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Dictation Time Length: 09:35
October 11, 2023

RE:
Jessica Johnson
History of Accident/Illness and Treatment: As you know, I previously evaluated Ms. Johnson as described in my report of 07/01/20. She is now a 60-year-old woman who again describes she was injured at work on 07/11/18. She was lifting boxes during a move from one office to another and injured her mid and lower back. She did not go to the emergency room. She did have further evaluation leading to what she understands to be diagnosis of herniated disc. These were treated without surgical intervention, but she did accept injection therapy. Since evaluated here, she received injections on both sides of her spine. She completed her course of active treatment with Dr. Kothari on 04/03/23. She admits that many years ago she also injured her back, but did not recall details. She has not had any subsequent injuries to the involved areas.

As per the records provided, Ms. Johnson applied for a reopener on her Claim. Additional treatment records show she was seen by Dr. Kothari as early as 07/21/17 for low back pain. He noted she already had a lumbar MRI from 2014 that was available for review. He noted it revealed prominent annular bulge at L4-L5 with facet arthropathy at that level. At L5-S1, there was a central disc herniation with compression on the central canal and thecal sac. There was facet arthropathy at that level as well. X-rays done in the office revealed loss of disc space height at L4-L5 and L5-S1 along with facet arthropathy at both levels. His assessment was discogenic and facet mediated low back pain, lumbar strain, and lumbar disc disease at L4-L5 and L5-S1. He started her on medications and discussed the possibility of an epidural injection. As noted in my prior report, she continued to receive treatment from Dr. Kothari over the next few years.

She returned to Dr. Kothari on 08/10/22 with similar complaints. She had a series of lumbar epidural injections that improved her symptoms. However, she had recurrence and an increase of her pain. She did not report a specific incident at work that may have led to the recurrence of symptoms, but she does report an increase in her job responsibility as well as time at work that she feels has led to the development of increased pain and dysfunction. He noted three epidural injections were given from March through June 2019. He noted an MRI revealed multilevel disc degeneration with a central and right paracentral disc herniation at L5-S1 with compression on the S1 nerve root. That image was from 2018 and he recommended a repeat MRI.
She had undergone a lumbar MRI on 12/04/18 whose results will be INSERTED here. On 03/11/20, she was seen by Dr. Diamond. At Dr. Kothari’s referral, she had the repeat lumbar MRI on 09/02/22, but was not compared specifically to any studies. The overall impression was multilevel degenerative changes. However, I will have to mark it off what to include in the body of the report. She also had disc protrusions and bulging from T11 through L3. Dr. Kothari had her follow up on 09/26/22 to review the MRI. He opined it demonstrated paracentral disc herniation/extrusion with left-sided component at L3-L4 with compression of the left L4 nerve root. He recommended additional epidural injections. These were then administered. She followed up with him through 04/03/23, noting these injections were given on 02/14/23 and 03/21/23 with 50% and 70% relief, respectively. She was to return afterwards, but does not appear to have done so.

PHYSICAL EXAMINATION
GENERAL APPEARANCE: She states she cannot afford to take time off from work for surgery although this was suggested.
UPPER EXTREMITIES: 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. 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 were not assessed. 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. Extension was 50 degrees, but motion was full in all other spheres without discomfort. There was no palpable spasm or tenderness of the paracervical or trapezius musculature nor was there any in the midline overlying the spinous processes. Spurling’s maneuver was negative.

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. Flexion was to 30 degrees and relieved her discomfort. Bilateral side bending was to 20 degrees with tenderness. Extension and bilateral rotation were full without discomfort. 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 maneuver on the right at 75 degrees and left at 50 degrees 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. 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 07/11/18, Jessica Johnson alleges to have injured her back at work as marked in my prior report. Since evaluated here, she reopened her claim. She returned to Dr. Kothari who had treated her previously with epidural injections. She underwent a repeat lumbar MRI on 09/02/22 that again showed multilevel degenerative changes. She responded well to another series of epidural injections. No surgery was performed. She currently states she cannot take time off from work for surgery.

The current examination found there to be variable mobility about the lumbosacral spine. Flexion actually increased her discomfort. Supine straight leg raising maneuvers failed to elicit any radicular symptoms below the knees. Neural tension signs were negative. My opinions about permanency and causation will also be INSERTED here as marked from my prior report. There is no increase in the level of disability I previously offered. She remains highly functional as noted in her ability to continue in her full-duty capacity with the insured.
