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Dictation Time Length: 09:34
February 24, 2023
RE:
Thomas Ross

History of Accident/Illness and Treatment: Thomas Ross is a 38-year-old male who reports he was injured at work on 03/04/22. He was moving a box that weighed 150 pounds and was 6 feet tall. He tripped in the driveway and the box fell on top of him. As a result, he believes he injured his neck, right elbow, and right shoulder. He described that he had a beer hook on this entertainment center when he tripped it and fell back on his right elbow and back. His neck was turned to the right. He did not strike his head or experience loss of consciousness.

In the present complaint section and he believes his lumbar spine was “jacked up” relative to sitting. He drove to Florida in October 2022 when his symptoms increased. He believes his final diagnoses were disc herniation and nerve damage in his neck for which he did not undergo any surgery. He is no longer receiving any active care.

As per his claim petition, Mr. Ross alleges a box fell on him causing injury to the right elbow and neck. Treatment record show he was seen at Patient First on 03/04/22. He described the mechanism of injury consistent with that provided here. He did undergo x-rays of the right elbow with bony abnormalities. On the cervical spine x-rays, there was no significant straining or bony abnormalities. He was diagnosed with a cervical sprain for which he was to use over-the-counter ibuprofen and ice application for the next two days. He followed up with Dr. Kessler at Patient First through 03/29/22. At that juncture, he stated his neck and back are actually feeling worse. He also had intermittent numbness in the fingers, but is now constant. His diagnoses were amended to include thoracic sprain as well as the aforementioned cervical sprain. He was prescribed a Medrol Dosepak and was referred to orthopedic specialist. He also had a right cervical/trapezius strain with paresthesias of the second to fifth fingers on the right hand.

He was seen orthopedically by Dr. Molter on 04/19/22. He diagnosed cervicalgia and cervical radiculopathy for which he ordered a cervical spine MRI. This was done on 05/06/22 to be INSERTED.
The Petitioner returned to Dr. Molter to review these results on 06/07/22. There was a right foraminal disc herniation encroaching on the right C7 nerve root. The remainder of the MRI was without significant central foraminal narrowing. They had extensive discussion about treatment options and they elected to renew physical therapy. If this was unsuccessful, they would consider interventional procedures. On 07/12/22, Mr. Ross related he started therapy, but was not getting much relief and again stated his symptoms have gotten worse. He denied any bowel or bladder incontinence nor that he have any gait instability. He gets some weakness in the right arm. He takes an occasional antiinflammatory, but the pain in his body is only on the right side. He was then referred to Dr. Young for injection therapy. He followed up with Dr. Molter on 09/06/22 indicating the epidural did not help him much. After a week, his symptoms came back and he is getting a lot more scapular pain as well as a continued right C7 radicular pain. At that time, Dr. Molter discussed the possibility of a surgical intervention/evaluation for which he was interested in doing. He was going to return afterwards. Further injections were not recommended.

PHYSICAL EXAMINATION

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. Range of motion was accomplished fully at the shoulders, elbows, wrists, and fingers bilaterally without crepitus, tenderness, locking, or triggering. 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 was 5/5 in bilateral hand grasp, pinch grip, and throughout the upper extremities. There was no significant tenderness with palpation of either upper extremity. 
He had ratchet like, but ultimately 5/5 strength with coxing in the upper extremities.

HANDS/WRISTS/ELBOWS: Tinel's, Phalen's, Finkelstein's, Adson's, Watson, Grind, and Middle finger extension tests were negative bilaterally for instability, compression neuropathy, or vascular anomalies. Tinel's signs at the radial tunnel and Guyon's canal were negative bilaterally for compression neuropathy. There was no laxity with manual pressure applied at the elbows or fingers. Resisted pronation/supination at the elbows did not elicit symptoms.

He had a positive Phalen’s maneuver on the right, which was negative on the left.

CERVICAL SPINE: Inspection of the cervical spine revealed normal posture and lordotic curve with no apparent scars. Range of motion was accomplished fully in flexion, extension, rotation, and side bending bilaterally without tenderness. There was no palpable spasm or tenderness of the paracervical or trapezius musculature nor was there any in the midline overlying the spinous processes. Spurling’s maneuver was negative.

Active flexion was to 20 degrees, extension 15 degrees, rotation right 30 degrees and left 40 degrees with sidebending to 20 degrees bilaterally. On the left *__________* tenderness. There was superficial global tenderness to palpation throughout this region in the absence of spasm.

THORACIC SPINE: Normal
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 03/04/22, Thomas Ross was struck by a large box holding heavy equipment. He was seen at Patient First and x-rays of the elbow and cervical spine revealed no acute abnormalities. He was initiated on conservative care, but remained symptomatic. He then was seen by Dr. Molter and had a cervical spine MRI on 05/06/22 to be INSERTED. He did receive an epidural injection without long lasting relief. I am told that he was scheduled to follow up with Costal Spine on 10/27/22, but did not show up.

The current examination found he had full range of motion of the upper extremities. There was initially weakness of both upper extremities, but these could be coped at 5/5 strength by manual muscle testing. His cervical spine MRI revealed minor changes.

I would offer 0% permanent partial disability referable to the statutory right arm. As far as the cervical spine, I would offer 2.5% permanent partial total disability and investigate where there are just degenerative changes here. He has been able to return to work on his own since 09/16/22.
