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Dictation Time Length: 11:58
May 3, 2023
RE:
Neitra Jackson
History of Accident/Illness and Treatment: Neitra Jackson is a 45-year-old woman who reports she was injured at work on 08/15/22. At that time, she was trying to assist a resident into a wheelchair. He fell and she tried to keep him from falling, causing her to nearly fall. She helped the patient up, but believes she injured her back as a result. She went to an unspecified emergency room afterwards. She had further evaluation, but remains unaware of her final diagnosis. She did receive physical therapy, but did not undergo any surgery in this matter. She completed her course of active treatment a few months ago. Ms. Jackson also relates that she was involved in a motor vehicle accident on 06/02/21. This resulted in injuries to her back, neck, right shoulder, and left leg. She was receiving treatment for those at the time of the subject event. She asserts that she was not supposed to do any physical labor at the position. However, when she started, she was left alone to take care of four adult individuals. She did receive trigger point injections to her neck from Dr. Grossinger. He also performed injections to her wrists. In the motor vehicle accident, her car was pushed into a brick wall and her seat dislodged.

As per her Claim Petition, Ms. Jackson alleged on 08/15/22 she was assisting a patient into a wheelchair. The patient was falling and she hurt her back causing the thoracic injury. Treatment records show she went to Cape Regional Emergency Room/Urgent Care that same day. She reported constant back pain in the mid back characterized as mild and aching. Exam found some tenderness of the thoracic muscles, but the remainder of the spine was unremarkable. She was diagnosed with a thoracic sprain and begun on prednisone and cyclobenzaprine. She was placed on activity modifications.

On 08/31/22, she was seen at WorkNet by Dr. Oteri and his physician assistant. She related remaining out of work for two weeks since the Urgent Care visit. She was complaining of moderate pain to her lower back and right wrist. She also complained of intermittent shooting pain from her left axilla to her left elbow when leaning on her left upper extremity. She also had intermittent numbness and tingling to her right hip. She has a previous past medical history of a motor vehicle accident two years ago resulting in injury to her lower back. She had an MRI at that time that revealed herniated discs. She had physical therapy for her low back that was continuing. She also was seeing a chiropractor for her back pain. She reported that when she took her current job, she had lifting restrictions due to her back injury. As of this visit at WorkNet, she completed her prednisone and was taking Tylenol and Flexeril as needed for pain. She was diagnosed with lumbar and right wrist sprains for which she was placed on modified duty. Her medications could continue. She was already attending physical therapy. She was to return in one week. On 09/12/22, she did so and this time saw Dr. Oteri himself. He learned she had been working for the insured for three months at the time of subject event. In addition to the treatment already described, he noted Dr. Grossinger gave her trigger shots in her neck and head to relieve her pain. She also saw her primary care physician who wrote a prescription for oxycodone 10 mg. She was taking one quarter of a tablet for pain. The chiropractor for the car accident was Dr. McCaren. She reported she was not tolerating modified duty because her work location could not accommodate it. He ordered x-rays of the lumbar spine as well as an MRI of the lumbar spine. On 09/30/22, she did have lumbar spine x-rays. It showed mild facet joint sclerosis at L5‑S1 and S1-S2. There were no additional abnormalities. She had a transitional vertebral body at the lumbosacral junction consistent with a lumbarized S1. Her follow-up visit with Dr. Oteri was on 09/21/22. She reports 0% improvement of her symptoms. He ordered physical therapy and modified activities. She was going to return in one week after her MRI had been reported.
PHYSICAL EXAMINATION
UPPER EXTREMITIES: She had excessive adipose tissue hanging from her arms. There were no other bony or soft tissue abnormalities. There were no scars, swelling, atrophy or effusions. Skin was normal in color, turgor, and temperature. Motion of the right shoulder was full without crepitus, but adduction and abduction elicited tenderness. Motion of the left wrist was full without crepitus, but extension 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 for right shoulder external rotation elicited tenderness, but was 5/5. Resisted left wrist extension elicited radial wrist tenderness that is non-physiologic. Strength was otherwise 5/5 bilaterally with no discomfort being elicited. 
HANDS/WRISTS/ELBOWS: Normal macro

SHOULDERS: Normal macro
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. Inspection revealed excessive adipose tissue hanging from her lower extremities bilaterally. Her legs were shaven bilaterally. Skin was otherwise 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.

CERVICAL SPINE: Inspection of the cervical spine revealed normal posture and lordotic curve with no apparent scars. Range of motion was accomplished fully in flexion, extension, rotation, and side bending bilaterally without tenderness. She was tender at the trapezii in the absence of spasm, but there was none in the midline or at the paravertebral musculature. Spurling’s maneuver was negative.

THORACIC SPINE: Inspection of the thoracic spine revealed normal posture and kyphotic curve with no apparent scars. Range of motion was accomplished fully in flexion, rotation, and sidebending bilaterally. She was tender superficially along the length of the midline in the thoracic region. There was no palpable spasm or tenderness of the paravertebral musculature. 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. She was able to stand on her heels and toes. She changed positions fluidly and was able to squat to 10 degrees and rise. Inspection of the lumbosacral spine revealed normal posture and lordotic curve with no apparent scars. She could actively flex to 70 degrees and extend, bilaterally rotate and bilateral side bend fully. She was superficially tender in the midline throughout the length of the thoracic area. 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 needed to be deferred secondary to her size.
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 08/15/22, Neitra Jackson was trying to prevent an individual from falling while assisting him in the bathroom. She guided him into his wheelchair, but believes she injured her back as a result. She went to a local ER/urgent care center where x-rays were not taken. She was treated and released on medications. She followed up at WorkNet who treated her conservatively for the next several weeks. She reported no improvement. She eventually underwent a lumbar MRI on 09/30/22 that showed no acute abnormalities. She was also supposed to get an MRI, but it is unclear if this was completed. Interestingly, Ms. Jackson had been involved in a motor vehicle accident in June 2021 after which she remained symptomatic from multiple injuries.

The current exam found her to be extremely obese and deconditioned. There was hanging adipose tissue of the upper and lower extremities. There was full range of motion of the upper extremities although tenderness in certain planes. She had full range of motion of the cervical and thoracic spine. There was superficial tenderness in the midline in the thoracic region throughout its length. She had virtually full range of motion about the lumbar spine considering her abdominal girth. She had superficial tenderness in the midline along the length of the lumbar spine. Seated straight leg raising maneuvers were negative bilaterally at 90 degrees for low back or radicular complaints.

There is 0% permanent partial total disability referable to the back. In the event in question, Ms. Jackson at most sustained a soft tissue sprain that has long since fully resolved. She has a known history of preexisting herniated discs in her back that possibly experienced a temporary exacerbation from this incident. She continues to treat with her personal physicians for that motor vehicle accident. She has recently started another new position that she states is entirely sedentary as a program manager. There is 0% permanent partial total disability referable to the back.
