection on 06/09/21. I have been advised that she still remained on light sitting duty. She also relates going to Cherry Hill Orthopedics on her own who recommended she use a brace.

The current examination found healed surgical scars at the knees consistent with arthroplasties and associated decreased range of motion. She ambulated with a physiologic gait and did not use a handheld assistive device. She had full range of motion of the cervical spine, lumbar spine, and left shoulder. She had incidental tenderness to palpation about the opposite right anterior shoulder. Provocative maneuvers at the shoulders were negative. She had full range of motion of the cervical, thoracic and lumbar spines where all provocative maneuvers were negative for clinically significant disc pathology, spinal stenosis, radiculopathy, or facet arthropathy.

There is 0% permanent partial total disability referable to the neck, back, or left shoulder. In the event in question, Ms. Linnen sustained soft tissue injuries in the form of contusions and sprains. She currently has a benign clinical examination.
