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Dictation Time Length: 24:01
July 28, 2023
RE:
Angela Baum-Patitucci
History of Accident/Illness and Treatment: As you know, I previously evaluated the above-named Petitioner as described in my reports listed above. She is now a 54-year-old woman who again relates she was injured at work on 09/29/11. She requested and received assistance in completing her intake paperwork. She simply describes that she fell and hit her head. Believing she injured her head, eye, neck, arm and back, she was seen at AtlantiCare Emergency Room the same day. She had further evaluation leading to what she understands to be final diagnosis of concussion, nerve problem, pain, and eye problem. She did not indicate whether she underwent any surgery in this matter. She continues to receive treatment for migraines and anxiety via a neurologist. Rest of that section is normal
She did supply us with certain documentation including her list of present complaints and then two lists of medications. We can incorporate them at the end of the report and the right lower corner is folded on the pages to include.
I was previously in receipt of much of the documentation you have again provided. Amongst the new records is an MRI of the brain done on 10/18/11 that was read as normal. She was seen by an optometrist named Dr. Mazur on 08/16/12. She had been there in January 2012, complaining of loss of peripheral vision due to a fall she suffered. She was having much more difficulty with daily tasks, seeing the computer, seeing less at near with and without glasses, and poor driving at night because of halos. She never saw Dr. Moster because she has AtlantiCare-only insurance and he is out of her network. Dr. Mazur found her to have an optic nerve disorder in the right eye. They discussed the need to schedule visual field testing as soon as possible for visual field loss or progression and referral to a neuro-ophthalmologist. The plan was to see if it was covered at Wills Eye Hospital with Dr. Ohsie. She continued to see Dr. Mazur and his colleagues through 11/19/12. She had her visual field testing on 01/26/12. Her visual acuity has been progressively getting worse over the last year. At that time, he found her to have mild cataracts in both eyes and mild blepharitis as well as a visual disturbance. She had significant visual disturbance, photophobia, multiple images and all of this started after trauma. However, her retinal exam was normal. She needed to see a neuro-ophthalmologist. The only one in South Jersey is Dr. Moster. If she cannot, they would get an MRI and MRA and have her seen by a neurologist.

She was seen on 01/09/13 by neuro-ophthalmologist Dr. Holl. Her impression was that Angela had multiple visual/ocular issues since a fall one and a half years ago. One issue is her visual field defect and optic disc pallor. It is possible that this was based on a traumatic optic neuropathy. She did not have previous fields for comparison further back than earlier this month to see if this had been progressive. That being said, the fields were quite unremarkable. To look into this further, they were going to get a Spectralis OCT. Secondly, she has been having difficulty seeing up close. The doctor thought this was largely due to presbyopia and she has been making progress in this department with her new glasses. She has monocular double vision and this has also been improved with her classes. The OCT can also serve to look for a retinal contribution to monocular double vision. Lastly, she had marked blepharitis. He thinks dry eye could also be contributing at the margin to her symptoms and she recommended consistent use of warm compresses, lid scrubs, and artificial tears. They would start her with OCT and repeat that in a few months to see if it is stable. She did undergo radiographic testing on 01/16/13 whose images were supplied.
On 01/15/14, Ms. Baum-Patitucci was seen by an ophthalmologist named Dr. Dante. He wrote she had sustained closed head trauma with loss of consciousness and a laceration of the left brow, which was repaired and has healed nicely. She continues to have symptoms of ocular discomfort and headache consistent with a persistent postconcussive syndrome. Exam reveals decreased visual acuities, constricted visual fields, reduced extraocular motility and bilateral ptosis. Previous examiners who were not eye specialists had not noted any abnormalities in extraocular movements or lid position. Diagnosis that could explain all of these findings would be a functional (nonorganic) disorder or possibly a traumatic brain injury; bilateral traumatic optic neuropathy, myasthenia gravis, and chronic progressive external ophthalmoplegia could account for some, but not all of the findings. It was strongly recommended that she be seen by a neuro-ophthalmologist such as Dr. Holl or Dr. Sergott. Until that consultation was accomplished, Dr. Dante would not be able to render an opinion regarding disability or permanency. On 02/14/14, she was seen by Dr. Carta. She opined the examinee sustained a minor cerebral concussion without documented loss of consciousness two and a half years ago. This did not result in any parenchymal or physiologic symptoms, no persistent abnormalities as documented by normal studies. Symptoms related to a minor concussive episode should resolve with an interval of six to eight weeks in any young and healthy individual. She has a normal neurologic exam with some signs of symptom magnification. Dr. __________ did not feel Ms. Baum-Patitucci sustained any permanent objectively verifiable neurologic injury as a result of the accident in question, 0% permanent partial disability. She was also deemed to have achieved maximum medical improvement and did not require any further neurologic care. She was also not disabled for gainful employment. She returned to Dr. Dante on 09/08/14 who noted the report of Dr. Holl. He recommended follow-up with another Wills Eye neuro-ophthalmologist since Dr. Holl’s plan was not carried out. Obtaining records from Dr. Perez and the treating retinal specialist may be helpful. She also wrote Spectralis OCT of the optic nerve heads, retinal nerve fiber layers, and maculae was done on 01/16/14, but the black and white copies are of suboptimal quality and there is no physician interpretation or report provided. (This is the case currently as well.)
On 09/08/15, she was seen by Dr. Rosenberg. He wrote she had multiple complaints which she relates to her prior accident. Neurologic exam was unremarkable with the exception of shoulder and paraspinous cervical spasm. She also has prominent focal tenderness over the greater occipital notch on the right indicative of greater occipital neuralgia. She was given a referral for physical therapy, which would help both of these problems. They also discussed treating the neuralgia with injections, but she prefers to see how helpful physical therapy would be. Her headaches were likely related in part to the above, but also to her headaches. She had a history indicative of migraine headaches. She is on prophylactic medicine. It was suggested that she speak to her neurologist about increasing the dosage or considering a different medication. Her spells of diplopia are relatively transient and strongly suggestive of a benign problem with vergence. It requires no further evaluation or treatment. Her subjective eye movement abnormalities and her balance problems are supratentorial in origin (functional overlay). It was strongly suggested she seek help with a cognitive behavioral therapist. Physical therapy with gait retraining may also be able to help increase her confidence during walking. Dr. Rosenberg is a neuro-ophthalmologist. She did undergo physical therapy on 12/11/15.

On 02/10/16, she was seen by Dr. Batlas for neuropsychological evaluation. This extensive evaluation yielded the following conclusions: cognitive testing revealed rather significant levels of impairment on the aspects of basic and sustained attention, fluency abilities, verbal and visual memory abilities, and processing speed. In addition, bilateral psychomotor speed slowing was also demonstrated. Objective personality testing indicated some rather significant levels of anxiety, depression, posttraumatic issues, and mental disorganization. The patient continues to report some rather significant daily headaches in addition to sleep disturbance. She also had significant and continued neck pain. Dr. Batlas recommended weekly psychotherapy to facilitate coping with these ongoing symptoms. A weekly course of biofeedback therapy was also recommended to facilitate general relaxation and stress reduction. A weekly course of cognitive remedial therapy was also recommended to facilitate development of compensatory cognitive strategies and to further enhance her coping.

On 04/17/17, she was seen by psychiatrist Dr. Kammiel. She rendered diagnosis of adjustment disorder with anxious mood causally related to the work accident on 09/29/11. She was unable to comment on the objectivity of her physical complaints as they are of a neurologic nature. An attempt of using psychotropic medications to improve her sleep and anxiety level, however, would be beneficial. This would be in the form of psychiatric medication management on a monthly basis for an estimated period of about six months. If there is no improvement after such a trial and considering the chronicity of her symptoms, it would be clinically reasonable to assess her as having reached maximum medical improvement from a psychiatric standpoint. Dr. Kammiel then did treat her with the aforementioned recommendations through 08/14/17. She came in with her ex-husband on this occasion. There was no change in her symptoms. They were going to keep her off Wellbutrin and continue her treatment with other doctor to monitor Cymbalta which is indicated for her psychiatric symptoms of depression and anxiety as well as fibromyalgia pain. Future psychiatric appointment would be as needed.

Lastly, she underwent psychiatric evaluation on 05/21/18 by Dr. Holl. He evaluated her and also had the opportunity to speak at length with her estranged husband. We will incorporate what he wrote in his conclusions as marked.

PHYSICAL EXAMINATION
GENERAL APPEARANCE: She had a flat affect, soft voice, and downcast eyes. She kept herself in a facemask. She wore glasses. She seemed to be very confused and had to be helped with her paperwork and getting her shirt off and her gown on. She also needed assistance getting dressed.
HEAD/EYES/EARS/NOSE/THROAT: Normal macro
NEUROLOGIC: She tended not to move her eyes. She needs directions repeated and is slow to react during neurologic exam. She was alert, but not oriented. She could not remember her age or other simple items. She could not participate in Romberg, tandem gait, heel-to-shin testing, finger-to-nose testing, and standing on one foot. She was tender to palpation about the left forehead and left temple.
Evaluation was generally performed in a seated position.
UPPER EXTREMITIES: Inspection of the upper extremities revealed no bony or soft tissue abnormalities. There were no scars, swelling, atrophy or effusions. Skin was normal in color, turgor, and temperature. Bilateral abduction and flexion of the shoulders was 90 degrees without crepitus or tenderness. Combined active extension with internal rotation on the right was to L3 and on the left to the buttocks level. Motion of the elbows, wrists and fingers was full in all planes 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 yielded breakaway weakness throughout the entire left upper extremity, but was intact on the right. She had moderate tenderness to palpation of the left forearm, but there was none on the right. 
She would not participate in provocative maneuvers.

LOWER EXTREMITIES: This exam was also done in a seated position. Within its constraints, she had decreased range of motion at both hips in all spheres, but sat comfortably with her hips flexed at 90 degrees. Motion of the knees and ankles was full in all planes without crepitus or tenderness. Manual muscle testing was 4+/5 for resisted bilateral hamstring strength and quadriceps strength, but was otherwise 5/5. She was mildly tender to palpation about the ankles bilaterally.

FEET/ANKLES: Maneuvers had to be deferred
CERVICAL SPINE: Inspection of the cervical spine revealed normal posture and lordotic curve with no apparent scars. She had generally decreased active range of motion in all spheres. She was tender in the midline at C7, the suboccipital musculature bilaterally, and the right trapezius in the absence of spasm, but there was none on the left. Spurling’s maneuver was negative.

THORACIC SPINE: Inspection of the thoracic spine revealed an increased kyphotic curve with no apparent scars. Range of motion was accomplished fully in flexion, rotation, and sidebending bilaterally. She was tender at the paravertebral musculature bilaterally in the absence of spasm. She was tender at the superior angle of the left scapula as well as the left interscapular musculature in the absence of spasm, but there was none on the right. There was no winging of the scapulae.

LUMBOSACRAL SPINE: She ambulated with an extremely hesitant gait. She was unable to walk on her heels or toes. She changed positions slowly, was able to squat to 50 degrees. Inspection of the lumbosacral spine revealed normal posture and lordotic curve with no apparent scars. She sat at 90 degrees lumbar flexion, but actively flexed to 25 degrees and extended to 0 degrees. Bilateral rotation and side bending were to 20 degrees and 10 degrees respectively. She was tender in the midline at the lumbosacral junction. There was no palpable spasm or tenderness of the paralumbar musculature, sacroiliac joints, sciatic notches, iliac crests, greater trochanters. She needed assistance getting on the table into a seated position. 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 deferred.
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.

Angela Baum-Patitucci fell at work on 09/29/11. She has had a protracted course of treatment, diagnostic workup, expansion of her symptoms, and purported reduction in her functional abilities. I will INSERT what is marked from my 2019 report to be INSERTED here. Since evaluated here, she does not appear to have had any additional substantive treatment. However, I am now in receipt of some records that were not previously available. These show she underwent eye specialist evaluations. She also had psychiatric exams and treatment. Neurologically, she was found to not have any abnormalities. Dr. Holl thought she might have a conversion disorder. There was some discrepancy noted in the length of her symptoms and their distribution with respect to the mechanism of injury on 09/29/11.

My opinions relative to permanency remain the same and will be INSERTED here. I cannot comment on her ophthalmologic impairment. If she indeed has conversion disorder, this is unrelated to the subject event.
