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Dictation Time Length: 28:16
June 6, 2022
RE:
Mildred Money

History of Accident/Illness and Treatment: Mildred Money is a 74-year-old woman who reports she was involved in a work-related car accident on 09/22/21. As a result, she believes she injured the side of her face, right shoulder and arm, neck and lower back, and her jaw and head. She was seen at Jefferson Emergency Room that same day. She understands her final diagnosis to be that of a possible concussion. She did not undergo any surgery in this matter. She continues to treat with Dr. Hong for her jaw. She treated with Dr. O’Shea and Dr. Cedar as well as Dr. Laganella.
As per the records supplied, Ms. Money was seen at the emergency room on 09/22/21. They noted she was status post motor vehicle collision as a restrained passenger and was T-boned on the driver’s side. She came in complaining of neck and low back pain as well as right lower extremity pain. She denied headache or loss of consciousness. She had a past medical history remarkable for osteoarthritis, diabetes mellitus, mixed hyperlipidemia, essential hypertension, and chest pain. She underwent numerous diagnostic studies to be INSERTED here.
On 09/29/21, she was seen by Dr. Laganella relating she was a front seat restrained passenger in a car driven by her husband. They were traveling down the road at the speed limit when a car came out of a side street and struck into the driver side of her vehicle. This pushed the vehicle up onto a sidewalk and down into someone’s lawn. She states the vehicle may be a total loss. She reported blacking out for a few moments. As she regained consciousness, she was confused, dazed and upset. She had been taken to the emergency room and underwent numerous diagnostic studies. He noted a history of prior motor vehicle accident in 1985 in which she dislocated her right elbow with no further residuals. She also was diabetic, hypertensive, and had hypercholesterolemia. Dr. Laganella rendered diagnoses of cerebral concussion down to musculoligamentous sprain and strain of the right shoulder as marked. He recommended a course of in-office passive physical therapy modalities.

On 10/12/21, she was seen by a neurologist named Dr. Kurlan. He ordered an MRI of the brain to assess for subdural or other abnormalities. Since the cognitive symptoms continue, he also ordered a cortical brain mapping. She was in too much pain from her spine to tolerate lengthy neuropsychological testing at this time. She was going to return with her MRI and mapping results and continue passive therapy with Dr. Laganella’s office.

She returned to Dr. Laganella on 09/22/21 when he noted this report. She was going to continue with therapy. He also referred her for ENT evaluation and ordered MRI studies of the cervical and lumbar spine. On 12/01/21, she had not completed the MRIs although they had been approved. He offered an additional diagnosis of possible temporomandibular joint dysfunction for which she was going to see Dr. Ni. She was also going to see Dr. Cedar for her right shoulder. He also recommended EMGs. On 01/04/22, she returned having completed the MRI studies that revealed multilevel cervical disc herniations and disc bulging as well as degenerative changes consistent with her age. On 01/05/22, she returned to Dr. Kurlan. This was to complete cortical brain mapping. On 02/15/22, she saw Dr. Laganella again who noted Dr. Ni fitted her with an appliance to wear for her TMJ. Dr. Cedar also recommended a corticosteroid injection to the shoulder and additional therapy. She was advised to see Dr. O’Shea with the MRI studies of the cervical and lumbar spine. She returned on 03/22/22 having seen Dr. O’Shea on 03/10/22. She had recommended cervical traction, therapy, and EMG of the lower extremities. She also ordered lumbar spine flexion and extension x-rays and pain management assessment. The last visit from Dr. Laganella is dated 12/01/21.

She followed up with Dr. Kurlan on 01/05/22 when he cited the results of her cortical brain mapping that will be INSERTED as marked. He referred her for cognitive therapy and placed her on Tylenol.
On 10/13/21, she was seen by ENT specialist Dr. Shah. On this occasion, she related that upon impact the right half of her body hit the door. He diagnosed referred otalgia and throat pain. He performed a flexible laryngoscopy. He noted ear exam was normal on physical exam. There was tenderness to palpation of the right TMJ extending down the angle of the mandible as well. He recommended use of an antiinflammatory and follow‑up with an audiogram in the near future. On 11/16/21, he had her undergo an audiogram. This was read as demonstrating bilateral sensorineural hearing loss. On 10/20/21, a peer review was done by Dr. Varma who advised she undergo neuropsychological evaluation before further diagnostic testing was requested. A decision-point review was performed by Dr. Freifeld on 10/27/21. He approved the audiogram that had been suggested as well as his office visits.

Dr. Ferraro performed a physiatric evaluation on 11/02/21. He wrote the claimant’s symptoms appear to be related to the MVA of 09/22/21. Her MRI of the cervical and lumbar spine are not supported as being medically necessary. She has no “red flags” that require immediate advanced testing and the MRI studies would not change the course of care. He recommended non-certification of the MRI studies explaining this decision was supported by official disability guidelines and reviewed notes.

On 11/12/21, she underwent an MRI of the brain to be INSERTED here. Dr. Wolfe performed an EEG on 12/14/21 to be INSERTED here. A peer review report was completed on 12/17/21 by Dr. Chen. He opined her diagnoses were related to the motor vehicle accident and physical therapy was appropriate. On 03/21/22, Dr. Chen wrote another report in which he opined evidence-based guidelines did not recommend more than 12 sessions of physical therapy over six weeks. He also commented about EMG/NCV studies that peripheral nerve impingement were reasonable when there was no improvement or worsening within four to six weeks of treatment. He added that in this case radicular symptoms can be explained by disc displacement on MRI. Accordingly, the EMG/NCV is not supported and was not warranted. On 12/22/21, she underwent an upright cervical spine MRI to be INSERTED here. That same day, she underwent another upright MRI of the lumbar spine at the referral of Dr. Laganella, to be INSERTED here.
Additional peer review was done on 01/06/22 by Dr. Ma. He opined the cervical degenerative disc disease seen on MRI was not related to the accident but the numerous other diagnoses rendered were. He concluded EMG/NCV was not medically necessary and causally related nor was requested physical therapy.

On 01/10/22, Dr. Ashby performed an EMG to be INSERTED here. On 01/10/22, she was seen by a dentist named Dr. Ni. He rendered diagnoses of traumatic arthropathy, tinnitus, headache and facial pain, capsulitis, temporomandibular joint disorder, and articular disc disorders, and meniscal dislocation. On 01/11/22, Dr. Cedar performed an orthopedic evaluation. He thought she partially tore her rotator cuff, but may not require surgery since it was not full thickness. She also strained her right long head of the biceps tendon for which he recommended corticosteroid injection. If it was successful and does not relieve her anterior shoulder pain, he would recommend an ultrasound-guided long head of biceps tendon injection. On 01/12/22, a dentist named Dr. Brudno also performed a decision-point review. He concluded the requested dental treatment was necessary and appropriate. This was also the case relative to x-rays and TMJ appliance.

On 01/15/22, Dr. Carmicle performed a neurologic evaluation. He noted on 01/25/22 she did undergo an unclear assessment. He also explained she had numerous comorbidities and concluded cognitive/speech therapy was denied. He noted after her visit at the emergency room there appeared to be “an element of historical amplification as the claimant then reports loss of consciousness.” Nevertheless, Dr. Kurlan rendered a diagnosis of postconcussive syndrome with no documentation that there ever actually was a concussive episode. He did not review the ER records to verify the history. He went on to say that individuals who sustain a mild concussion, the deficits usually resolve on their own. Furthermore, the literature showed that self-reported cognitive complaints are more strongly related to premorbid traits and physical and emotional state factors than to actual cognitive impairments. She also only reported ill-defined symptoms. These incorporated the alleged cognitive problems, memory impairment, notwithstanding Dr. Kurlan’s ever documenting a complete mental status examination. He thus denied approval for cognitive/speech therapy. On 02/18/22, Dr. Carmicle wrote an additional report in which she saw Dr. Laganella on 09/29/21 reporting she blacked out for a few minutes. However, she does describe clear details of the accident. Dr. Carmicle wrote that requested cognitive and speech therapy was denied. He wrote in further detail that there was absolutely no documentation to support any objective deficits in cognition. The speech pathologist tested two randomly selected test studies, neither of which apply to this individual and neither of which correspond to an accepted protocol for evaluation of individuals with a presumed postconcussive syndrome. All the testing was incomplete and they also did not interpret the studies correctly. He again denied the request for cognitive and speech therapy.

On 01/20/22, Dr. Cuomo performed a review certifying the requested right shoulder MRI. On 02/16/22, he certified the requested injection from Dr. Cedar. On 01/27/22, she did undergo a right shoulder MRI to be INSERTED. On 03/08/22, Dr. Cedar performed an injection, to be INSERTED.

On 03/10/22, Dr. O’Shea performed a neurosurgical evaluation. She summarized the claimant’s course of treatment to date. She learned Ms. Money had retired in 2005 after being a social worker for the Juvenile Court System. Review of records and clinical examination, Dr. O’Shea offered numerous diagnostic impressions. These included neck pain with herniated disc from C3-C4 through C6-C7, radiculopathy on the left worse than the right for which she would continue with therapy and cervical traction as well as a home exercise program. She was to follow up with pain management for possible epidural injections. She also had low back and right leg pain with a bulging disc at L3-S1. She recommended bilateral lower extremity EMG and NCV. She was going to follow up with pain management for lumbosacral epidural injections. She also diagnosed degenerative disc disease from T1 through S1 that was preexisting, but exacerbated by motor vehicle accident. She again recommended follow-up with pain management for possible facet injections and radiofrequency lesioning. Relative to the L4-L5 grade I spondylolisthesis, she recommended lumbosacral x-ray. For her concussion, she was going to follow up with neurology. For her right ulnar neuropathy, she was going to follow up with Dr. Cedar for splints as needed. She was also going to see Dr. Cedar for her right shoulder pain. Dr. O’Shea concluded she had unrelated conditions including: TMJ for which she had a plate and was going to follow up with Dr. Hong; left knee with Baker’s cyst; diabetes for which she was on three medications; and hypertension for which she was going to follow up with her primary care physician.
PHYSICAL EXAMINATION

HEAD/EYES/EARS/NOSE/THROAT: Examination of the head found it to be normocephalic. When she opened and closed her mouth, she complained of tenderness about the right TMJ. There was no crepitus with palpation about either TMJ. Sclerae were anicteric and there was no corneal or conjunctival injection. The extraocular muscles were intact. Pupils were equal and reactive to light and accommodation. Fundi were unremarkable by undilated exam. External ear canals were clear. There were good light reflexes at the tympanic membranes bilaterally. The nares were patent and the septum was midline. There was no pharyngeal exudate. The tongue was midline. Dentition was satisfactory. There was no palpable thyromegaly or cervical adenopathy.

NEUROLOGIC: Normal macro
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. Motion of the right shoulder was guarded to 130 degrees of abduction and flexion, complaining of neck tenderness. Motion of the shoulders, elbows, wrists, and fingers was otherwise full in all spheres 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. 
CERVICAL SPINE: Inspection of the cervical spine revealed normal posture and lordotic curve with no apparent scars. Rotation to the left was to 60 degrees, but motion was otherwise full in all spheres. 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: 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 tenderness in the upper interscapular musculature on the right in the absence of spasm, but there was none on the left or in the midline. There was no winging of the scapulae.

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 50 degrees and extended to 20 degrees. Right sidebending was full with tenderness. Left sidebending and bilateral rotation were full without discomfort. She had non-reproducible tenderness to palpation about the left sciatic notch and the waistline broadly. She had tenderness of the paravertebral musculature bilaterally in the absence of spasm. 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 70 degrees elicited only low back tenderness without radicular complaints. There was a positive reverse flip maneuver for symptom magnification. On the left, at 90 degrees, no low back or radicular complaints were elicited. Lasègue’s maneuver was negative bilaterally. Braggard's, Linder, and bowstring's maneuvers were negative for neural tension. She did have 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 09/22/21, Mildred Money was involved in a motor vehicle collision from which she claimed widespread injuries. I will answer your questions one at a time from your cover letter.
The individual questions have to be INSERTED here as well.
1. There is not causal relationship established for this auto accident and the mechanism of injury supported by the current physical examination.
2. The injured party’s subjective complaints are not supported by objective findings.
3. She does have numerous ongoing complaints that are not supported by medical literature for the conditions diagnosed in this accident.

4. Her prognosis as it relates to this motor vehicle accident is good. Her diagnoses are somewhat sketchy since many of them were not substantiated objectively.

5. I will double check if there was a history of prior injuries or preexisting conditions. The latter would involve degenerative disc disease.

6. Ongoing treatment within my specialty is not reasonable, medically necessary or causally related to this accident.

7. Not applicable.

8. There is not a need for additional treatment including conservative care and imaging for the diagnosed condition relating to this auto accident.

9. The claimant has reached maximum medical improvement as it relates to this auto accident.

10. The medical records reviewed were documented above.
