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Dictation Time Length: 21:25
January 7, 2024
RE:
Melanie Loatman
History of Accident/Illness and Treatment: Melanie Loatman is a 53-year-old woman who reports she was injured at work on 02/19/21. It was 3 a.m. and she slipped on ice while going into the work facility. She fell onto her buttocks twice. She had further evaluation and treatment including injections and radiofrequency ablation culminating in sacroiliac joint fusion in January 2022. She has completed her course of active treatment. She did volunteer that about 10 years ago she had an injury causing lower back pain that was diagnosed as a herniated disc. She did not specify what type of treatment she may have received at that time.

As per the First Report of Injury, she was running in the parking lot to clock in and slipped and fell twice on her right side, hurting her right side of the neck, shoulder and elbow. An Employee’s Report gave the same information. Treatment records show on 02/19/21 she was seen orthopedically by Dr. Zucconi. She complained of right shoulder, left elbow and cervical pain after the fall on 02/19/21. She admitted to a history of physical therapy to this body part as well as chiropractic treatment in the past. As far as her right elbow, she had minor pain. As far as her neck, she admits to stiffness and what feels like burning in the shoulder, but no radiation of pain down the upper extremities. She had a history of hypertension and hypercholesterolemia. She is taking atorvastatin, amlodipine, and hydroxyzine. She was diagnosed with pain in the right shoulder, right elbow pain, cervical spine pain, and contusion of the right wrist. He referred her for x‑rays of the wrist. Her cervical neurologic exam was benign. X-rays showed no acute fracture of the wrist. He initiated her on activity restrictions. Ms. Loatman followed up with Dr. Zucconi through 04/12/21. He reviewed the results of a lumbar MRI done shortly beforehand. INSERT the MRI report from 04/08/21 here. Dr. Zucconi concluded her diagnosis were lumbar back pain with sciatica, strain of the neck muscle, acute bilateral low back pain with left-sided sciatica, and acquired spondylolisthesis. She had suffered several slip-and-fall injuries that were related to her work as a corrections officer. She has since reached a treatment plateau. She has a prior history of epidural injections and old issues related to her lumbar spine. She had an old injury from a motor vehicle accident, but they had been unable to get her back to her baseline level of functioning. On review of the MRI, the anterolisthesis appears worse as compared to the 2018 study. She has significant degenerative joint disease and spinal stenosis. The anterior spondylolisthesis is not causally related to the injury. Frequently, in the past she had injections, physical therapy, and other interventions related to her back and recovered. Dr. Zucconi then recommended evaluation by a pain specialist.
On 04/20/21, she was seen orthopedically by Dr. Kirshner. He reviewed the mechanism of injury and her course of treatment to date. She admitted to prior back pain in 2018 when her back just started hurting without injury. She had physical therapy and epidurals with relief. She claimed to have fully recovered and did not have any issues until the injury of 02/19/21. She also had a prior motor vehicle accident about 30 years ago injuring her lower back. She thinks she had physical therapy and fully recovered. She also asserted she does karate, but has been unable to do so since her injury due to pain. Dr. Kirshner performed an exam and extensive review of her history. He rendered diagnoses of low back pain, L3-L4 and L4-L5 stenosis as well as L3-L4 and L4-L5 hypertrophic facet joints. There were no spinal surgical treatment recommendations relative to the lumbar injury on 02/19/21. He recommended pain management for lumbar facet blocks and continuation of physical therapy. She should see her family doctor about her urinary complaints that are not related to the lumbar spine. She could work light duty and follow up after injections and physical therapy.

On 04/26/21, she was seen by pain specialist Dr. Kwon. He rendered diagnostic assessments of lumbar facet joint syndrome and bilateral low back pain of unspecified chronicity and unspecified whether sciatica is present. He recommended lumbar facet injections. These were administered on 05/04/21. She followed up with Dr. Kwon afterwards and reported her improvement. She had additional facet injections on 05/18/21. On 06/17/21, she told him that she did not have any pain going down her left leg since the procedure on 06/08/21, but was still having lower back pain. He started her on a Flector patch for lumbar facet joint syndrome. He opined this appears to be primarily a strain of the supporting ligaments of the sacrum and pelvis with mild sacroiliac joint dysfunction. This should improve with physical therapy, antiinflammatories, and would not require injections. On 09/02/21, she returned to Dr. Kwon for a need-for-treatment evaluation. By then, she had another lumbar MRI on 08/26/21, to be INSERTED. He wrote she was reevaluated by Dr. Kirshner on 08/12/21 who recommended interventional pain management in the form of bilateral L3-L4 and L4-L5 facet injections. Dr. Kwon discussed treatment options with her and started her on meloxicam. Without an intervening trauma, he did not have an explanation why her sacroiliac joint pain has suddenly shown up when it was not present on prior examinations. Therefore, Dr. Kirshner would need to address causality before Dr. Kwon would plan any type of injections. She did follow up with Dr. Kwon over the next few months. On 09/23/21, he deemed she had not yet reached maximum medical improvement. Right diagnostic sacroiliac joint injection under local anesthesia was administered. On 11/01/21, she expressed having 100% pain reduction following the injection that did not contain steroids. The patient continues to report 30% improvement in her pain symptoms that increase with walking. Meloxicam helps a lot, taking it a couple of times per day. She was able to decrease the dose to one tablet a day as needed. Dr. Kwon deemed she had reached maximum medical improvement for interventional pain management unless Dr. Kirshner would like us to perform additional procedures.

Ms. Loatman did see Dr. Kirshner again on 06/03/21 who noted her response to the injections from Dr. Kwon. He monitored her progress over the next several months. On 06/08/21, Dr. Kwon performed bilateral L3-L4 and dorsal root L5-S1 radiofrequency medial branch ablations. She started having relief of the right leg pain three days afterwards and no pain since. Her pain in the low back was less since the injections. On 08/12/21, she related that in the past two weeks her back pain had returned since her injections. She had intermittent right leg pain when walking for long periods. He wrote an addendum on 10/11/21 after reviewing records pertaining to the 2018 injury. This primarily involved treatment with Dr. Salim at Reconstructive Orthopedics. On 12/11/17, she complained of low back pain into the right buttocks and the right posterior leg. Her back pain symptoms were very minimal compared to the right leg and buttock pain. Her symptoms and exam were highly suggestive of piriformis syndrome. The plan was for lumbar x-rays and home exercises. On 03/05/18, he gave her a steroid injection to the right greater trochanter. On 04/02/18, she reported this gave her relief of thigh pain, but not her buttock pain. On 04/24/18, she had relief for two weeks after the steroid injection in the piriformis muscle. She was referred to Dr. Holmes for steroid injection. On 12/12/18, he recommended right medial branch blocks at L4-L5 and L5-S1. On 12/27/18, Dr. Salim performed those medial branch blocks on the right. On 01/09/19, she reported significant improvement after the injections. At this visit, she was currently asymptomatic.

On 01/03/22, Dr. Kirshner performed surgery to be INSERTED here. On 01/24/22, she had x-rays to be INSERTED as well, those from 03/04/22 and 04/05/22. On 05/04/21, Dr. Kwon performed facet injections at L4-L5 and L5-S1. She followed up with Dr. Kirshner through 05/05/22. He wrote that serial postoperative x-rays did not show any failure of her hardware. He was also able to compare two lumbar MRIs completed at Inspira Health on 04/08/21 and 08/26/21. There were no an anatomic or objective differences between these two lumbar MRI scans. Dr. Kirshner anticipated she would be at maximum medical improvement at the next visit. In the interim, she would participate in a full duty trial. Final diagnoses were low back pain status post right sacroiliac joint fusion on 01/03/22.
PHYSICAL EXAMINATION
ABDOMEN: Normal macro 
She locates her pain to be along the right inguinal ligament. However, this was not tender to palpation from the evaluator. She stated her symptoms are now the same as they were before surgery although it did help for a while.
UPPER EXTREMITIES: 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 was a transverse scar measuring approximately 2.5 inches at the right lateral buttocks and hip consistent with her surgery. There was no swelling, atrophy, or effusions. Skin was normal in color, turgor, and temperature. She demonstrated with her right boot on that she lifts her foot over the left knee, but cannot do so independently. Motion of the right hip was full in all spheres, but flexion elicited tenderness. There was no crepitus or tenderness with range of motion about the left hip, either knee or ankle. 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 for resisted right plantar flexor strength, but was otherwise 5/5. There was no significant tenderness with palpation of either lower extremity.

PELVIS/HIPS: She had positive Fabere’s maneuvers bilaterally. Pelvic rocking and compression, as well as Trendelenburg maneuvers were negative bilaterally.

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 fluidly and was able to squat to 70 degrees. Inspection of the lumbosacral spine revealed normal posture and lordotic curve with no apparent scars. She sat at 90 degrees comfortably, but actively flexed to only 45 degrees and extended to 20 degrees. Right side bending was full to 25 degrees with discomfort. Left side bending and bilateral rotation were full without tenderness. 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 02/19/21, Melanie Loatman slipped and fell while walking towards the entry to her place of employment. She actually fell twice. She was seen that same day by Dr. Zucconi who initiated her on conservative care. He ascertained a history of prior low back problems dating to 2018. She did participate in physical therapy while under the care Dr. Kirshner. She had a lumbar MRI on 04/08/21 and 08/26/21, to be INSERTED here. Ms. Loatman also came under the pain management care of Dr. Kwon who performed sacroiliac joint injections and ultimately she had right sacroiliac joint fusion. She did undergo radiofrequency medial branch ablations by Dr. Kwon on 06/08/21. She had a right sacroiliac joint injection on 10/26/21. On 05/26/21, she submitted to lumbar facet injections given a diagnosis of lumbar facet syndrome and bilateral low back pain. She had physical therapy as well. Dr. Kirshner followed her progress through 05/05/22. On 01/03/22, she submitted to a right sacroiliac joint fusion. On 05/20/22, he in fact deemed she had reached maximum medical improvement and could continue working full duty.
The current exam of Ms. Loatman found she ambulated with a physiologic gait and no assistive devices. Examination of the abdomen was negative. She had variable, but ultimately full range of motion about the lumbar spine. Provocative maneuvers there were negative. She had full range of motion of the hips. There was healed surgical scarring about the right lateral buttocks consistent with her SI joint surgery. She did have positive Fabere’s maneuvers bilaterally at the hips.

I would offer 5% permanent partial total disability referable to the lower back. This is for the orthopedic and neurologic residuals of facet syndrome treated surgically by fusion. There is 0% permanent partial or total disability referable to the cervical spine, left shoulder, or pelvis. She seems to have received extensive treatment for the lower back, but was not listed on my cover sheet to estimate permanency for it. PLEASE FIND OUT IF WE NEED TO THAT.
