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Dictation Time Length: 28:44
November 25, 2023

RE:
Dornice Cannon
History of Accident/Illness and Treatment: Dornice Cannon is a 62-year-old woman who reports she was injured at work in 2018. She believes she injured her hands and right shoulder causing pain while at work. She reports her shoulder symptoms were secondary to changing her sleep position for the hand. She describes her job task as operating a keyboard that she uses to dial to telephone while wearing a headset. She did type patient information into her computer and had to look up a little bit of information. She did not go to the emergency room. She states she had injections to both hands followed by surgeries for carpal tunnel release and lateral epicondylitis. Her job did not involve any lifting. She recently underwent injections to the left hand by Dr. Ragland about three weeks ago with relief. She is no longer receiving any active treatment. She volunteered that in 2001 she was diagnosed with carpal tunnel syndrome treated with surgery and physical therapy. She described that she actually worked from home using a mouse shaped in a ball. She worked full time for the insured. She also suffers from diabetes, which places her at risk for peripheral neuropathy such as carpal tunnel syndrome and ulnar neuropathy. She also has a history of lumbar spinal fusion from 2003.
The records supplied show Ms. Cannon alleges repetitive typing from 12/17/18 through the present caused bilateral carpal tunnel syndrome and right shoulder injuries. She supplied answers to occupational interrogatories that indicated she had constant dialing on the keyboard and typing using the Spok and Everbridge Programs. She was a telephone operator and constantly dialing and typing during her eight-hour shift. She had previously filed a claim for bilateral carpal tunnel syndrome and received an Order Approving Settlement on 08/15/03.

Treatment records show Ms. Cannon was seen on 10/01/19 by Dr. Ragland. She had a history of pain and numbness in the right hand and fingers. She had right carpal tunnel release 15 to 20 years ago by Dr. Garberman. She reports intermittent triggering of the right index finger with no history of acute trauma. She has difficulty with driving and has diminished dexterity and strength. There was also a history of night pain and numbness. After exam, he diagnosed right carpal tunnel syndrome and right index trigger finger. She also had a history of trigger finger of the right thumb. He injected the right carpal tunnel and the right index flexor sheath and would return to her night carpal tunnel splint and follow up with him in three weeks. She saw Dr. Ragland again on 10/18/19. She had persistent carpal tunnel symptoms despite the injection. Her right index finger had recovered nicely with no triggering currently. On this visit, Dr. Ragland recommended electrodiagnostic testing. She followed up with him on 10/23/19 when he diagnosed bilateral carpal tunnel syndrome and bilateral primary osteoarthritis of the first carpometacarpal joints. She reports recent onset of pain in the base of her left thumb and paresthesias in the left thumb, index and middle fingers over the past three days. They were awaiting neurometric testing regarding her suspected right carpal tunnel syndrome. She denies any recent trauma. He performed an injection to the arthritic left DMC joint that day and referred her for therapy. X-rays of the left thumb suggested mild to moderate arthrosis of the thumb CMC joints. On 11/12/19, she reported significant improvement in her CMC discomfort. The primary complaint was paresthesias in the median nerve distribution of both hands. He thus performed an injection to the left carpal tunnel. On 08/07/20, she complained of a history of recurrent pain and numbness in the right hand and fingers that interferes with activities of daily living and work-related tasks. She currently reports minimal discomfort in the left hand. Dr. Ragland performed an injection to the right carpal tunnel on this visit. She was to follow up if her symptoms persisted or recurred. On 10/23/19, she had x-rays of the left thumb that suggested mild to moderate arthrosis of the thumb CMC joints. EMG was done on 10/29/19, by Dr. Sharetts whose impressions will be INSERTED here. On 01/23/20, the Petitioner presented herself to an urgent care for left upper quadrant abdominal pain. She was treated and released. On 05/29/20, Dr. Hamaty wrote correspondence to Dr. Meltzer with notes of his consultation. Dr. Hamaty is his cardiologist.

On 11/06/20, she was seen by primary care physician Dr. Meltzer. This was relative to her blood pressure, diabetes, and general health. She was losing her job at the end of the month. Her brother died of a heart attack on October 15th. She is still mourning his death and is visibly upset in the office. She is also complaining of some left shoulder pain which is mild, intermittent, and unrelated to activity, but relieved with over-the-counter antacids (SIC). I believe he means over-the-counter NSAIDs. She was requesting updated lab work, mammogram, and a renewal on her alprazolam. The timing of her nearly losing her job at the end of this month seems to correspond with her current Claim Petition and may represent some retaliatory assertions. She followed up regularly with Dr. Meltzer for her general internal medicine problems. He had her undergo various laboratory studies. On 03/08/21, she described feeling depressed. She was diagnosed with adjustment disorder with anxious mood for which she was prescribed fluoxetine. On subsequent visits, adjustments were made in her medications. She suffered from class I obesity due to excess calories without serious comorbidity with a body mass index between 34.0 and 34.9. On 01/28/22, the nurse practitioner listed a diagnosis of right carpal tunnel syndrome for which surgery was planned by Dr. Ragland. She was also diagnosed with epicondylitis of the right elbow by him. The plan was for endoscopic open carpal tunnel release procedure. This is a second revision of her previous carpal tunnel release surgery 20 years ago. She was currently taking Xarelto for the management of her chronic deep vein thromboses, but would need to hold the medication for this procedure. Follow-up here continued through 07/13/12 which was a telehealth visit. On 08/30/22, Dr. Ragland sent his notes again to Dr. Meltzer. She was complaining of locking of the right middle finger with pain in the palm with no history of trauma. He performed a Kenalog injection into the flexor tendon sheath. On 01/12/22, she complained of right elbow pain, but with left wrist carpal tunnel syndrome. She reported recurrent paresthesias in the median nerve distribution of her right hand. She has had multiple injections for right carpal tunnel carpal syndrome. She received relief after each injection for several months. Her most recent recurrence has been bothering her over the past eight weeks or so. He reviewed her neurometric study from 10/29/19 that showed mild right carpal tunnel syndrome. She related her right lateral elbow pain had been present for about eight weeks or so without any trauma. However, she was doing a significant amount of keyboarding at work recently. She also noted small nodules at the DIP joint of the right index and middle fingers that had been present for several months. X-rays showed mild to moderate arthrosis with spurring of the DIP joint of the index finger on the right and mild arthrosis of the DIP joint of the middle finger on the right. His description of her past medical history going back for her multiple injections demonstrates that she had such symptoms well before her period of alleged occupational exposure with the insured. He recommended surgical intervention. On 02/14/22, Dr. Ragland performed right attempted endoscopic, converted to open carpal tunnel release as well as right *__________* procedure. The postoperative diagnoses were right carpal tunnel syndrome and right lateral epicondylitis. She followed up postoperatively. The listed progress notes for him have backward dates and I do not think they are even accurate if you reverse them so they need to be corrected. At a minimum, she followed up through 03/11/22 when Dr. Ragland wrote she had recovered and was discharged from care.

Prior records show she was seen by the Lourdes Medical Associates as early as 06/21/02. Their notes are handwritten and somewhat difficult to decipher. However, it was written that she had carpal tunnel release in March 2002 and was now back to work. She had slight swelling, but was otherwise doing well. She also had a panic attack at work and was using Xanax for this. She was diagnosed with anxiety, obesity, and rectal bleeding. She was treated for her general medical aliments with medications and referred for several diagnostic studies. At one point, she was referred for spine surgical consultation with Dr. Kirshner because of her lumbosacral pain. On 02/27/03, she related having a discogram on 01/31/03 (although I believe she means an EMG). On 05/20/03, she needed preoperative evaluation for her upcoming lumbar fusion from L4 through S1 on 05/30/03. On 01/09/04, she underwent preoperative clearance again for the lumbar surgery now scheduled on 01/16/04. She followed up in this group through at least 05/18/20 for sore throat.

Ms. Cannon was also seen orthopedically by Dr. Paz on 12/17/07. She reported injuring herself on 09/26/07 while lifting a nail bucket out of her car. She felt pain as she pulled upward with her hand on the bucket that weighed 10 to 20 pounds. She noticed pain in the radial portion of her wrist. She has continued working as a communications operator since this injury and has had persistent pain again in the radial portion of her wrist and towards her thumb. She more recently had some tingling into the fingers, particularly the thumb, index and long fingers. She had a prior history of carpal tunnel syndrome for which she underwent surgery in 2001 and 2002. She notes her usual work as a communications operator involves use of a keyboard, writing, locking a door, and attending to the intra-institutional mail. She had physical therapy in the past as well as Ultram and ibuprofen without significant relief. He elaborated that she had carpal tunnel decompression on the right and left hand in 2001 and 2002. He diagnosed right de Quervain’s tenosynovitis and preexisting right carpal tunnel syndrome. He performed an injection to the dorsal first compartment. Subsequent notes are handwritten up through 02/07/08 after which the progress notes were typed. On 01/22/08, Dr. Paz performed dorsal first compartment release right wrist and application of a short arm splint for postoperative diagnosis of de Quervain's tenosynovitis of the right wrist. At follow-up through 03/14/08, she had been back to work full duty full time and notes she has no pain and has resumed all of her activities which are repetitious in nature. The pain she had prior to surgery is absolutely gone. She is able to reproduce the Finkelstein maneuver with no pain. Postoperatively, she did not have paresthesias. He then diagnosed right radial sensory neuropathy status post de Quervain's release of the right wrist. He explained that one of the risks and complications after the surgery she underwent is sensory branches of the radial nerve being retracted during the surgery.
PHYSICAL EXAMINATION
UPPER EXTREMITIES: Inspection revealed she had tape on the right index finger proximal phalanx. There were right de Quervain’s surgical scar and a lateral epicondylar scar on the right. There was also a healed scar on the right volar wrist consistent with carpal tunnel release. There was no swelling, atrophy, or effusions. Manual muscle testing was 5–/5 for resisted right hand grasp, pinch grip and elbow flexion, but was otherwise 5/5. She was tender at the right trapezius and during shoulder range of motion. She had tenderness to palpation about the right index MCP joint, but there was none on the left. Motion of the right index finger was full, but elicited tenderness. Motion of the long finger elicited a sensation of triggering, but this was not palpable by the evaluator. Motion of the remaining fingers, wrists, elbows, and shoulders was full in all planes without crepitus, tenderness, triggering, or locking. She explained she is going to her physician today for a possible injection to the long finger.
CERVICAL SPINE: Normal macro

With Hand Dynamometry, she avoided using the right index finger throughout. This led to virtually no strength registered, which is non-physiologic. On the left, she also had nearly flat-line distribution indicative of limited volitional effort.

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.

Dornice Cannon alleges the repetitive typing from her job between 12/17/18 through the present caused her to sustain bilateral carpal tunnel syndrome and right shoulder injury. She had been experiencing symptoms in these areas for many years before 12/17/18. She had already undergone carpal tunnel release and right lateral epicondylar release. I believe she also underwent left carpal tunnel release. When presenting for medical attention in 2019, an EMG was done by Dr. Sharetts that identified virtually normal findings with no compression neuropathies. She did accept corticosteroid injections to various joints in the upper extremities. She eventually had surgery by Dr. Ragland on 02/14/22. The Petitioner also carries personal risk factors for peripheral neuropathy including her obesity and diabetes mellitus.

I would offer 5% permanent partial disability referable to the left wrist with carpal tunnel treated surgically. At the right hand I would offer 7.5% not only for carpal tunnel, but for the de Quervain’s tenosynovitis treated surgically. These were all preexisting. At the shoulder there is 0% permanent partial total disability. The Petitioner’s job tasks frankly do not substantiate her assertion of work-relatedness. The medical literature has shown that keyboard typing does not lead to the development of carpal tunnel syndrome. As far as the right arm, I would offer 5% for lateral epicondylar release unrelated to her alleged occupational exposure.
