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Dictation Time Length: 18:36
March 29, 2022
RE:
Dawn Berry-McPherson

History of Accident/Illness and Treatment: Dawn Berry-McPherson is a 52-year-old woman who reports she was involved in a work-related motor vehicle collision on 09/18/19. She was the restrained driver in stop-and-go traffic. She was hit from behind by a vehicle at 44 miles per hour. She states she struck her right knee on the interior of the vehicle. She did not strike her head or experience loss of consciousness. She believes she injured her neck, lower back, right knee, right shoulder and right hip. She was seen at Virtua Emergency Room the same day. She had further evaluation, but remains unaware of her final diagnosis involving her neck and lower back. She did undergo surgery on the cervical spine on 08/26/21. She continues to see Dr. Valentino for medication.

As per the records provided, the Petitioner was seen at Virtua Emergency Room on 09/18/19. She said she was rear ended while she was at a stop and was caught off guard. Upon examination, she was tearful and had impressive right paraspinal spasms extending to her right shoulder. She also complained of right hip pain. X-rays of the right hip, shoulder and pelvis were all normal. Past medical history is remarkable for GERD as well as hysterectomy and C-section. She was then treated and released.
She was then seen at Concentra on 09/20/19. She related the mechanism of injury described. She had been taken via ambulance to Virtua Hospital Emergency Room where x-rays were done. She was prescribed Flexeril for pain. She currently complained of pain in her neck, right shoulder, back, right hip around the lower back, right knee, and right foot. She was examined and diagnosed with motor vehicle accident, strain of the neck, strain of the right shoulder, lumbar region, right foot, and contusion of the right knee. She was begun on medication and referred for physical therapy. Activity modifications were also implemented. She participated in physical therapy on the dates described. She followed up on 09/24/19 with continued symptoms except for her right foot that was feeling better. She had not yet attended physical therapy and was working light duty. She had discontinued Flexeril and was only taking ibuprofen a few times. She preferred not to take medications. She related her symptoms overall were improving. She was not currently working as she had been sent home due to pain. Dr. Butler recommended heat to the affected areas four times per day as well as continued use of Aspercreme. Ms. Berry-McPherson followed up frequently in this practice through 10/18/19. She at that time requested to be returned to regular work duty. Dr. Butler recommended continued physical therapy. As of 11/04/19, she still had complaints of pain in her neck and back. She advised that over the weekend she experienced pain in her right knee. She was not taking any pain medications and had finished her physical therapy sessions. Dr. Butler released her from care at maximum medical improvement.

On 03/17/20, she was seen by Dr. Bollinger. It is my understanding he authorized her to remain out of work for four weeks beginning from that office visit on 03/17/20. Those limitations should be in place until further notice. The Petitioner was then seen orthopedically by Dr. Lipschultz beginning 04/23/20. She then complained of pain in her neck, right shoulder, numbness in her right arm and pain in her right leg associated with low back pain. After evaluation, Dr. Lipschultz diagnosed cervical sprain and strain with aggravation of preexisting degenerative discogenic disease; right C6 radiculopathy; right shoulder tendonitis; lumbosacral sprain, and right knee rule out internal derangement. He deemed she had not reached maximum medical improvement. Her major complaints on this visit were right knee and right-sided neck pain. He recommended corticosteroid injection to the right shoulder. They would also consider cervical epidural at her next visit.

She saw Dr. Lipschultz again on 06/22/20. He noted an MRI of her right knee done on 06/04/20 that revealed mild chondromalacia of the patella. There was no evidence of meniscal or ligamentous damage. She had also undergone a cervical spine MRI that showed diffuse disc bulging with herniation at C6-C7. EMG revealed a right C6 radiculopathy. She had already been under the care of Relievus and they had discussed injections to her spine. Dr. Lipschultz opined the cervical injection was reasonable. He performed a corticosteroid injection to the right knee on that visit. She followed up regularly with Dr. Lipschultz over the ensuing months. In the interim, she had been seen by a pain specialist named Dr. Kwon who was planning a cervical epidural injection. On 11/24/20, Ms. Berry-McPherson related she had such an injection by Dr. Kwon with 20% improvement in her symptoms. She is scheduled for a second epidural on 12/22/20. On 02/09/21, Dr. Lipschultz wrote she had undergone a lumbar epidural steroid injection at L4-L5 on 01/25/21. This actually exacerbated her symptomatology. She still had lower back pain radiating to the right lower extremity. She did not experience significant long-term benefit from two injections to her neck. She had a diagnosis of C6 radiculopathy. Dr. Lipschultz recommended a spinal surgery consult to review treatment options. Relative to her lumbar spine, she continued to treat with Dr. Kwon. On 03/09/21, she saw Dr. Lipschultz again by which time she had undergone epidural injections to the lumbar spine from Dr. Kwon. Dr. Lipschultz concluded she had failed conservative management. He followed her progress through 05/04/21. She had full cervical range of motion and was grossly neurovascularly intact in the upper extremities. She had good lumbosacral range of motion with no focal neurologic deficit in the lower extremities. She was still awaiting a spine surgical consultation.

Dr. Kwon administered cervical epidural injections on 11/17/20 and 12/22/20. He performed lumbar epidural injection on 01/26/21 and 03/02/21. The Petitioner was also seen by a chiropractor named Dr. Bollinger on 03/17/20 as noted above. There was no clinical documentation from that visit provided.

The Petitioner in fact had come under the pain management care of Dr. Kwon on 10/08/20. She had complaints of pain affecting her neck, head, right upper extremity, spine and right lower extremity. Her pain level was 8/10. She reported being in a motor vehicle accident in June 2003 that produced mid back pain, which resolved with treatment. After evaluation, Dr. Kwon diagnosed cervical radiculopathy at C6, lumbar radiculopathy, foraminal stenosis at the lumbosacral region, and cervical disc herniation. He explained her foraminal stenosis was preexisting and related to degenerative disease. Although he noted she had a displaced disc in the cervical spine based upon the available information, he could not causally relate the actual herniation itself to the motor vehicle accident and noted the neck and upper extremity have become symptomatic. Dr. Kwon followed her care through 03/11/21 where he deemed she had reached maximum medical improvement. She was going to follow up with Dr. Lipschultz for a surgical referral.

She then came under the care of Dr. Valentino on 06/21/21. In addition to the above, he learned she was due to see a hand surgeon to consider right and left carpal tunnel decompression. He noted the results of her diagnostic studies and diagnosed cervical radiculopathy, neck pain, cervical pain, and cervical disc herniation. They discussed treatment options. On 08/26/21, he performed surgery to be INSERTED here. As of 12/15/21, the Petitioner was released to return to work regular duty as of 01/02/22. INSERT the results of diagnostic studies in their chronological order if I have not already captured them in the above summary. On the last visit with Dr. Valentino on 12/13/21, she felt ready to return to work after the New Year. X-rays showed excellent position of her cage and hardware with restoration of disc space height.
PHYSICAL EXAMINATION

UPPER EXTREMITIES: She had excessive adipose tissue and saggy musculature of the arms. There were no scars, swelling, atrophy or effusions. Skin was normal in color, turgor, and temperature. Motion of the right shoulder was full in all independent and composite spheres; the latter elicited tenderness. Motion of the left shoulder as well as both elbows, wrists and fingers was full in all planes without crepitus, tenderness, triggering, or locking. 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: Normal macro
HANDS/WRISTS/ELBOWS: She had positive Tinel’s and Phalen’s maneuvers bilaterally at the wrists. 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.
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. Motion of the right hip was full without crepitus, but internal rotation elicited tenderness. Motion of the left hip as well as both knees and ankles was full in all planes 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.

HIPS/PELVIS: Normal macro

FEET/ANKLES: Normal macro

CERVICAL SPINE: Inspection of the cervical spine revealed a well-healed left anterior transverse scar consistent with her surgery, but preserved lordotic curve. Flexion and extension were full, but the latter elicited a headache. Rotation right was 65 degrees and left to 50 degrees, sidebending right 40 degrees and left 35 degrees. She was tender at the left trapezius musculature in the absence of spasm, but there was none on the right. There was no palpable spasm or tenderness of the paracervical musculature. 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. Her bra clasped posteriorly at T7.
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 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. She sat comfortably at 90 degrees lumbar flexion, but actively flexed to 55 degrees with tenderness. Extension was full with tenderness. Bilateral rotation and sidebending were full. She was tender at the midline at L4. There was also non-localizing tenderness about the right side of her back, hip, paravertebral musculature and waist with large protruding buttocks, but there was none on the left. 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 at 65 degrees both elicited low back tenderness without radicular complaints. Lasègue’s maneuver was negative bilaterally. Braggard's, Linder, and bowstring's maneuvers were negative for neural tension. She had a positive reverse flip maneuver on the right and a positive trunk torsion maneuver 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 09/18/19, Dawn Berry-McPherson was involved in a work-related motor vehicle collision when the automobile she was driving was struck from behind. She was taken by ambulance to the emergency room where x-rays were negative. She followed up with Concentra who continued her on conservative measures. She eventually was seen orthopedically by Dr. Lipschultz on 04/23/20. He deemed she had not yet reached maximum medical improvement. He referenced the results of a cervical MRI and EMG, both to be INSERTED here. We do not actually have those direct reports. She received pain management care from Dr. Kwon, but remained symptomatic. She then came under the spine surgical care of Dr. Valentino. On 08/26/21, he performed surgery to be INSERTED here. She followed up with him postoperatively through 12/13/21 when she was doing well and felt ready to return to work.

The current examination found active range of motion of the cervical spine to be mildly restricted. Spurling’s maneuver was negative for radiculopathy. She had variable range of motion about the lumbar spine. Similarly, sitting and supine straight leg raising maneuvers did not correlate with one another. The latter elicited only low back tenderness at 65 degrees which is not clinically meaningful. She also had signs of symptom magnification by way of a positive reverse flip maneuver on the right and positive trunk portion maneuver. She had full range of motion of the upper and lower extremities. She had positive Tinel’s and Phalen’s maneuvers at both wrists. Provocative maneuvers at the feet, knee and hip as well as the right shoulder were negative.

This case represents 12.5% permanent partial total disability referable to the cervical spine. There is 0% permanent partial or total disability referable to the lower back, right leg, right foot, right hip, or right shoulder.
