PAGE  
3

Dictation Time Length: 32:08
July 19, 2023
RE:
Carla Brenckman (Conley)
History of Accident/Illness and Treatment: Carla Brenckman (Conley) is a 54-year-old woman who reports she was injured at work on 04/05/18. She was pulled down while moving a pallet. She held onto it with her right hand as she fell. As a result, she believes she injured her thumb and hand, but did not go to the emergency room afterwards. She had further evaluation leading to what she understands to be final diagnosis of a sprained thumb, pinched nerve in the cervical and upper thoracic spine that were diagnosed two months ago. She did not undergo any surgery, but continues to receive pain management from Dr. Kwon. She denies any previous problems or injuries to the involved areas. She references subsequent injuries involving her neck or shoulders of “a few months.” Interestingly, the Petitioner completed her intake paperwork with her left hand which is non-dominant. She did this reportedly due to inability to use her right hand. Her handwriting is somewhat messy.

As per the medical records provided, Ms. Brenckman was seen at Concentra on 04/06/18 stating a pallet fell on her hand the previous day. She was helping to lift a half pallet of toilet tissue onto the ground. She lost grip of the heavy pallet and fell onto the right side of her body. She now still has pain to the right hand in the thumb and palm area, but nowhere else. She did not have any numbness or tingling. She was examined and underwent x-rays of the right hand. She was diagnosed with a sprain of the thumb for which she was placed in a splint and on medication. She continued to be seen here over the next few weeks and remained symptomatic. On 05/07/18, she had an MRI of the right hand that was read as unremarkable.
She also was seen by Dr. Andrews on 05/16/18. Dr. Andrews expressed to the patient even before the visit that she was unable to address the hand injury from work because she was following with Workers’ Compensation. She noted her blood pressure had been high at the orthopedist’s office and thinks it may be her nerves. Dr. Andrews reviewed her various laboratory studies and urinalysis. She did not offer a diagnosis relative to the right hand. On 10/02/18, she presented to Dr. Andrews again stating her Workers’ Compensation Case was closed on August 1st. She had an MRI of the right hand that was normal. She had followed with Dr. Matzon’s office who said they would not fill out her paperwork as they do not feel she was disabled. She was also told she did not have carpal tunnel. She had physical therapy who supposedly said they were concerned about her decreased function. Dr. Vasen noted trouble using her fingers and thumb since the injury and was unable to bend completely. She had never had any neck imaging. She states she works in a warehouse at Amazon. She specifically requested FMLA paperwork for temporary disability to be completed. She was then referred to several different providers. These included Dr. Monahan of orthopedic surgery, Dr. Klazmer of neurology, and imaging of the cervical spine. She needed to review the previous tests and evaluations before she could complete any paperwork. She discussed the possibility of psychosomatic diagnosis with the Petitioner. She was going to follow up after specialist evaluation and the previous testing was reviewed.

She had an EMG by Dr. Scholl on 05/29/18. There was electrodiagnostic evidence for mild to moderate right carpal tunnel syndrome. There was no evidence of plexopathy, peripheral neuropathy, or myopathy. She was seen by orthopedist Dr. Vasen beginning 06/22/18 for a second opinion. Upon exam, she holds her right hand significantly guarded. There were no dystrophic changes, hyperhidrosis, changes in the nail or hand morphology, and no shiny skin. She had some diffuse tenderness that is somewhat inconsistent with the exam, sometimes in the forearm and sometimes in her hand. Her grip strength really could not be assessed. She really would not make a full fist, stating she had difficulty moving her thumb in terms of flexion and extension at the IP joint. She cannot oppose it to the tip of the small finger either. She had good range of motion of the wrist and could extend it about 80 degrees and flex about 70 degrees. She had full supination and pronation of the forearm and there was some diffuse tenderness around the forearm as well. The compartments were soft. She had intact sensation grossly to light touch. There was negative Tinel’s for carpal tunnel and negative Phalen’s maneuvers. Adductor pollicis strength was 5/5. There was subjectively decreased sensation in the radial, median, and ulnar nerve distribution of her hand. Due to lack of effort, finger abduction was 4/5 compared to the other side. He also noted the results of her EMG and MRI. He did not think the carpal tunnel was at all related to the accident or would explain the symptoms she is describing. She is not having any numbness or tingling and this is not consistent with carpal tunnel syndrome. As far as her hand condition, it is obviously difficult to ascertain the exact etiology of her discomfort. Her exam is not consistent with normal physiology and did find it somewhat inconsistent in terms of effort during the examination. He recommended a functional capacity evaluation to determine her functional level as well as her reliability testing. If it was not reliable, then he would not recommend any type of further treatment for her as the exam was somewhat inconsistent. If it is consistent, then they would possibly consider something further in terms of treatment. She then did participate in a functional capacity evaluation on 07/10/18. She demonstrated the ability to perform 34.9% of the physical demands of her job as a fulfillment associate. Consistency of effort results obtained during testing indicates significant observational and evidence-based inconsistencies resulting in self-limiting behavior and submaximal effort. Reliability of pain results obtained indicate Ms. Brenckman’s functional pain reports were unreliable and functional results were based on demonstrated biomechanics. Overall, she was deemed capable of working in the sedentary physical demand category. Nonmaterial handling testing indicates an occasional tolerance for fine coordination and gross coordination. She demonstrated the ability to perform both above shoulder reach, bending, forward reaching, squatting and walking with frequent tolerance. Sitting and standing were tolerated on a constant basis. Functional activities should avoid within the competitive work environment including firm grasping and simple grasping. She returned to Dr. Vasen on 07/13/18 when he reviewed these results with her. Given the unreliability of the study and her inconsistent exam, he felt there was nothing else to offer her from an orthopedic standpoint. As far as her job goes, it was difficult to ascertain her capabilities given the reliable nature of her FCE. If they had something with no griping or grasping of the right hand, he would let her do that. At this point, he did think she was capable of more given that it does appear that the hand problems meet and/or are supported by physiology. He thought she could be discharged from care and there was nothing else to offer her from a curative standpoint. He explained acupuncture and acupressure would be palliative in nature although she asked about these. (I think some of his text is contradictory and grammatically wrong).

She saw hand specialist Dr. Matzon on 08/13/18. He noted MRI of the hand was normal. X-rays of the hand were done in the office and demonstrated no obvious fractures or dislocation and there was excellent alignment. He also noted the EMG report. Overall, he diagnosed arthralgia of the right hand with pain and stiffness. He did not see any structural etiology for her pain. Furthermore, her pain was out of proportion to what he would expect from the sprain with which she was initially diagnosed. She has already completed therapy although he believed it was imperative she attempt to do it again in order to regain motion. Otherwise, she is going to be extremely limited with her right hand. While she may have some underlying carpal tunnel syndrome, he did not think this explains her symptoms or stiffness of the hand. For now, he wanted her to start with therapy in order to maximize her results. He was going to see her back depending on the success with therapy. On 10/22/18, she saw another hand specialist named Dr. Monaghan. He suggested she might have complex regional pain syndrome, but he wanted to see her response to therapy. She was also seen neurologically by Dr. Klazmer beginning 11/02/18. His diagnosis was cervical radiculopathy as well as complex regional pain syndrome type 1 of the right upper extremity. He also recommended physical therapy. She continued to see Dr. Monaghan on 01/29/19. He again referred her for physical therapy. He did not see changes or classic findings consistent with complex regional pain syndrome although in atypical case could not be ruled out. Nonetheless, the initial treatment for this would be therapy anyway. Today, she had more elements of median nerve compression which once again is not the main driver of her symptoms. She was unable to work at that point in time. Dr. Monaghan monitored her progress over the next few months as did Dr. Klazmer. On 02/26/19, Dr. Monaghan started her on Neurontin. He also wanted her to see a pain management specialist for possible stellate ganglion block, then continuing therapy after the block. She did see Dr. Klazmer running through 06/26/19. At that juncture, he recommended obtaining an unenhanced brain MRI, brain MRA, and neck MRA to exclude extracranial and intracranial cerebrovascular disease as the etiology for this recent episode. The recent episode included transient neurologic symptoms followed by mild headache. She actually did continue to see Dr. Klazmer on 11/02/18 which I believe was earlier since this record is out of chronological order.

Dr. Mitchell performed a neurosurgical IME on 12/04/18. He reviewed her mechanism of injury, course of treatment, and diagnostic studies to date. Upon exam, there appeared to be more volitional than objective physical exam with respect to motor strength. In sensation, there was no difference. He also reviewed motions for medical and temporary benefits, an Amended Claim Petition, affidavit of the Petitioner and testimony of the Petitioner. Dr. Mitchell gave several comments that will be INSERTED here as marked. The Petitioner saw Dr. Mitchell again on 11/23/20. She related undergoing a psychological evaluation about one year ago. This might have been due to potential implantation of a stimulator. She then talked to a different psychologist on the phone briefly on two occasions. She had numerous injections and saw Dr. Kwon. His injections had not been as helpful as Dr. Ressler’s. In conclusion, Dr. Mitchell did not feel her findings or symptoms are consistent with cervical radiculopathy. She specifically asked to be evaluated for clearance for implantation site of spinal cord stimulator. He reviewed her imaging studies. He thought there was no myelopathy on imaging and exam. Imaging studies revealed right C5-C6 pathology, but there was CSF present around the spinal cord. He felt the spinal canal could accommodate a percutaneous electrode. Depending on the results, she could undergo a permanent implant. He would leave that to the pain provider.

On 12/14/18, she had another evaluation by Dr. Vasen. I believe this is also out of chronological order. He explained based upon his exam, records, and her testimony that there was nothing else to offer Ms. Brenckman in the way of further treatment. She had reached maximum medical improvement and if anything her volitional lack of use of her thumb and index and middle fingers have led to the disuse osteopenia evident on x-ray. His overall diagnosis was simply “right hand pain.” X-rays of the hand in the office showed diffuse disuse osteopenia in the thumb and index and middle fingers. Overall, her right hand was basically dysfunctional. It was very unusual for reflex sympathetic dystrophy or complex regional pain syndrome to affect just the thumb, index and middle fingers and not the other two. Therefore, it was his opinion it was not really consistent with that diagnosis. He had no further explanation for her lack of utilization of the hand and the discomfort that she is experiencing. She did have a cervical MRI at Dr. Klazmer’s referral on 01/16/19, to be INSERTED here. On 03/05/19, she had electrodiagnostic testing by Dr. Klazmer. He wrote it showed evidence of a mild left median neuropathy of the wrist consistent with the clinical diagnosis of carpal tunnel syndrome, but no evidence of left cervical motor radiculopathy. Normal needle EMG does not include the presence of radiculopathy.
She did come under the pain management care of Dr. Ressler beginning 03/20/19. On 03/28/19, he did perform a right stellate ganglion block for complex regional pain syndrome of the right upper extremity.

She also came under the pain management care of Dr. Kwon on 05/14/19. He discussed her need-for-treatment and that will be INSERTED as marked from the bottom of page 3 and the top of page 4 of his report. She then treated regularly with Dr. Kwon with various medications. He concluded his care with her on 04/06/23 and was rendering chronic pain management medications. She continued to report pain at 9/10 in the right upper extremity, but improvement in her muscle spasms. Her pain was constant, stabbing, burning, and pins and needles. Pain radiates up the right side of her neck and sometimes will result in a headache. On exam, there was no progressive atrophy or dystrophy. She continues to have difficulty with opening and closing of the right hand. She might have slight adhesive capsulitis of the right shoulder. She was going to continue on Xtampza Extended Release.
X-rays of the hands were taken on 06/17/19 at Dr. Kwon’s referral. There was asymmetric osteopenia involving the right hand particularly the first through third digits. Correlation for complex regional pain syndrome involving the right hand is recommended. She did undergo a three-phase bone scan on 06/17/19. It demonstrated increased blood flow and diffuse soft tissue hyperemia to the left hand and wrist compared to the right hand and wrist on dynamic blood flow images and immediate blood pool images. There was not focal abnormal osseous uptake noted in either hand or wrist. She did undergo a psychological evaluation by Dr. McGowan on 11/21/19. He opined she should be a fair but ultimately acceptable candidate for consideration of spinal cord stimulator implant trial. He also made other recommendations to try to optimize its result. On 11/26/19, Dr. Kwon performed a right stellate ganglion block. This was repeated on 12/10/19. Another such injection was administered on 01/07/20 and 01/28/20. On 01/12/21, he performed insertion of temporary spinal cord stimulator lead wire in the cervical spine with intraoperative programming. The postoperative diagnosis was complex regional pain syndrome of the right upper extremity and right upper extremity pain. She had another psychological evaluation by Dr. Woldoff on 05/20/20. She rendered a diagnosis of somatic symptom disorder. There were no limitations found for work functioning and the claimant can return to work as of a certain date. At the current time, she was not capable of returning to work. She then rendered that the Petitioner was “permanently disabled”. She was now reporting memory issues and confusion that she thinks is from the reported CRPS diagnosis from her injury. She also reported pain throughout her body. This evolution does not comport with the known physiology and presentation of CRPS.
PHYSICAL EXAMINATION
UPPER EXTREMITIES: Minimal palpation was conducted due to her complaints of tenderness throughout the right upper extremity. Shoulder flexion and abduction were 90 degrees. There was generalized decreased active range of motion of all of the fingers on the right hand, but these were full on the left. She had superficial global tenderness throughout the right upper extremity, but there was none on the left. She demonstrated decreased fine and gross motor skills on the right. She could not make a full fist or straighten out her fingers actively. She did have long fingernails. There was no increased sweating, temperature change, atrophy, contracture, or hair loss. She did have long fingernails. When palpating the right hand and forearm, it blanched good pressure. Manual muscle testing could not truly be performed in the right upper extremity nor could provocative maneuvers.
CERVICAL SPINE: Normal macro

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.

Carla Brenckman was injured at work on 04/05/18 when she fell. She was initially seen at the Worksite Clinic and then quickly came under the care of Concentra. She received physical and occupational therapy in short order. She also underwent numerous diagnostic studies beginning with MRI of the right hand and cervical spine. She also had an EMG on 05/29/18. She saw various specialists. There was some disagreement as to whether she met the criteria for a diagnosis of complex regional pain syndrome. Nevertheless, she was administered stellate ganglion blocks that did not seem to provide her with substantive relief. This speaks against CRPS as the appropriate diagnosis. Her progressive expanding symptoms also do not follow the typical pattern for this fairly rare disorder. This is particularly relevant at the conclusion of her treatment when she said she had entire body pain and what she thought were memory problems from having CRPS.

I cannot offer a percentage of impairment relative to her psychological condition and underlying disorder. Moreover, I do not believe these were related to the subject event. Overall, I do not believe she has complex regional pain syndrome. However, for her overall pain and limitations of use with her right hand, I would offer 5% permanent partial disability.

