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Dictation Time Length: 16:26
February 27, 2023
RE:
Schoronda Henderson

History of Accident/Illness and Treatment: As you know, I previously evaluated Ms. Henderson as described in the reports listed above. These pertain to injuries allegedly sustained to her low back and left hand on 01/01/11, right arm and hand on 09/15/08, and now a new injury of 04/20/21 involving both knees, left hand and right arm.

Ms. Henderson is now a 54-year-old woman who reports she believes she was injured at work in 2009 when she fell downstairs. She injured her whole body, but her back and legs were in so much pain she could not walk. She was seen at Capital Health Emergency Room afterwards. She originally had surgery in approximately 2013. She more recently underwent a neck surgery in 2020. She continues to see a pain specialist named Dr. Yulo. She admits to hurting her back in the past treated with therapy. She denies any subsequent injuries to the involved areas.

As per her Claim Petition, she alleges injuring herself on 04/20/21 when she fell. She reported injuring her left hand and both knees with sprains and strains. She received an Order Approving Settlement on 01/27/20 with respect to the 01/10/11 claim of repetitive lifting and pulling. INSERT those results here.
I am in receipt of a First Report of Injury dated 04/21/21. It noted while Ms. Henderson was videotaping a leak, she got on a ledge from where the leak was coming, causing her to fall injuring her left arm, left side of her back, both knees, and numbness in the left hand. Treatment records show she was seen on 04/21/21 at Robert Wood Johnson Emergency Room. She underwent several x-rays to be INSERTED here. After evaluation, she was treated and released.

She then was seen at Robert Wood Johnson on 04/21/21 when she had x-rays of both knees that were read as normal. She also continued to be seen at Robert Wood Johnson Occupational Health on 04/22/21. She reported the incident in question and complained of her left arm being swollen, left rib being sore, left lower back was improving and bilateral knees were sore, but left lower leg had swelling. On exam, there were no overtly concerning signs. There was hematoma found in the area of the deltoid and was tender over this area. She had tenderness localized mostly over the middle thoracic region and some of the left lumbar region. There was no swelling or bruising noted. Scarring from prior surgery was seen, but she had good range of motion. Exam of the knees found no swelling or bruising in one of the knees unspecified. The other had scattered bruising in the anterior lower leg. She had round purplish bruising to the proximal medial lower leg. Dr. Reger diagnosed her with contusion of the left upper arm, left lower leg, right lower leg, left hand, and acute thoracic pain. She was begun on naproxen and cleared to return to modified duty. Dr. Reger further elicited a history of cervical fusion in September 2020 and lumbar fusion in 2013. She sees pain management and has prescriptions for Percocet and Flexeril as needed. She was initiated on conservative care.
She followed up on 04/27/21 and was referred for physical therapy. On 05/12/21, she underwent a venous Doppler ultrasound of the left lower extremity due to soft tissue swelling in the left lateral calf. There was no focal hematoma evident or evidence of deep vein thrombosis in the common femoral, superficial femoral or popliteal veins. She also underwent x-rays of the left tibia and fibula on 05/12/21 that were read as normal.
She continued to treat with the providers at Occupational Health over the next few months running through 06/02/21. Ms. Henderson was then seen orthopedically by Dr. Hornstein on 06/09/21. He diagnosed acute pain and contusion of the left knee. He recommended observation and continued physical therapy. He cleared her for full duty effective 06/14/21. On 06/10/21, she was seen in the same practice by Dr. Fletcher regarding her left hand. He diagnosed sprain of the radiocarpal joint of the left wrist, carpal tunnel syndrome, with injury of median nerve at the wrist and hand level of the left arm. X-rays of the left wrist demonstrated no obvious fractures, subluxation or dislocation. He placed her in a left volar wrist orthotic and recommended a nighttime brace. He instructed her on a home therapy program. They discussed treatment options including possible surgical intervention.

On 07/29/21, Dr. Anthony performed an EMG to be INSERTED here. On 06/15/21, she was seen again at Rothman this time by Dr. Surrey regarding her cervical spine. He had her undergo flexion and extension x-rays in the office. There appeared to be hardware that was intact with no lucency around the screws. There did not appear to be any instability on flexion or extension films. He diagnosed cervicalgia, fall, history of spinal surgery, and work-related injury. He recommended physical therapy, but allowed her to continue full duty. Ms. Henderson returned to Dr. Fletcher on 07/08/21 regarding her left wrist. He referred her for the aforementioned EMG tests. On 07/14/21, she was seen by Dr. Hornstein regarding the left tibia, fibula and knee. She had full range of motion of both knees with minimal swelling over the pretibial region and near the tibial tubercles. Strength was 5/5. She had returned back to full duty and just had a little pain in her left leg. He deemed she had reached maximum medical improvement for her left knee contusion and discharged her from care. Dr. Surrey saw her again regarding her neck on 07/20/21. Her pain level was 4/10 and she had neck stiffness, having to turn the whole body when talking with someone. There were no other instructions as to disposition.

PHYSICAL EXAMINATION

GENERAL APPEARANCE: She did have a back brace with her, but not her cane. She states she uses it when she really has to only in the winter. She complained of dizziness with changes in positions getting up from lying down. She reports having lost 115 pounds leading to adipose tissue on the arms.
UPPER EXTREMITIES: Normal except for soft touch sensation was diminished on the left second, third and fourth fingers, but was otherwise intact. Pinprick testing was full bilaterally.
HANDS/WRISTS/ELBOWS: She had a positive Tinel’s sign at the right radial tunnel, but these were otherwise negative. Phalen's, Finkelstein's, Adson's, Watson, Grind, and Middle finger extension tests were negative bilaterally for instability, compression neuropathy, or vascular anomalies. There was no laxity with manual pressure applied at the elbows or fingers. Resisted pronation/supination at the elbows did not elicit symptoms.

SHOULDERS: Normal macro
LOWER EXTREMITIES: Inspection revealed healed chemical burns on the shins more so on the left than the right. She also had bilateral bunions. There was no leg length discrepancy with the examinee supine, as measured at the medial malleoli. There were no scars, swelling, atrophy, or effusions. Skin was normal in color, turgor, and temperature. Range of motion was accomplished fully in all planes at the hips, knees, and ankles without crepitus or tenderness. Deep tendon reflexes were 2+ at the patella and Achilles bilaterally. Peripheral pulses, pinprick, and soft touch sensations were intact bilaterally. Manual muscle testing was 5/5 at the extensor hallucis longus and throughout the lower extremities bilaterally. There was no significant tenderness with palpation of either lower extremity.

FEET/ANKLES: Normal macro
KNEES: Normal macro
CERVICAL SPINE: Inspection of the cervical spine revealed normal posture and lordotic curve. Inspection revealed a posterior longitudinal scar measuring 5 inches in length. Active flexion was full to 50 degrees, but extension was limited to 15 degrees, rotation right 55 degrees and left 50 degrees, with sidebending right 40 degrees and left 35 degrees. She was tender to palpation about the left trapezius with some spasm that relieved spontaneously. There was no other spasm or tenderness to this region. Spurling’s maneuver was negative.

THORACIC SPINE: Normal macro
LUMBOSACRAL SPINE: The examinee ambulated with a physiologic gait. No limp or foot drop was evident. No hand-held assistive device was required for ambulation. She was able to stand on her heels and toes with support. She changed positions without difficulty and was able to squat and rise fluidly. Inspection of the lumbosacral spine revealed normal posture and lordotic curve with no apparent scars. Range of motion was accomplished fully on an active basis in flexion, extension, sidebending, and rotation bilaterally. There was no palpable spasm or tenderness of the paralumbar musculature, sacroiliac joints, sciatic notches, iliac crests, greater trochanters, or midline overlying the spinous processes. 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 negative bilaterally for low back or radicular symptoms at 90 degrees. Lasègue’s maneuver was negative bilaterally. Braggard's, Linder, and bowstring's maneuvers were negative for neural tension. There were negative axial loading, trunk torsion, and Hoover tests for symptom magnification.

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.

Schoronda Henderson has claimed to have been injured at work on multiple occasions. Most recently, she was injured in 2021. Last one was on 04/20/21. She has received protracted treatment over the years for her various injuries. She has received Orders Approving Settlement as well. I will not repeat the course of treatment she received from those injuries. In reference to the date of injury of 01/01/11, you state the only new information since the 2014 report is a recent need-for-treatment evaluation concluding no treatment was needed. Her last award was from January 2020. She also basically has a claim with no medical documentation on an occupational basis with no history. This overlaps the prior claims and complaints for this alleged date of injury of 12/01/19.

The current examination of Ms. Henderson found that she was able to walk without a cane. She has lost 15 pounds deliberately. This left her with excessive adipose tissue in the arms. There was full range of motion of both upper extremities. There was full range of motion of the lower extremities. She had decreased range of motion of the cervical spine associated with her surgical scarring. Spurling’s maneuver was negative for radiculopathy. There was full range of motion of the thoracic and lumbar spines. She did not require a handheld assistive device for ambulation.

My opinions relative to permanency and causation are unchanged. I may decide to mark up where those were from the prior reports INSERT, but likely will just leave it as I stated.
