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PART 2
Dictation Time Length: 26:02
February 2, 2023
RE:
Robert Edwards
History of Accident/Illness and Treatment: As per earlier records, Mr. Edwards underwent a cervical spine MRI on 11/09/17 at the referral of Dr. Mitchell. It showed spondylosis, multilevel disc desiccation, multilevel foraminal stenosis; C2-C3 and C6-C7 bulging annuli; C3-C4, C4-C5, C5-C6 posterolateral disc herniations. He also had cervical spine x-rays done on 11/09/17 that showed spondylosis more at C5-C6, but seen at many levels. He had also come under the care of Dr. Duckworth on 12/11/17 through his motor vehicle accident insurance. He was told his blood pressure was high and he could not get neck injections. He was seen by a physician at the Public Health City of Philadelphia in the past and was prescribed medication. He had not taken any antihypertensive for the past year. He was found to have uncontrolled hypertension and started on losartan and amlodipine. He continued to see Dr. Duckworth through 10/29/18 when he was referred for routine laboratory studies. He had additional diagnoses of elevated glucose and obesity. After a gap in care, he returned to Dr. Duckworth on 12/09/20 for preoperative clearance. He had not taken any antihypertensive medication since June. He was once again diagnosed with uncontrolled hypertension, elevated glucose, as well as a sprain of the left wrist for which he was going to see orthopedic surgery. X-rays showed left wrist PRC, pin neurectomy, with possible radial styloid open reduction and internal fixation. On 06/15/21, Mr. Edwards returned to Dr. Duckworth requesting an inhaler to have on hand, but he had no symptoms. On 02/19/18, Dr. Yanow performed a cervical epidural steroid injection. He saw her afterwards on 02/26/18, reporting no sustained improvement. Accordingly, she did not recommend any additional injections and discharged him at maximum medical improvement. She had elicited a history of right ankle injury in 2012 unrelated to work that resulted in a fracture. He also had a gunshot wound irrigation and debridement in 1993. He was hit in the right calf at that time. He also had left ear trauma in 1980 with permanent hearing loss. He had low back injury in 2014 and 2015 when he was moving items from the pallet. The pallet slid and he felt a pull in his lower back while at work. He was treated with medications and therapy, but no injections. He related his symptoms resolved around July or August 2015 and that he was working without lower back complaints. He also had a motor vehicle accident in 1985 resulting in lower back pain. He had a right hand injury while playing basketball resulting in slight deformity. She also noted his treatment subsequent to the 03/22/17 event. On 03/19/18, Mr. Edwards was seen by pain specialist Dr. Kwon. He opined transforaminal cervical injection at C5-C6 on the right side without clear signs of cervical radiculopathy are not medically indicated. There were some signs of symptom magnification on exam including breakaway weakness of the right upper extremity through multiple muscle groups as well as in the right lower extremity particularly for knee flexion and knee extension. These improved with distracted testing. He deemed the Petitioner had reached maximum medical improvement for interventional pain management. However, he saw Mr. Edwards again on 04/05/18 when the plan was to pursue a right C6 selective nerve root block. He followed up on 04/30/18 after it was administered.

Prior records show Mr. Edwards underwent a chest x-ray on 09/28/04 that was read as normal. The history given was left shoulder pain. He was also seen at Concentra on 09/29/04 alleging he was injured the previous day. The pain began gradually in the left sacral region, lumbar region, thoracic region and posterior aspect of the left shoulder. He had already undergone x-rays the previous day that were negative. He was prescribed Motrin with minimal response. He was diagnosed with a back/buttock contusion as well as thoracic strain for which he was prescribed Skelaxin and physical therapy. His progress was monitored at Concentra such as on 10/04/04 when he stated he slipped on a wet floor causing injury of 09/28/04. He also had a motor vehicle accident in January 2004. He was out of work for several weeks and returned to work on light duty until July 2004. Dr. Harrell diagnosed him with a lumbar strain and continued him on medications. He returned for rechecks over the next several weeks through 12/14/04. He continued to offer complaints relative to the injury of 09/28/04. Dr. Harrell prescribed him cyclobenzaprine and kept him on modified duty. She also referred him for a functional capacity evaluation. Dr. Harrell had him undergo a lumbar MRI on 10/21/04 given a history of low back pain after a fall at work. It demonstrated mild generalized disc bulge with a small focal broad-based central subligamentous disc protrusion causing very minimal mass effect on the L5 nerve roots bilaterally. There was no significant central canal stenosis. There was mild disc desiccation at L5-S1. On 11/18/04, he was seen orthopedically by Dr. Duda. His impression was probable prolonged lumbosacral strain with no clear evidence of disc herniation on clinical exam. He ordered a set of laboratory studies. On 01/03/05, he was seen by Dr. Stepanuk. He complained of lumbar pain radiating down his left leg to his ankle along with paresthesias and numbness in his left foot. Relative to the history of motor vehicle accident in January 2004, he related these symptoms totally resolved. This does not correlate with earlier statements. Dr. Stepanuk diagnosed lumbar strain and sprain, disc protrusion at L5, and left lower extremity radiculopathy. He recommended EMG on the left lower extremity. On 03/07/05, he wrote his EMG correlated with disc herniation and it was his opinion that his symptoms were directly related to the 09/28/04 accident. He was seen on 07/18/05 when pain control injections were again recommended. His Motrin was renewed. He was to continue with physical therapy and manipulative therapy program. He was going to return if his symptoms became intolerable and pain control would be recommended. Dr. Stepanuk saw him through 12/05/05, having last been seen last year. He did not return as he had personal problems including a divorce. He had to sleep on the floor at his sister’s house. This greatly increased his back and leg pain. He still had lumbar pain with radicular symptoms down to the left leg as far as the ankle. Pain control injections were recommended. He was also prescribed Naprosyn, Nexium and Lyrica.

On 01/18/05, he was seen by a physiatrist named Dr. Ross. He noted the course of treatment and diagnostic workup since the 2004 fall. Dr. Ralston rendered diagnoses of sprain and strain of the ligamentous supporting structures of the lumbar spine, herniated nucleus pulposus of the lumbar spine with resultant radiculopathy in the left lower extremity. He was administered medical acupuncture, which was going to be repeated. On 02/16/05, he did have an EMG by Dr. Nunez, who works with Dr. Ross. He found this to be an abnormal study. There was electrophysiologic evidence of lumbar nerve root irritative radiculopathy noted mainly in the posterior primary rami (paraspinal muscles) in the vicinity of the left L5-S1 level with associated paraspinal muscle spasm. EMG of both lower extremities is within normal limits without evidence of axonal degeneration or denervation at the present time. The study was negative for peripheral neuropathy or nerve entrapment to the ankles (anterior and posterior tarsal tunnel syndrome).

Mr. Edwards presented himself to Chestnut Hill Emergency Room on 12/01/12 for a foot injury. He stated he twisted his ankle and foot while walking down his stairs at home. He had immediate pain and had emergency personnel take him to the emergency room. He did undergo x-rays of the left ankle that showed bimalleolar fracture with ligamentous disruption. He was immobilized and was going to follow up with orthopedics. On 12/10/12, he had another set of x-rays, this time of what was marked the right ankle. There was bimalleolar fracture with increased distraction of small medial malleolar fragment. Continued findings suggesting ligamentous disruption of the ankle mortise were present.
On 12/10/12, he had a preoperative evaluation prior to surgery. Surgery was done on 12/11/12 by Dr. Pasquella. He performed open reduction and internal fixation of a bimalleolar equivalent fracture of the right ankle. Mr. Edwards was discharged from the hospital on 12/12/12. On 01/17/13, he followed up with Dr. Mandel postoperatively for his right ankle. X-rays revealed excellent maintenance of anatomic reduction and progressive healing of the lateral malleolar fracture. He was going to progressively weight bear and then return in follow-up.

As noted in Dr. Mitchell’s last progress note, the Petitioner received chiropractic therapy from Dr. Marcus from 01/03/05 through 12/01/05. This was for his constant moderate to severe diffuse lower back symptoms. He then underwent treatment for his left ankle. He continued to be seen at WorkNet on 08/22/17 regarding cervical and thoracic strain. It had been 153 days since he initially reported the injury to the company. X-rays were done on that date. He was rendered diagnoses of cervical and thoracic strain for which he was to continue Relafen and work restrictions as well as physical therapy. He was seen regularly at WorkNet over the several weeks. On 09/25/17, he remained symptomatic so was referred for an MRI. He had therapy at NovaCare beginning 08/08/17 running through 09/01/17. On 10/10/17, he was seen at Coastal Spine for the work injury of 03/22/17. He worked at Amazon and was lifting a box onto a pallet when he felt a pull between his shoulder blades that progressed to pain in his neck and shoulders. He had 12 sessions of physical therapy and was out of work since 09/10/17 since light duty could not be further accommodated. He was referred for a cervical spine MRI. He returned on 11/06/17 by which time he had an MRI of the thoracic spine which had not been ordered at the last visit. He requested electrical stimulation. Physical exam was unchanged.
By 12/11/17, he had undergone cervical x-rays and MRI. A pain management consultation for C5-C6 right-sided transforaminal epidural injection under fluoroscopy would be warranted once his high blood pressure was brought under control.

He also noted an FCE done on 07/18/18 during which he provided acceptable effort. He was deemed capable of functioning on a full-time basis with material handling of 60 pounds occasionally, 60 pounds frequently, and 30 pounds constantly. There were no limitations in non-material handling. Dr. Mitchell also referenced a case settlement on 04/01/19. This was for 22.5% partial total disability and residuals for disc herniations at C3-C4, C4-C5, C5-C6, and disc bulges at C2-C3 and C6-C7 status post epidural injections. The patient was now alleging significant and material worsening. However, based upon the physical exam, Dr. Mitchell did not find material worsening directly compared to his exam of 08/09/18. He may have had subjective worsening, but no objective material worsening. In fact, he had normal physical exam. Dr. Mitchell told him about the possibility of proceeding with surgery, which he stated he would not. Dr. Mitchell did not know the prior history until dictating this particular note and had no effect on his interaction with this patient. It was only when he dictated this note and reviewed the prior records that he became aware that the patient did not show up for surgery and had inconvenienced too many providers in the past. In fact, this seems to be the same scenario that it was in the past. He would not proceed with surgery and was honest and frank in stating that today. Accordingly, Dr. Mitchell deemed there would be no additional treatment for this patient nor would he need updated imaging. We have “played this game before” with the patient stating he might consider surgery and then signing consent for surgery and then scheduling surgery only to not show up or not call. Dr. Mitchell deemed it would be a waste of time and resources as this patient’s past behavior demonstrates he is not willing to proceed with surgery. He was unwilling to proceed with surgery at that time and was deemed to have achieved maximum medical improvement. He had done reasonably well for the past four years without surgery. He also had done well for two years since settling his case. 

IMPRESSIONS and ANALYSES:
I previously did dictate some impressions that will be supplemented as follows: It is abundantly clear that Mr. Edwards had preexisting orthopedic problems including the spine and extremities. This belies his current denial of the same. It is now also evident that his presentation after the subject event on 03/22/17 was similar to that found years before after earlier claimed injuries. Accordingly, his assessments of permanency will be the same as those possibly given in the past by a respondent’s physician.
