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Dictation Time Length: 14:48
March 8, 2023
RE:
Samuel Mills

History of Accident/Illness and Treatment: Samuel Mills is a 52-year-old male who reports he was injured at work on 10/30/20. He banged his left elbow on the inside of a metal stanchion that was on a container ship with lashing. He did not go to the emergency room afterwards. Further evaluation led to what he understands to be a final diagnosis of ulnar nerve damage for which he underwent nerve transfer. He states he also had tendon transfer for his fingers from Dr. Rekant. He is no longer receiving any active care.

As per the records supplied, Mr. Mills was seen at WorkNet on 11/02/20 describing an injury to his left forearm, elbow and hand. He works on shifts and was ratcheting change at least on a piece of cargo in the middle bar that was using slipped. He jerked back feeling a pop in his left forearm and elbow region with subsequent pain. He had not had any interim treatment since the accident. Dr. Abney diagnosed possible traumatic tendinopathy at the left forearm with possible disruption of the muscles or tendons themselves. He placed Mr. Mills in a sling and started him on Tylenol and ibuprofen. He also quickly referred for an MRI.

Left elbow MRI was done on 11/09/20 that revealed advanced osteoarthritis of the elbow with large marginal osteophytes. There was also marked ulnar neuritis. On 11/06/20, he had an MRI of the left wrist that showed no osseous fracture or osseous contusion. There was high-grade tear of the scapholunate with widening of the scapholunate interval and findings of early SLAC wrist; mild tendinosis and tenosynovitis of the extensor carpi ulnaris. Mr. Mills also had an MRI of the left hand on 11/06/20 that showed no acute trauma. There were degenerative changes of the wrist joint better appreciated on the wrist MRI. He followed up at WorkNet through 11/16/20 to review these results. He was then referred for hand specialist consultation.

He was then seen by hand specialist Dr. Rekant on 11/24/20. He performed x-rays of the left elbow in the office that showed no obvious fracture or dislocation. There was joint space narrowing. He diagnosed left ulnar nerve palsy for which they were going to proceed with expectant management for the time being. He followed up on 12/22/20 when Dr. Rekant strongly recommended he consider ulnar nerve transposition with AIN nerve transfer as an alternative to continued observation given his injury as a Long Sherman. On 01/26/21, Dr. Rekant performed surgery to be INSERTED here. Mr. Mills followed up postoperative on 02/09/21. His skin sutures were removed and a resting wrist splint was prescribed. On 03/04/21, he was deemed to have sufficient healing to discontinue splinting. He was referred for hand therapy at that juncture. He followed up with Dr. Rekant through 06/10/21. There was ongoing contracture and tightness of the left ring and small fingers with persistent clawing. This is passively correctable to near normal extension. He has preserved wrist and elbow motion and flexes to the distal palmar crease. His diagnosis was persistent left ulnar nerve neuropathy and persistent left hand clawing. He remained a candidate for tendon transfer for persistent clawing with the alternative being PIP fusion or living with his symptoms. He presently did not wish to consider further surgery. He was deemed unable to work in a full duty capacity.

Mr. Mills was seen on 06/08/21 by Dr. O’Donnell. He performed an exam and deemed he was incapable of returning to unrestricted full duty employment at that juncture, but could work in a modified duty position. He discussed ongoing care of conservative in nature, but ultimately might require an EMG/NCV and revision surgery. On 09/08/21, he was seen by Dr. Rivlin. He referenced a record from Dr. Abney dated 11/02/21 in which the mechanism of injury was described as “no direct impact after forcibly ratcheting a piece of cargo.” This differs from the contemporaneous notes I summarized from Dr. Abney. Dr. Rivlin performed an evaluation that showed significant clawing of the small and ring fingers and atrophy of the first web space. His intrinsic function is minimal with positive formant and water broken signs. Tinel’s at the cubital tunnel and elbow flexion/compression were positive for ulnar nerve symptoms. At the wrist, there was some crepitus with minimal tenderness. Range of motion was full. There was no tenderness to palpation about the first dorsal compartment, the first CMC joint, or the TFCC. He had subjective paresthesias in the ulnar nerve distribution. Sensation and motor function are intact in the radial and median nerve distribution as well as motor in the AIN and PIN. He could make a composite fist. The skin is intact throughout expect for psoriatic patch. Overall, he had bilateral Froment's sign. There was clawing at 3+ on the left. Index finger abduction was negative against resistance. Two-point discrimination on the right was between 4 and 6 mm. On the left, there was 6 mm except a small and ring fingers that were greater than 12 mm. His overall assessment was chronic ulnar neuropathy, clawing of the ulnar digits secondary to the ulnar neuropathy, and left scapholunate events collapsed wrist arthritis that was unrelated to the work injury. He opined the ulnar nerve palsy is reversible and permanent. Prognosis was poor. He has long-standing weakness of the left hand for which permanent limitations were warranted. He deemed Mr. Mills had reached maximum medical improvement from the injury. In the future, tendon transfer or anti-clawing (fusion) fusion may be considered. His wrist arthritis was unrelated to the original injury on 10/30/20.

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. 
Inspection revealed atrophy of the left web space and hypothenar pad. There was eczema on the palms and other areas. He had callus formation on the palms bilaterally. There was healed surgical scarring on the volar left hand. Overlying the fourth metacarpal, it was 1 inch in length and over the fifth metacarpal was 1½ inches in length. He also had a 7 inch scar on the dorsal aspect of the wrist measuring 6 inches in length. It was stick proximal to the wrist. He had a linear scar about the ulnar aspect of the elbow measuring 6 inches in length. He had contractures of the left long ring and small fingers. At the PIP joint, extension was 35 degrees, 60 degrees and 50 degrees respectively. The left small finger DIP extension had a 30-degree lag. Motion of the remaining finger joints was full without crepitus or tenderness. Left elbow motion had a 35-degree extension lag, but was full in other spheres without crepitus or tenderness. Motion of the shoulders, elbows, wrist and fingers was otherwise full in all spheres. Manual muscle testing was 4+ for resisted left hand grasp, but was 5/5 on the right. He was tender to palpation about the left medial epicondyle, but there was none on the right.

HANDS/WRISTS/ELBOWS: Normal

CERVICAL 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 10/30/20, Samuel Mills sustained an injury to his left upper extremity while pulling on a chain. He was seen at WorkNet on 11/02/20. In short order, he underwent MRIs of the left wrist, arm and hand to be INSERTED here. He then was seen by Dr. Rekant and underwent surgery on 01/26/21. He also had physical therapy postoperatively. He continued to see Dr. Rekant through 06/10/21. He also saw Dr. O’Donnell on 06/08/21 and then Dr. Rivlin on 09/08/21. His exam found clawing at 3+ on the left. Elbow extension was 0/30 degrees, flexion 140/130, wrist flexion 80/70 and extension 80/80, pronation 60/60 and supination 60/60 with finger flexion full bilaterally. Left middle finger PIP was 30, left ring finger PIP was 80 and left small finger PIP was 80. Hyperextension of the left small and ring finger MCP was 45 degrees/30 degrees. The current evaluation did show some clawing of the fingers as noted above.

This case will be rated for his ulnar nerve injury using the 6th Edition of the AMA Guides.
