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Dictation Time Length: 39:31
March 7, 2023
RE:
Francis Martyn Jr.
History of Accident/Illness and Treatment: Francis Martyn Jr. is a 40-year-old male who reports he was injured in a work related motor vehicle collision on 10/13/19. He was the operative of vehicle traveling approximately 45 mph when he was hit on its front corner by another vehicle traveling the same rate of speed. Upon impact, he did not strike his head or have loss of consciousness. He believes he injured his neck, upper back and lower back, but did not go to the emergency room afterwards. He did have further evaluation leading to a diagnosis of bulging and herniated discs in his neck. He did not undergo any surgery in this matter. He did receive physical therapy, injections on nerve block. In June 2022, after these injections his lumbar spine symptoms resolved. He admits to previously being diagnosed with compression fractures in his mid back, but does not recall any specific trauma or when this occurred. He had seen neurosurgeon Dr. Glass regarding his neck. On his own he underwent x-rays and MRI. He also accepted injections to the several lumbar spine and was told he needed neck surgery. He did accept lumbar injections and radiofrequency ablation by a pain management specialist. Mr. Martyn is a bus operator and was operating such a vehicle at the time of this event.

As per his claim petition, Mr. Martyn was involved in a motor vehicle accident on 10/13/19, resulting in permanent injuries to his neck, shoulders and back. Treatment records show, he was seen by AtlantiCare Occupational Health the following day. He stated he hit a car that was running a red light on the passenger side of the bus. He complained of neck, back, shoulder tightness and soreness. He had a history of lithotripsy with stents and nephrolithotomy. He was evaluated and diagnosed with acute cervical strain, thoracic myofascial strain, and lumbar strain for which he was placed in light duty and medications. He returned on 10/21/19, and remained symptomatic. His care was then transferred to a specialist.

He was then seen by spine surgeon Dr. Kirshner on 10/31/19. He related being restrained driver of a bus when another vehicle ran at red light and hit the front passenger side of the bus. He did not hit his head or have loss of consciousness nor does he have any immediate pain. About one hour later he started noticing pain in his neck, left shoulder and back. He did not go to the hospital because his job dispatcher told him to wait for the toxicologist. The following day, he was seen AtlantiCare Occupational Health where he was prescribed medications. He denied any further treatment. Dr. Kirshner rendered diagnoses of cervicalgia, thoracic pain, and lumbago. He also ascertained history of prior back pain, pain from 2015 or 2016. He had picked something up and had pain in his back. He was told he had chronic issues in his back by Dr. Glass. He had been referred to Dr. Glass by his primary care physician. He also saw RA pain in receipt two epidurals with relief. He had physical therapy and saw chiropractor. Surgery was not recommended. His pain had mostly resolved after injections. He then did participate in physical therapy are being monitored by Dr. Kirshner. On 03/05/20, he had attended about 12 sessions of therapy with slight improvement. They recently had him start lifting weights, which caused lower back pain. He  occasionally his left buttock pain, but he is not too bad on this visit. He had reports of MRI of the lumbar spine and thoracic spine on 02/19/20, to be inserted. He also referenced MRI of the lumbar spine and thoracic spine on 01/19/83, 12/30/15, and 01/26/16, to be INSERTED as marked. Dr. Kirshner found his cervicalgia had resolved. There were no spinal surgical treatment recommendations to make. He did recommend therapy with work conditioning and cleared the petitioner for light duty. He was also given a prescription for Robaxin. The stone to continue physical therapy and then return for follow-up. On 04/30/20, he stated he had returned to work full duty on 04/20/20, and it was going okay. His back stiffness when he first wakes up, but after shower loosens up and he feels better. He takes naproxen every other day or so as needed. He was advised to participate in home exercise program and was cleared for full duty. Dr. Kirshner discharged him from care at maximum medical improvement. This visit was completed through telemedicine video.

On 02/18/21, Mr. Martyn saw Dr. Kirshner via video. His neck was doing well with only some stiffness. He is mostly having mid to lower back pain and midline into the sides bilaterally. The pain makes it difficult to breathe sometimes. He also has spasms in his back. He reports of the low back pain radiates into the left hip and turn the left leg posteriorly stopping it his buttocks. Some days pain makes it difficult to walk. He denies right leg pain. He has the left leg pain. He also has weakness. He denies any numbness or tingling in his legs, but claimed his pain was getting worse since he was last seen. He is taking over-the-counter aspirin, which provides partial release for his mid back pain, but not his lower back pain. He also had been prescribed gabapentin from his primary care physician, but denied relief. He denied he was no longer taking this medication. He had been out of work again on 10/09/20. His mid back pain was wrapping around to his chest so-he saw cardiologists and gastroenterologist, he was cleared by them. He then return to full duty again on 02/01/21. Since last seen he went to a chiropractor at Atlantic County Family Spine for a couple of months without relief. He has referred to pain management by that physician. He is waiting to see with Dr. Kirshner’s office would do before going for that assessment. Dr. Kirshner saw him again via telemedicine and reiterated there was no spinal surgical treatment recommendations. He declared the petitioner had reached maximum medical improvement as of 04/30/20, and could work full duty.

On 02/19/20, he had a lumbar MRI that was read as unremarkable. He was compared to a study 11/25/17. On 02/19/20, he also had a thoracic spine MRI compared to a study done previously. There was no significant change from the prior exam. There were no disc herniations or stenosis. He had multilevel disc space narrowing with several small Schmorl's node, but no significant edema or change.

On 06/26/20, he underwent dental tooth extraction surgery. On 06/29/20, he was seen at the emergency room conveyed complaints of general fatigue and malaise. He had gotten the oral surgery and then work with these symptoms. He denies any chest pain or discomfort. He had been on CPAP since 07/24/18. He was worked up and diagnosed with “fatigue.” He was to follow up with his primary care provider. On 06/29/20, he had chest x-rays compared to the study of 05/13/14. There was no acute pulmonary disease.

On 06/30/20, Mr. Martyn was seen by family physician Dr. Robert Williams. He had been to the dentist two weeks ago and found a wisdom tooth problem for which he had oral surgery. He went to the hospital the day before this visit and had laboratory studies. He stated he needed a note for work. Dr. Williams diagnosed him with rhabdomyolysis and wanted repeat CK and myoglobin in one week. He was pending lab work for possible referral to nephrology. He was prescribed tramadol. Dr. Williams continued to see the petitioner such as on 10/12/20. Diagnoses were recurrent major depressive disorder as well as chest pain. He has referred for an abdominal ultrasound and additional. On 12/02/20, Dr. Williams prescribed gabapentin.

CAT scan of the mandible was on 08/17/20, to be INSERTED. On 08/24/20, he underwent preoperative evaluation. He was assessed as having dirt, sleep apnea, as well as inflammatory conditions of his jaw. On 10/20/20, he had an ultrasound of the abdomen to be INSERTED. On 12/28/20, he had unremarkable abdominal radiographs. There were no renal ureteral or bladder calculi seen. He had a renal ultrasound on 12/28/20, compared to the study of 10/20/20. There was no evidence of hydronephrosis or renal calculi.

Mr. Martyn was seen neurosurgically by Dr. Glass on 12/21/21, reporting work injury of 10/13/19. He was placed at maximum medical improvement status and they were now informed ___ that his claim was closed. He reported bilateral thoracic back pain and low back pain with left lower extremity radicular pain to the popliteal fossa region. He was taking ibuprofen on as needed basis. Dr. Glass diagnosed thoracic back pain and low back pain with lumbar radiculopathy. He reviewed the thoracic and lumbar MRIs from 02/19/20. Another course of physical therapy was ordered. On 01/27/22, he was not significantly improved. He had prior chiropractic therapy and lumbar pain management injections. Dr. Glass referred him for updated thoracic and lumbar MRIs. These were done on 02/08/22, to be INSERTED here. On 04/28/22, he related 75% reduction of his neck pain after cervical pain management injection. He felt capable of returning to work and will to a trial of returning to work at that time. Diagnoses were thoracic back pain cervicalgia with cervical mylo radiculopathy, C4-C5 broad herniation, C5-C6 central and right disc osteophyte complex, C6-C7 broad herniation with stenosis and spinal cord compression at all three levels. He was also diagnosed with thoracic back pain with disc degeneration of multiple levels along with low back pain with lumbar radiculopathy and a small left protrusion at L5-S1. He declined cervical operative intervention. Based upon the severity of a cervical MRI findings in the risks of continuing on surgical care he nevertheless declined restrict in his physical activities or undergoing surgery.

He underwent a lumbar MRI on 02/08/22, to be INSERTED here. The same day he underwent thoracic MRI to be INSERTED here. He was compared to a study of 02/19/20, as was the lumbar study. An MRI of the cervical spine was done on 03/02/22, but not compared any prior studies. INSERT those results here.
Dr. Petersohn performed a pain management evaluation on 03/28/20. He noted symptom onset was interscapular pain from 2015 to 2016 that was recurrent in 2019 and then lumbar spine pain in 2020. He reported interscapular muscular pain following a left shoulder injury in 2016 was resolved with physical therapy. He had recurrent pain in 2019 following a motor vehicle accident work-related injury. The claim has been closed and he was in the process of settling. He had left lumbosacral and buttock pain beginning in 2020 without injury or trauma. He complained of interscapular pain was prominently with arising from bed in the morning and prolonged sitting, standing and listing. He had a history of thoracic spine, which compression fracture from unknown origin. His left lumbosacral buttock pain worsened with prolonged standing and arising from seated to standing position. He did not have radiating lower extremity pain paresthesias or weakness or giving way. He had transient relief from chiropractic treatment for the lumbar spine. He recently saw Dr. Glass who ordered the cervical spine MRI and then recommended C4-C7 anterior cervical discectomy fusion. He reported significant improvement in his cervical soreness with physical therapy since 2019 injury. He was not enthusiastic about proceeding with surgical intervention. Dr. Petersohn recommended injection therapy. On 04/28/22, he reported complete relief of the left-sided pain and 80% relief of right-sided pain for four hours. He was Dr. Schuster at hospital of University Pennsylvania recommended against any type of cervical spine surgery. Dr. Petersohn reported medial branch blocks in the lumbar spine. Following uncomplicated radiofrequency lesioning on 05/26/22, he related left-sided low back pain was almost entirely resolved. However, he still had recurrent and persistent right lumbosacral pain with sitting intolerance. Dr. Petersohn saw him again on 07/11/12, reporting 90% improvement with bilateral radiofrequency lesioning and sacroiliac joint injections. Generally his pain is absent on 1-2/10 on the visual analog scale. He was instructed on continuing home exercise program to followup in six weeks.

On 04/05/22, Dr. Petersohn performed left C7 selective nerve root injection. On 04/12/22, he performed L3-L4, L4-L5 diagnostic medial branch blocks. On 05/03/22, he performed bilateral L3-L5 diagnostic medial branch blocks. On 05/10/22, he performed radiofrequency rhizotomy bilaterally at L3-L5 branches. On 06/07/22, he performed sacroiliac joint injection on the left.

Prior records show, Mr. Martyn underwent a CAT scan of the abdomen and pelvis on 11/17/10. No need to INSERT those results he did have a scrotal ultrasound on 12/02/22, that was normal with no evidence for testicular torsion. He had a thyroid ultrasound done on 12/02/10, read as normal.

At the referral of Dr. Williams he was seen on 08/15/11, by Dr. Delrosario for perianal pain and bleeding per rectum. He diagnosed chronic anal fissure as well as symptomatic hemorrhoids. On 10/31/11, he was status post hemorrhoidectomy as well as sphincterotomy and was doing well postoperatively.

He had come under the care of Dr. Williams is on 05/16/13, for DOT physical exam. He continued to be seen for general medical problems such as on 03/06/14, with cough congestion and congestion. On 11/04/14. Dr. Williams diagnosed Tietze’s syndrome Tietze’s disease. He continued to be seen for conditions such as sleep apnea. On 12/22/15 he is following up from the emergency room due to back and left shoulder pain. He was diagnosed with left shoulder pain and dorsalgia. He was prescribed Percocet and referred for MRI studies of the lumbosacral spine and left shoulder. These results were discussed on 01/04/16. There was bursitis of the left shoulder and lumbosacral spine MRI was negative as was the mid back MRI. On 11/21/17. Mr. Martyn was seen for acute and chronic exacerbated lower back pain without cord compression syndrome and no overt trauma history. He performed an evaluation and found markedly reduced lower back range of motion passively. He then ordered MRI studies of the brain, MRA of the brain, MRI studies of the thoracic and lumbar spine as well as a variety of lab work. He also prescribed tramadol, Naprosyn, and epinephrine auto injector. On 12/04/17, the MRI and MRA studies are noted to be negative. Dr. Williams diagnosed low back pain and referred him for pain management as well as to an anaphylactic expert at the University of Pennsylvania. He was also prescribed oxycodone. He followed up with Dr. Williams on 07/31/18, after having a stent placed for his kidney stone. He was going to follow up with urology and was prescribed Zofran.

On 11/15/13. Dr. Pepe diagnosed him with otitis media. Mr. Martyn continued to see Dr. Pepe on the dates described. On 09/16/15, he had been having back pain on and off for the past couple of weeks, but had not had the opportunity yet to see his chiropractor. He saw Dr. Pepe through 04/23/17, for chest congestion and cough. Chest x-ray was done on 10/04/14, and showed no active pulmonary disease. On 11/07/14, Dr. Adams at Shore Physicians Pulmonary Division diagnosed obstructive sleep apnea. MRI of the left shoulder was done on 12/30/15, to be INSERTED. MRI of the lumbar spine done the same day was read as unremarkable.
The petitioner also had neurosurgical evaluation with Dr. Glass on 01/11/16. He had a multi-month history of mid back pain, nonradicular in nature and severe in intensity requiring either naproxen or oxycodone for his pain and Flexeril for muscle spasm. He tried chiropractic therapy without relief. He was currently taking naproxen, oxycodone, and Flexeril. Dr. Glass referenced the lumbar MRI from 12/30/15, that revealed no focal lumbar disc herniations. He diagnosed severe thoracic back pain for which an MRI that region was ordered. On 01/28/16, Dr. Glass reviewed the thoracic MRI study whose results will be INSERTED from his progress note. On 04/14/16 he had progressively diminishing mid back pain with physical therapy, home exercise program as well as epidural and trigger point injections. He had been out of work as a bus driver. Dr. Glass diagnosed him with improved thoracic back pain, small protrusions at C7-T1, T1-T2 with T5-T6 bulge, superimpose multilevel thoracic disc degeneration and desiccation. He was going to continue pain management and home exercise program at that juncture.

On 01/26/16, he did have thoracic MRI to be INSERTED. He had an MRI of the brain on 11/25/17, read as unremarkable. He had unremarkable MRA of the brain the same day. He also had a lumbar spine study for severe low back pain compared to one of 12/30/15. He was read as unremarkable. He also had a thoracic spine MRI on 11/25/17, comparative study 01/26/16. INSERT those results. He had an allergy and immunology evaluation on 05/04/18, by Dr. Feldman. He rendered diagnoses of anaphylaxis with the textbook case of such reaction to amoxicillin in December 2016. He also had chronic seasonal allergic rhinitis and pollen and food allergies. On 08/02/18, he saw Dr. Schutz for kidney stone. He followed up here through 10/11/18, when he had scrotal pain and testicular cyst, but MRI showed no evidence of infection or malignancy. He had abdominal x-rays on 08/20/18, that showed the right renal stone was smaller and less dense on the current study compared to one of 07/26/18. The right arterial stent was unchanged. He was seen by neurologist Dr. Schurtz on 11/13/18. Abdominal x-rays were repeated on 09/01/18. An MRI of the pelvis was done on 09/10/18, to be INSERTED. Abdominal x-rays were done on 10/08/18, and were read as unremarkable. The previously noted right aortic stent had been removed. He had a renal ultrasound on 10/08/18, that showed no sonographic evidence for mass, calculus, or hydronephrosis.
PHYSICAL EXAMINATION
GENERAL APPEARANCE: He really does not have any neck symptoms after the injections, but does have symptoms in his lower back.
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. 

SHOULDERS: Neer, Yergason, Hawkins, apprehension, empty can, O’Brien’s, drop arm, crossed arm adduction, and Speed's tests were negative bilaterally for impingement, rotator cuff tear, dislocation, tendinopathy, or instability at the shoulders.

LOWER EXTREMITIES: Inspection of the lower extremities revealed no bony or soft tissue abnormalities. 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.

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.
THORACIC SPINE: Inspection of the thoracic spine revealed normal posture and kyphotic curve with no apparent scars. Range of motion was accomplished fully in flexion, rotation, and sidebending bilaterally. There was no palpable spasm or tenderness of the parathoracic or interscapular musculature. There was no tenderness over the bony prominences of the scapulae or spinous processes. There was no winging of the scapulae.

There was tenderness palpation about the right interscapular area 2 inches lower to the site of his compression fracture. There was no tenderness on the left.
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. The examinee was able to walk on his heels and toes without difficulty. He 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.

He actively flexed to 75 degrees and motion was full in all other spheres. Supine straight leg raising maneuvers on the left at 80 degrees elicited a stretching sensation and low back pain, but no radicular complaints. In the right at 90 degrees no low back and radicular complaints were elicited.
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.

Francis Martyn was operator of a bus that struck another vehicle on 10/13/19. He went to AtlantiCare Occupational Health the following day. He went on to see Dr. Kirshner. myriad diagnostic studies were performed many of which were compared to earlier studies of the same areas. He did accept injection therapy with improvement, but declined cervical spine surgery that had been discussed. Mr. Martyn clearly had a long history of musculoskeletal symptoms involving the neck, back, thoracic area and possibly the shoulders. He in fact had already undergone MRI studies of those areas. He has advised on 10/15/20, he had a permanency evaluation by Dr. Corona who found no permanent disability with respect to the cervical spine, thoracolumbar spine, or either shoulder from the subject accident. He found related diagnoses of cervical strain superimposed upon pre-existing spondylosis and intervertebral disc disease, thoracolumbar contusion spine strain, and contusions and strains of both shoulders. I am not receipt of that report.

The current examination of Mr. Martyn is very unremarkable except for his obesity. I would agree with Dr. Corona there is 0% permanent partial total disability referable to the neck, shoulders, or back with respect to the subject event. His pre-existing and already well documented abnormalities through these regions were not perminently aggravated or accelerated to a material degree by the event in question. Mr. Martyn states he missed work for multiple periods of time, but no light duty was available. He did returned to work full duty for his employer, but was terminated on 01/24/23. He is an ongoing appeals for this unrelated incident.
