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Dictation Time Length: 34:04
March 24, 2022
RE:
Marsha Gray

History of Accident/Illness and Treatment: Marsha Gray is a 67-year-old woman who reports she was involved in a work-related motor vehicle collision on 03/21/19. At that time, she was an operator of a vehicle that was at a standstill when it was hit from behind by another vehicle. Her body was jolted front and back and her head hit the back of the headrest. She did not experience loss of consciousness, but did feel some dizziness. She was seen at the emergency room in Hammonton the same day, believing she injured her lower back. She had further evaluation and treatment including lumbar fusion on 06/10/21, but remains unaware of her final diagnosis. She reports treatment concluded in August 2021.

Per her Claim Petition, Ms. Gray alleged she was struck from behind while she was stopped at a red traffic light. She claimed permanent injuries including concussion, head, neck, left shoulder, and back. Treatment records show she was seen at AtlantiCare Occupational Health on 03/25/19. She related being involved in a motor vehicle accident on 03/21/19. She complained of lower back pain and was seen at the emergency department. She was a restrained driver at a stopped position. After evaluation, they diagnosed her with lumbar sprain, cervical strain, and contusion of the head. She was prescribed medications. She requested a few days off work to rest. She was referred for physical therapy. It was noted the emergency department records from 03/21 of the lumbar spine showed no fracture. There was diffuse discogenic and grade I anterolisthesis of L4 on L5 and retrolisthesis of L2 and L3. Cervical spine x-rays showed no fracture, but alignment was within normal limits. There was multilevel spondylosis with mild narrowing at C3-C4 and C4-C5. There was also moderate narrowing at C5-C6 and C6-C7.
This progress note will be placed where it belongs chronologically since it is in 2021. She was seen at AtlantiCare Occupational Health again on 03/01/21 after claiming an injury on 01/29/21. She stated she was turning a resident on her side and hurt her lower back. She had physical therapy that morning. They referenced the 03/21/19 motor vehicle accident suffering chronic lower back pain and chronic left sacroiliac joint dysfunction. She did have x-rays and an MRI done that showed lumbar herniated discs. She had physical therapy in the past and did not feel it helped much. She then accepted injections. She was recently released to full duty as of January 2021, but she still had chronic lower back pain, chronic left SI joint dysfunction, and worsening symptoms and pain since she returned to work. Her orthopedist recommended surgery in the future if she ever elected to do so. She was referred to a new pain management specialist for treatment and pain control which she had not gotten yet. She had treated with a pain specialist previously who administered several injections. On this occasion, Physician Assistant Godfrey referred her for orthopedic/specialist transfer of care and had her continue physical therapy. He authorized her to work in a restricted duty capacity.

On 04/26/19, she had a CAT scan of the head to be INSERTED here.
She was seen orthopedically by Dr. Disabella on 07/11/19. In addition to the history described relative to the subject accident, she stated she was feeling better. She denied having any pain at that time. She was attending therapy twice per week at Bacharach. She was evaluated by a neuropsychologist and was not working at that time. Past medical history was remarkable for hypertension. After evaluation, Dr. Disabella rendered diagnoses of cervical pain, lumbar pain, neck strain, and concussion without loss of consciousness. She was doing much better at that point and denied any symptoms. Her concussion exam was totally normal that day. He did not feel she had to follow up for any further neuropsychological testing and that appointment could be canceled. He felt she had reached maximum medical improvement and can return to work full duty effective 07/12/19. She does not have to finish out her last three physical therapy visits.
On 10/14/19, the Petitioner returned to Dr. Disabella who placed her on work limitations as well as naproxen. She continued to complain of pain in her lumbar spine. She had limited range of motion and some muscle tightness in the lumbar area with no radicular symptoms. He ordered lumbar x-rays and placed her in therapy and again authorized her to work in a modified duty capacity. She returned to Dr. Disabella on 12/12/19 reporting constant pain and she was very sore in the morning. She had relief with physical therapy three times per week. She had undergone an MRI. He wrote it showed multiple-level disc disease superimposed upon degenerative joint disease. She has severe spinal stenosis with right-sided foraminal narrowing at L4-L5. At L2-L3, she has moderate to severe central stenosis. Physical therapy was to be discontinued and she was remained out of work. He referred her to Dr. Shah for possible surgical intervention.

On 07/25/19, she was seen by a primary care physician named Dr. Santos-Miranda. This was a wellness visit. She had no complaints. She specifically denied neck spasm or any other symptomatology. He diagnosed her with acute upper respiratory infection as well as essential hypertension. She was referred for mammogram screening on 04/27/19. She in terms of review of systems denied any musculoskeletal complaints such as arthritis, back pain, joint swelling or joint stiffness. Upon examination of the musculoskeletal region, upper and lower extremities had no loss of strength or motion. There was no sensory deficit or instability noted. She was neurologically intact as well. He recommended dietary modifications. She was going to consult with cardiology. It is notable that she did not offer any musculoskeletal complaints or neurologic complaints on this visit.

On 09/03/19, she underwent a DEXA scan at the referral of Dr. Santos-Miranda. Her T‑score was in the range of osteopenia. On 10/28/19, she underwent lumbar spine x-rays at the referral of Dr. Disabella. Those will be INSERTED here. On 12/05/19, he referred her for MRI of the lumbar spine, to be INSERTED here as well. She continued to be seen concurrently by her family practice specialist such as on 12/17/19. At that time, she related being on light duty because of a motor vehicle accident resulting in back pain and was under Workers’ Compensation. She again had no musculoskeletal abnormalities on physical examination. She was going to continue with her current medications. On 03/31/20, she had a telehealth visit with him. She denied neck spasm again or any other musculoskeletal complaints. He continued to treat her for her general internal medicine problems. Follow-up with her family practitioner continued through 01/22/21.

Ms. Gray was seen on 01/28/20 by Dr. Reich. He noted her course of treatment to date and reviewed the lumbar MRI from 12/05/19. His diagnoses were lumbar strain, sacroiliac joint dysfunction, trochanteric bursitis, degenerative spondylolisthesis, as well as multilevel spinal stenosis. He learned she had prior symptoms from a motor vehicle accident in 1995, but was doing quite well afterwards. MRI revealed degenerative spondylolisthesis that he concluded was not traumatic. He opined her symptoms appeared to be related or exacerbated by the injury of 03/21/19. He concluded the majority of her symptoms were over the sacroiliac region followed by the midline and trochanteric bursal region. He did not believe there was a role for consideration of surgical intervention at the current time. Radiographically, she had severe spinal stenosis with degenerative spondylolisthesis, but did not have difficulty standing or walking. Therapy was completed, but was somewhat passive. He made medication changes and revised her physical therapy program. He wanted to review her previously completed x-rays to opine more definitively about the degenerative spondylolisthesis being degenerative as well as her severe spinal stenosis and multilevel moderate stenosis. She returned to Dr. Reich on 05/06/20 via teleconference. She had been getting more intensive physical therapy, but this increased her symptoms. He did review the x-rays from 03/21/19 as well as from 10/28/19. Both studies revealed degenerative type II spondylolisthesis of L4 on L5. The spondylolisthesis varies between 9 and 12 mm in extension. There was no evidence of fracture or dislocation. He recommended interventional diagnostic pain management evaluation at that juncture. On 02/18/20, she presented herself to Inspira Urgent Care for cough and congestion that was not better over the last week.

On 07/01/20, she was seen by Dr. Khanna. His assessments were lumbar degenerative disc disease, lumbosacral facet arthropathy, and degenerative lumbar spinal stenosis. He recommended facet joint injections. On 07/16/20, he performed facet injections. Epidural injection was administered on 08/06/20. She followed up with Dr. Khanna through 10/22/20. He did not feel the patient would respond to a left sacroiliac joint injection. All her sacroiliac joint provocative tests were negative. She did not have a good reaction to steroid and would like to avoid it. At that point, he believed a left radiofrequency ablation would be more beneficial and they were waiting preauthorization for same.
She also followed up with Dr. Reich on 09/16/20, having undergone some injections. She did not have much improvement from them. He suggested she undergo a fluoroscopically guided left sacroiliac joint injection at the location of her maximum tenderness. Radiographically, she does have severe spinal stenosis and foraminal stenosis, but her pain was predominantly over the sacroiliac joint region. He was going to see her back after completion of the interventional pain management workup. She did see Dr. Reich again on 10/07/20 having undergone bilateral facet injections with no relief. She also had an epidural injection, which was considerably worst the day of. After taking ibuprofen, she was at best 30% improved. He saw her through 11/18/20. He explained that her pain was due to the sacroiliac joint and his injection provided 100% relief for one week’s duration. Unfortunately, Dr. Khanna did not agree with Dr. Reich’s assessment and wanted to do other procedures that Dr. Reich did not feel were appropriate. He suggested consideration for another pain management specialist.

On 11/23/20, she was seen by an oncologist named Dr. Ajay for unexplained weight loss and anemia. She had lost 20 pounds over the six months since March 2020. He also noted her laboratory studies. DEXA scan from 09/03/19 revealed osteopenia. She had a colonoscopy in 2017, but denied noticing any blood in her stool. Dr. Ajay diagnosed normochromic normocytic anemia with normal iron studies. This was concerning for a possible bone marrow disorder or anemia of chronic disease. He ordered additional laboratory studies, chest x-ray, and a CAT scan of the abdomen.
On 03/29/21, Dr. Ponnappan performed a need-for-treatment evaluation. He ascertained her mechanism of injury and course of treatment to date. He learned she had one Workers’ Compensation Claim for the injuries of 03/21/19 and 01/29/21. The latter occurred when she was trying to reposition a patient and suffered exacerbation type injury to her lower back causing radiation to the lower extremities. He had her undergo x‑rays in the office that will be INSERTED as marked. He also reviewed the lumbar MRI from 12/05/19. He also reviewed the medical records available to date. This included a nine-month gap between the visit with Dr. Reich on 01/28/20 until she saw Dr. Khanna on 10/21/20. He wrote it had been established she had preexisting and long‑standing diagnosis of lumbar spine stenosis and spondylolisthesis at L4-L5 based upon her clinical history. She did not have any records of active lumbar spine treatment in the year preceding her first work injury of 03/29/19 and therefore we will assume that she was minimally symptomatic prior to her injury. The patient’s low back pain complaints appear to be at the left sacroiliac joint treated with physical therapy and injection from Dr. Reich with relief. He noted she had returned to work full duty after those treatments. However, she then was injured again at work on 01/29/21. He opined she had not reached maximum medical improvement and requires additional diagnostic testing and possible repeat injections versus surgical treatment for definitive management of her injuries. She continues to have overlapping symptoms of lumbar spine stenosis/spondylolisthesis versus left sacroiliac joint pain. On 04/13/21, she had a repeat lumbar MRI compared to a study of 12/05/19.
On 06/08/21, Dr. Ponnappan performed surgery to be INSERTED here. Follow-up with him was rendered postoperatively through 10/11/21 when he deemed she had reached maximum medical improvement, but had a permanent restriction of lifting no more than 50 pounds.
Per your cover letter, on 03/10/15 visit with her primary care physician, she complained of low back pain with decreased range of motion. She was also involved in a motor vehicle accident on 08/10/17 resulting in neck and back pain according to the EMT report. On 08/22/17, she was seen by Relievus Pain Specialists noting she was involved in a motor vehicle accident in 1995 for which she received low back treatment and therapy.
Per the prior records provided, she was seen on 02/22/11 by Dr. Santos-Miranda for uncontrolled hypertension. He started her on medications. She saw him frequently thereafter for various internal medicine issues. He saw her through 03/12/19, only a couple of weeks before the subject event of 03/21/19. He referred her to a cardiologist at that point.
On 11/19/14, she had x-rays of the right knee done, but the diagnostic impression is illegible. She had a CAT scan of her neck done on 09/23/15 given a history of parotid lesions. That will be INSERTED here. She was attended to by EMS personnel on 08/10/17. She was found sitting on the side of the road. This evidently was after being involved in a motor vehicle collision. Their notes are difficult to decipher as it is a poor copy. She was seen at the emergency room on 08/10/17 stating she was just involved in a motor vehicle collision. She underwent x-rays of the cervical spine that showed large anterior enthesophytes at multiple levels. Lumbar spine x-rays showed degenerative endplate changes with marginal osteophytes seen throughout. There were no vertebral body compression fractures seen. X-rays of the chest and rib showed no acute pulmonary disease or rib fractures. She was then treated and released, but again their printout is difficult to discern. Discharge diagnoses seem to have been acute cervical strain and chest wall contusion.

On 08/22/17, she was seen by pain specialist Dr. Rinnier at Relievus Pain Management. This was to address her symptoms after the motor vehicle accident just described. He learned she did sustain injuries to her lower back in a motor vehicle accident in 1995. On this occasion, she was diagnosed with posttraumatic muscle spasm, ribcage and chest pain, as well as left knee pain. He made medication adjustments and advised close follow-up with her primary care physician. She was also referred for physical therapy. On 10/17/17, she was seen by the nurse practitioner in this pain management group. Treatment options were discussed. She was going to return to their office on an as-needed basis.
PHYSICAL EXAMINATION

HEAD/EYES/EARS/NOSE/THROAT: Normal macro
UPPER EXTREMITIES: Normal macro
LOWER EXTREMITIES: Normal macro
CERVICAL SPINE: Normal macro
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. The examinee was able to walk on her heels and toes without difficulty. She changed positions slowly and was able to squat and rise. Inspection of the lumbosacral spine revealed a midline longitudinal 5-inch scar and decreased lordotic curve consistent with her surgery. 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.

On 03/21/19, Marsha Gray was involved in a work-related motor vehicle collision. She was seen at AtlantiCare Occupational Health beginning 03/25/19. She had additional treatment to various body parts. She was seen by Dr. Disabella relative to her concussion symptoms. She underwent additional diagnostic testing.

She was seen by Dr. Reich orthopedically. She then alleged a new injury for which she went to Urgent Care in January 2021. She was seen by Dr. Khanna who recommended certain injections with which Dr. Reich disagreed. She did submit to several injections on her spine. She ultimately underwent surgery by Dr. Ponnappan on 06/08/21 to be INSERTED here. She followed up postoperatively until released from care. Ms. Gray had a history of one or possibly two prior motor vehicle accidents. She appears to have had chronic low back pain after a motor vehicle accident in 2017 for which she was seen by a pain specialist.

The current examination was quite benign. She had healed surgical scarring in the lumbar spine, but full range of motion there. Provocative maneuvers were negative for clinically significant disc herniation, spinal stenosis, radiculopathy, or facet arthropathy. She was neurologically intact. There was full range of motion of the neck and shoulders.

There is 12.5% permanent partial total disability referable to the lower back. Obviously, this is contributed to in large part by preexisting age-related degenerative abnormalities. There is 0% permanent partial or total disability referable to the head, neck, or left shoulder.
