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Dictation Time Length: 25:53
April 24, 2022
RE:
Jennifer Marshall

History of Accident/Illness and Treatment: Jennifer Marshall is a 52-year-old woman who reports she was injured at work on 02/26/17. She was moving a morbidly obese patient in his bed and believes she injured her neck and arms as a result. She did not go to the emergency room afterwards. She had further evaluation leading to a diagnosis of herniated nucleus pulposus at C5-C6 and C6-C7 that were treated with anterior cervical discectomy and fusion. She then had a revision surgery at both levels. She also relates being diagnosed with herniated disc at C2-C3 and C3-C4 that resolved with injections. She has completed her course of active treatment. Ms. Marshall volunteered that she previously injured her neck and was diagnosed with a herniated disc at C4-C5. This occurred in a motor vehicle accident. She did undergo epidural injections and therapy, but no surgical intervention at that time. She denies any subsequent injuries to the involved areas.
As per her Claim Petition, Ms. Marshall alleged she was lifting a patient on 02/26/17 and injured her cervical spine with bilateral radiculopathy. Medical records show she was seen by the nurse practitioner at AtlantiCare on 05/01/17. It was a workers’ compensation follow-up from Holy Redeemer Hospital. She was working full duty, but still having neck pain at the base of her neck. Flexeril was helping and she wanted to go to physical therapy. Her diagnosis was that of a cervical strain. She followed up here through 06/08/17. She related going to the emergency room on 06/03/17 after an episode of choking on coffee. She was diagnosed with pleurisy. Her last scheduled physical therapy visit was the next day. She was going to continue physical therapy and see orthopedics.

On 06/06/17, she was seen by Dr. Nachtigall for chest pain and shortness of breath. She was feeling much better. She currently had no pain, but had some tightness in her chest. He noted the treatment she had in the emergency room that included a VQ scan that showed low probability for a pulmonary embolus. Doppler studies of the leg showed no evidence of deep vein thrombosis. She was diagnosed with pleurisy and released. He ascertained a history of microlumbar discectomy in 2000 as well as thoracic outlet decompression in 2002. He thought her cough is probably related to pleurisy. She followed up with him subsequently on 07/27/18. She was having neck fusion on Wednesday through Workers’ Compensation by Dr. O’Shea. She needed medical clearance and an EKG beforehand. She was referred for a preoperative cardiovascular evaluation. EKG in the office was unrevealing. She currently is in her best attainable medical condition.

On 06/15/17, Ms. Marshall was seen by Dr. Armstrong at Rothman Institute. X-rays were done in the office to be INSERTED here. He diagnosed cervicalgia, cervical radiculopathy, and paresthesia. He ordered additional physical therapy and started her on gabapentin. She followed up with him on 08/01/17. She was recently scheduled for an epidural injection, but this was canceled for various reasons. She recently started her gabapentin and initiated physical therapy. He recommended she pursue those avenues of treatment. On 08/31/17, he referred her for a cervical spine MRI. This was done on 09/27/17 to be INSERTED here. She saw Dr. Armstrong who reviewed these results on 10/31/17. He then started her on Lyrica, tramadol, and Pamelor. They discussed treatment options including injections. At the visit of 12/18/17, Dr. Armstrong wrote she had completed multiple months of physical therapy and continued with home exercise program. She had trialed multiple medications and had multiple increases in medications. She also had two epidural steroid injections. Despite all of these pain modalities, she continues to have significant pain as well as progression of symptoms. She continues to have weakness and was now starting to drop objects. She was then referred for spine surgical consultation.

She was then seen by neurosurgeon Dr. Mitchell on 02/02/18. His assessment was cervical radiculopathy and cervical disc displacement at C5-C6 and C6-C7. He expressed it would be reasonable to consider surgical intervention if she does not improve with nonoperative measures. However, he believed those should still be employed. He prescribed her Medrol Dosepak. He also discussed epidural injections.

On 02/20/18, she returned to Dr. Armstrong. He made adjustments in her medications and gave her referral to a spine surgeon. On the visit of 04/23/18, he recommended electrodiagnostic testing. She continued to see Dr. Armstrong through 11/19/18. Another cervical spine MRI was ordered. At that juncture, she was over three months out since her cervical spine surgery.

On 10/22/19, the Petitioner was seen at Rothman by spine surgeon Dr. Vaccaro. He noted Dr. O’Shea had performed C5 through C7 anterior cervical discectomy and fusion on 08/01/18. A right-sided cervical approach was used and tantalum interbody cages were used along with an anterior cervical plate. However, she still had residual symptoms afterwards. She denied any previous neck or arm pain before this incident. She was evaluated in 2002 for thoracic outlet syndrome and had her first rib decompression with resolution of symptoms. He performed an evaluation and diagnosed status post anterior cervical decompression and fusion with continued bilateral upper extremity pain in the setting of continued cord compression at C6-C7. They discussed treatment options including the risks and benefits of surgical intervention. He also ascertained a history of two prior motor vehicle accidents. The first one caused no significant problem. After the second accident, she complained of neck and right shoulder pain as well as a labral tear which did not pan out on MRI scan. These accidents were more than 15 years ago. Dr. Vaccaro also listed the results of diagnostic studies and procedures she had undergone. Please INSERT any of those which were not previously cited. As far as surgical intervention, they discussed removing the cervical plate.

Dr. Vaccaro performed surgery on 03/04/20. He noted this on 07/17/20 and she was status post anterior posterior cervical decompression and fusion. Additional cervical spine x-rays as well as referral to Dr. Armstrong were given. She saw Dr. Armstrong again on 10/26/20 with persistent radicular complaints. He noted she recently completed an EMG showing evidence of chronic C5-C6 and C6-C7 radiculopathy. She was going to follow up with Dr. Vaccaro to determine if additional surgery was medically necessary. No additional physical therapy was ordered at this visit.

She saw Dr. Vaccaro again on 10/27/20. He referred her for additional cervical spine x‑rays in six months and was advised to see her primary care physician to rule out the possibility of non-spinal cause for further complaints of pain and dysfunction, which may include the possibility of a systemic, rheumatic, metabolic, or infectious process as well as the possibility of malignancy; malignancy, however, unlikely. Her progress continued to be monitored by Dr. Armstrong over the next many months through 01/03/22. At the current time, he deemed she had reached maximum medical improvement and would require ongoing treatment for her current symptoms for palliative care.

Other records show she was seen by Dr. O’Shea on 03/23/18. She gave assessments that will be INSERTED as marked. EMG was done on 06/05/18 by Dr. Jeffery to be INSERTED here. She did have an esophagogram done preoperatively on 07/30/18 to be INSERTED here.
On 08/01/18, Dr. O’Shea performed surgery to be INSERTED here. She did have intraoperative as well as follow-up x-rays of the cervical spine running through 11/12/18. The last study will be INSERTED here.
Dr. Armstrong had her undergo a cervical MRI on 12/05/18 to be INSERTED here. She followed up with Dr. O’Shea running through 11/14/18. She advised a reduction in the use of her bone stimulator. She was discharged from care to full duty at maximum medical improvement. Another diagnosis of right carpal tunnel syndrome was issued.

Ms. Marshall was seen by neurosurgeon Dr. Mitchell on 03/08/19. He codified her history and course of treatment to date and performed a physical examination. He ordered additional x-rays and a CAT scan of the cervical spine. She should return with those images as well as her preoperative MRI. On 03/19/19, she underwent the CAT scan and x-rays both to be INSERTED here. Dr. Mitchell reviewed these results with her on 03/28/19. He prescribed her Medrol Dosepak. On 04/30/19, Dr. Mitchell reviewed the report of Dr. Lowe dated 04/25/19. He wrote it was unclear where he obtained his information listed in his report. Perhaps, he did not read Dr. Mitchell’s 03/28/19 note. This note recommends the patient should obtain injections and it specifically states that she was not at maximum medical improvement. She may warrant surgery if the injections were not helpful. Urgent surgery was not warranted or medically necessary. Much like his first report from 2018, the treatment plan is not being followed. This would be the second time that is the case and the patient would possibly be rushed to surgery by another provider. He expressed perhaps his 04/25/19 note was not available to Dr. Lowe. His current recommendations were facet injections in the cervical spine and possible cervical epidural injections. She was not at maximum medical improvement. She followed up with Dr. Mitchell through 07/25/19. He referred her to pain management for epidural injections to treat her cervical radiculopathy.

On 04/25/19, she was seen by Dr. Lowe at the referral of her attorney. He rendered a diagnosis of neck pain with cervical radiculopathy including dominant arm pain, numbness and weakness secondary to residual disc herniation at C5-C6 with severe spinal nerve and cord compromise. He wrote she clearly had not reached maximum medical improvement and recommended anterior cervical re-exploration with removal of instrumentation, removal of prosthesis at C5-C6, and re-operative decompression via discectomy for nerve and spinal cord decompression at C5-C6 followed by instrumented re-operative fusion at that level. Additionally, the C6-C7 level should be explored at that time to determine whether or not successful fusion had occurred (which cannot be determined based upon imaging studies preoperatively). The need for treatment was directly related to the patient’s present findings, continued symptoms, lack of response to non-surgical and surgical treatments and directly related to the injury sustained on 02/26/17. He expressed that delay in surgical treatment placed her at unnecessarily and inappropriately elevated risk of irreparable neurologic harm.

On 05/09/19, she came under the pain management care of Dr. Josephson. He treated her through 08/16/19. He gave her various medications and injections.

I found the operative report from Dr. Vaccaro dated 03/04/20, but it was on March. It will need to be INSERTED in the appropriate chronological place. She underwent another EMG on 09/25/20 by Dr. Gottfried to be INSERTED here.
PHYSICAL EXAMINATION

UPPER EXTREMITIES: Inspection of the upper extremities revealed no bony or soft tissue abnormalities. She had generalized deconditioned musculature of the upper extremities, but no overt swelling, atrophy, or effusions. Skin was normal in color, turgor, and temperature. She had guarded range of motion of the left shoulder including 95 degrees of abduction and 90 degrees of flexion. Motion was otherwise full. Motion of the right 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 4 to 4+ throughout the left upper extremity, but was 5/5 on the right. There was no significant tenderness with palpation of either upper extremity. 
LOWER EXTREMITIES: She remained in her tight pants 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​– for resisted left quadriceps strength, but was otherwise 5/5. There was no significant tenderness with palpation of either lower extremity.

CERVICAL SPINE: Inspection of the cervical spine revealed a decreased lordotic curve and forward held posture. She had a posterior longitudinal scar measuring 4.5 inches in length. She also had a transverse anterior scar consistent with that surgery. Active flexion was to 20 degrees, extension 25 degrees, and bilateral rotation 35 degrees with sidebending right 15 degrees and left to 20 degrees. 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: 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 with support. Inspection of the lumbosacral spine revealed a midline 1-inch longitudinal scar consistent with her surgery, but preserved lordotic curve. She sat comfortably at 90 degrees lumbar flexion, but actively flexed to 65 degrees and side bent left to 20 degrees. Motion was otherwise full in all spheres without discomfort. She was mildly tender to palpation about the lumbosacral junction. There was no palpable spasm or tenderness of the 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 02/26/17, Jennifer Marshall was maneuvering a patient in bed and believes she injured her neck and upper extremities as a result. She underwent an extensive diagnostic workup and course of treatment as noted above. This included two cervical spine surgeries. INSERT those results here. She also had the benefit of several specialist evaluation and treatment including those by Dr. Mitchell, Dr. Lowe, and Dr. Armstrong. Ultimately, she was deemed to have achieved maximum medical improvement.

The current examination found healed surgical scarring about the cervical spine and lumbar spine. She had guarded range of motion about the left shoulder. There was mild weakness throughout the left upper extremity. There was decreased range of motion about the cervical spine and non-reproducible range of motion about the lumbar spine. Spurling’s maneuver was negative for radiculopathy. Provocative maneuvers in the lumbar spine were also negative.

There is 17.5% permanent partial total disability referable to the cervical spine. Some of this is apportioned to her admitted preexisting cervical spine disc herniations. The rest will be ascribed to the subject event.
