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Dictation Time Length: 19:27
March 23, 2022
RE:
Charles Kelsey

History of Accident/Illness and Treatment: Charles Kelsey is a 54-year-old male who reports he was injured while working on 10/23/20. He simply stated this was as a result of an “accident.” He did not describe the mechanism of injury. He believes he injured all of his body, but mainly on the left side. He went to an unspecified emergency room afterwards. He had further evaluation, but remains unaware of his final diagnosis. He did undergo a single epidural steroid injection, which he claims exacerbated his condition. He did not undergo any surgery and has completed his course of active treatment.

As per his Claim Petition, Mr. Kelsey was injured in a motor vehicle accident on 10/23/20 resulting in permanent injuries to the neck, left arm, low back, cervical and lumbar radiculopathy. Treatment records show he was seen at Virtua Urgent Care on 10/23/20. He related being rear-ended by a tractor-trailer earlier that day. He was a restrained driver. He complained of pain in the neck, upper back and lower back with no radicular complaints. He underwent cervical, thoracic and lumbar spine x-rays to be INSERTED here. He was diagnosed with neck and back pain after a motor vehicle accident for which he was initiated on conservative care. On 10/27/20, he was seen at Virtua Occupational. He related low back pain radiating to the left lower extremity associated with numbness and weakness. The upper back pain radiates to the right and left upper extremity. He also had complaints of numbness, tingling and weakness in the right and left upper extremities. He explained that he was a restrained driver when a tractor-trailer rear ended him as it was operated by a driver who fell asleep. He was pushed forward 25 feet. He then underwent treatment previously mentioned at Urgent Care. He was rendered diagnoses of sprain of the neck, lumbar spine and pelvis, along with cervical retrolisthesis on x-ray. There were no other x-rays for comparison to see if this was due to the motor vehicle collision. He was referred for orthopedic consultation and begun on prednisone.

He did have a CAT scan of the cervical spine on 10/29/20 that showed degenerative spondylosis throughout the anterior and posterior column, but no displaced fractures were evident. There was no description of spondylolisthesis.
Mr. Kelsey was then seen on 11/03/20 by Dr. Anapolle. He performed x-rays of the right shoulder and left shoulder that showed no metastatic lesions or invasive marrow changes. Soft tissues did not show any calcific deposits or any other significant abnormalities. The glenohumeral joint did not reveal any joint space narrowing. Orthopedic review of a CT of the cervical spine from 10/29/20 revealed loss of the normal lordosis and diffuse degenerative changes and spondylosis at all levels, but there are no fractures or subluxations. Repeat x-rays of the cervical spine were done at Virtua Health on 10/23/20. This was also the case in terms of the thoracic and lumbar spine. The cervical and lumbar spine revealed no acute abnormalities, but revealed multilevel degenerative changes. In the lumbar spine, there were no acute abnormalities, but there were mild degenerative changes. Dr. Anapolle diagnosed sprain of the cervical spine with radiculopathy as well as sprain of the thoracic and lumbar spine, sprain of the left and right rotator cuffs, and pain in the left thigh, as well as mononeuropathy. He ordered a course of physical therapy as well as a cervical spine MRI.

The cervical MRI was done on 11/07/20 to be INSERTED here. On 11/12/20, Dr. Anapolle reviewed these results with him. He had negative straight leg raising maneuvers, but decreased lumbar motion. He also had decreased cervical range of motion. He referenced the MRI included apparent partial bony fusion of the C5-C6 vertebral bodies. He was going to be seen by a neurosurgeon and neurologist.

He was seen neurosurgically by Dr. Delasotta on 11/25/20. His assessments were cervical and lumbar radiculopathy for which he recommended continued therapy. He also ordered flexion and extension x-rays of the cervical and lumbar spine as well as a lumbar MRI. He saw Dr. Anapolle again on 12/01/20 by which time he had undergone those x-rays and MRI to be INSERTED. He had also seen neurologist Dr. Gottfried whose progress note will be INSERTED shortly. On Dr. Delasotta’s visit of 12/08/20, he referenced the lumbar MRI and corresponding x-rays of the lumbar and cervical spine all to be INSERTED if not already done so. He also cited the cervical spine MRI from 11/07/20. Dr. Delasotta referred him to pain management for epidural steroid injections.

On 11/25/20, Dr. Gottfried performed neurologic consultation. Her assessments were cervicalgia with cervicogenic headache and left upper extremity intermittent numbness and tingling. She opined the main generator of his symptoms was the cervical spine. She reviewed the cervical MRI and recommended neurosurgical follow-up with Dr. Delasotta. He continued to see Dr. Gottfried such as on 02/08/21 relating an epidural injection to the cervical spine three weeks earlier did not reduce his neck pain. On 02/26/21, she noted MRI of the brain was negative for trauma, but questioned the possibility of an aneurysm. Dr. Gottfried’s last visit was on 03/26/21. She recommended an MRA intracranial of the circle of Willis.
On 11/30/20, he underwent a lumbar MRI to be INSERTED here. The flexion and extension x-rays of 11/30/20 will also be INSERTED.
The Petitioner did come under the pain management care of Dr. Polcer beginning 12/18/20. As of the visit of 02/02/21, he related reduction in arm pain after the recent cervical epidural, but not neck pain. He followed up with Dr. Polcer and on 03/02/21 complained of pain and soreness at the injection site. He had increased pain about two weeks ago and Tylenol No.3 was helpful for his symptoms. They agreed to pursue facet injection. He saw Dr. Polcer through 03/26/21. Mr. Kelsey did not want to pursue interventional treatment or surgical intervention. Because he had a physical job, he was very concerned about returning to work. Accordingly, a functional capacity evaluation was recommended. He was deemed to have achieved maximum medical improvement status from a pain management standpoint. On 01/20/21, Dr. Polcer performed a cervical epidural injection at C7-T1.

The MRI of the brain was done on 02/10/21 to be INSERTED. CT myelogram was done on 05/04/21 to be INSERTED. EMG was done by Dr. Gottfried on 06/14/21 to be INSERTED. As of 12/29/20, Dr. Anapolle deemed he had reached maximum medical improvement from nonoperative orthopedic treatment and essentially had made no progress with treatment to date. There was no evidence of focal shoulder pathology for which orthopedic treatment is necessary. His muscular shoulder pain was related to the whiplash injury. He was discharged from orthopedic care to the care of pain management and neurosurgery.

PHYSICAL EXAMINATION

GENERAL APPEARANCE: He was extremely focused on his complaints of pain with every movement and maneuver from the outset. He complained all of his symptoms were on the left side. He exclaimed “my neck is fused! It never was before.” (In actuality, the fusion was a congenital issue and not something caused by this trauma. His assertion appears to be generated from anger). He states his whole life has been changed. He cannot work out and seatbelt gives him pain. He cannot sit for a long time because it gives him back pain.

HEAD/EYES/EARS/NOSE/THROAT: Normal macro

NEUROLOGIC: Normal macro
UPPER EXTREMITIES: Inspection of the upper extremities revealed no bony or soft tissue abnormalities. Inspection revealed callus formation on the hands bilaterally, but no 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. 

HANDS/WRISTS/ELBOWS: He had a positive Tinel’s maneuver at the left medial epicondyle, but this was negative on the right. 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: He remained in his pants and shoes limiting proximal visualization and pinprick testing. 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. 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. Active flexion was 30 degrees, extension 20 degrees, sidebending right 15 degrees and left 10 degrees, rotation right 70 degrees and left variably between 30 and 60 degrees. When distracted, he had full range of motion in all spheres. He was tender to palpation at the left medial trapezius in the absence of spasm, but there was none on the right or in the midline. Spurling’s maneuver was negative.

THORACIC SPINE: Normal macro
LUMBOSACRAL SPINE: He was able to walk on his heels complaining of tingling in his back. He was able to walk on his toes without any difficulty. He changed positions fluidly and was able to squat to 70 degrees, complaining of low back pain despite it being in neutral position. Inspection of the lumbosacral spine revealed normal posture and lordotic curve with no apparent scars. He sat comfortably at 90 degrees lumbar flexion, but actively flexed to 75 degrees and extended to 20 degrees with tenderness. Right sidebending was full to 25 degrees with tenderness. Left sidebending and bilateral rotation were full without discomfort. 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 maneuver on the right at 80 degrees and left at 80 degrees elicited only low back complaints without radicular symptoms. He did relate that when lying supine and his left knee was flexed, this gave him a lot of low back pain on the left side. This does not make sense relative to anatomic biomechanics. 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.

On 10/23/20, Charles Kelsey was involved in a work-related motor vehicle collision. He does not appear to have sustained any direct bodily trauma or loss of consciousness. He was seen at Urgent Care the same day and then followed up at Occupational Health. His care was quickly referred for orthopedic consultation with Dr. Anapolle. Neurosurgical consultation was performed by Dr. Delasotta the beginning 11/25/20.

The Petitioner underwent numerous diagnostic studies that will be put here in a chronological order. He was seen neurologically by Dr. Gottfried. He underwent a cervical epidural steroid injection with temporary improvement. He had an EMG by Dr. Gottfried to be INSERTED here. He had a myelogram done on 05/04/21 to be INSERTED as well. Ultimately, he told Dr. Polcer he did not wish to pursue any type of injection or surgery. INSERT the usual. Interestingly, he claims that he formerly ran 10 miles per day and worked out at the gym. This is somewhat difficult to believe.

The current evaluation of Mr. Kelsey offered widespread and severe subjective pain complaints from the outset. They were increased by virtually every movement and maneuver both active and passive. He was neurologically intact. He had full range of motion of the upper and lower extremities. He had variable range of motion of the cervical and lumbar spines. Spurling’s maneuver was negative. Neural tension signs were negative in the lumbar spine.

There is mild disability referable to the cervical spine and lumbar spine with associated radiculopathy. There is 0% permanent partial disability referable to the left arm.
