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Dictation Time Length: 21:26
July 18, 2022
RE:
Lata Jayant
History of Accident/Illness and Treatment: On 12/20/18, Lata Jayant indicates that due to lifting and pulling soda water, crates of dog food and cat food, she injured her left shoulder, left hand, neck and back. She did not indicate whether she went to the emergency room afterwards. She had further evaluation and treatment including back surgery on 09/18/19. She remains unaware of her final diagnosis. She is no longer receiving any active care.

As per her Claim Petition, she alleged lifting multiple cases of water and soda for a customer when she felt pain in the left shoulder and neck down into the hand as well as back pain. She completed an affidavit on 07/20/21 in support of her Motion for Medical and Temporary Disability Benefits. More specifically requested treatment with Dr. Testaiuti including MRI of the lumbar spine, injections to both the cervical and lumbar spine, and possible surgery.

On 12/21/18, she was seen by Virtua Occupational complaining of a shoulder injury. After exam, she was diagnosed with left upper extremity and likely trapezius strain. She was initiated on conservative care including therapy. She was advised to follow with her PCP for her arm feeling cold. Sensation was intact on exam with strong pulses. She followed up and on 01/09/19 was diagnosed with a sprain of the shoulder and lumbar spine. She was referred for consultation with a qualified neurosurgeon. Cervical spine x‑rays were done on 01/31/19 to be INSERTED here. Same with x-rays of the lumbar spine. On 02/09/19, she underwent a lumbar MRI to be INSERTED as marked.
She then came under the neurosurgical care of Dr. Testaiuti on 04/25/19. He rendered diagnoses of cervicalgia, low back pain, cervical and lumbar radiculopathy as well as pain in the left shoulder. She had been complaining of neck pain radiating to the left upper extremity in a C6 and C7 distribution as well as lower back pain and left lower extremity pain in an S1 greater than L5 distribution. She stated that because she has been compensating for the left lower extremity symptoms, she now has developed right-sided knee and ankle pain. He opined the right ankle and knee was unrelated. She had undergone an additional four weeks of physical therapy. He noted at the earlier visit they reviewed her MRI and will be INSERTED as marked from page 2 of this progress note. She returned to Dr. Testaiuti on 05/06/20 and underwent x-rays in the office to be INSERTED as marked. His diagnoses then included pain in the right hip as well as lumbar radiculopathy for which he placed her on gabapentin. On 06/05/20, he referenced surgery that was done on 09/18/19 to be INSERTED. She had updated x-rays. He noted the lumbar MRI from 12/21/19 showed a small amount of fluid around the right L5-S1 lateral recess in the area of the facet joint that may be causing some nerve impingement. X-rays of the right knee on 11/22/19 demonstrated joint space narrowing with collapse medially. X-rays of the right hip on 01/24/20 demonstrated mild osteoarthritis. There was preserved right joint space within the acetabulum. This evaluation was done via telemedicine. On 06/12/20, he noted she underwent EMG by Dr. Scholl on 06/04/20 that demonstrated severe acute on chronic right S1 radiculopathy. He could not electrodiagnostically explain the decreased recruitment/symptoms in the left lower limb in the L5-S1 myotomes. She presented to discuss further treatment options in the presence of her daughter. They did discuss these including possible further surgical intervention. She was anxious to undergo another injection from Dr. Paul since she initially experienced severe S1 flare-up that took a while to improve. She was asking for another pain management doctor, but they discussed it was not up to Dr. Testaiuti and that she has to speak to her nurse case manager.

On 09/04/20, she saw Dr. Testaiuti again. On 10/26/20, she did see Dr. Scholl who performed an EMG to be INSERTED as marked.
She returned to Dr. Testaiuti on 12/10/20. She had been out of work due to fear of contracting COVID-19. During this period out of work, her symptoms worsened and now she feels as if she would not be able to return to work even in the light duty capacity in which she was previously working. They wanted her to undergo right-sided L5-S1 and S1-S2 trans-epidural steroid injections, but this was not completed as she did not have anyone to take care of her. Her husband was still in India and she has no other form of transportation to the injection. The closest relative in the States was her daughter who lives in California. She remained subjectively symptomatic. He reviewed her numerous diagnostic studies to date and performed a telemedicine evaluation. She admitted to left greater than right upper radiculopathy and had an EMG that demonstrated chronic C6 and C7 radiculopathies. He recommended a cervical spine MRI that she brings with her today. She did have a herniation at C5-C6 and C6-C7 that is in correlation with her symptoms and her EMG. He recommended reinitiation of physical therapy. Dr. Testaiuti monitored her progress frequently. On 06/10/21, he wrote conclusions that will be INSERTED as marked and placed her at maximum medical improvement.

Nevertheless, she returned to Dr. Testaiuti on 09/10/21. She complained of worsening symptoms since last being seen. He again reviewed her diagnostic studies and performed an examination. He then referred her for repeat MRI studies of the cervical and lumbar spine as well as a course of physical therapy. She did undergo an MRI of the lumbar spine on 10/06/21, but we are only in receipt of the second page of that report. She saw Dr. Testaiuti again on 12/13/21. He noted the full results of a lumbar MRI dated 09/29/21 as well as cervical spine MRI from 09/24/21, both to be INSERTED. He then saw her again on 12/21/21. INSERT what is marked in regard to her cervical spine and lumbar spine from the bottom of a page without a number and the top of the next page. She was going to follow up on an as-needed basis, having achieved maximum medical improvement from a surgical standpoint. She was able to work in a sedentary duty position with no lifting and to allow positional changes as needed.

She did undergo a left shoulder MRI on 05/29/19 to be INSERTED here. She underwent preoperative evaluation on 08/20/19. She saw Dr. Lipschultz on 08/26/19 for reevaluation relative to her left shoulder. Relative to the shoulder, she had not made any significant recent progress. She still has about 140 degrees of forward flexion and 90 degrees of active abduction. You recommended an additional two weeks of therapy which would take her up to her scheduled back surgery. She saw him again on 10/07/19 reporting marked worsening of her lower back pain, but her shoulder pain did not seem to be as severe. Treatment for the shoulder was then placed on hold.

On 09/18/19, surgery was done on the lumbar spine to be INSERTED here. An MRI of the cervical spine was done on 11/17/20 to be INSERTED.
She was also seen by physiatrist Dr. Paul on 02/10/21. He performed an initial bilateral L4-L5 transforaminal epidural steroid injection on 05/20/19. At follow-up on 06/06/19, she reported some relief of her radicular left lower limb symptoms. She also reported that she had increased bowel movements up to seven to eight times per day for five days. She then ate rice and yogurt and the increased bowel movements resolved. He advised her to follow up with her primary care physician in this regard. His assessments were cervical spondylosis with radiculopathy as well as cervicalgia. He did suggest injection therapy. However, she was unable to move forward with them as her husband was unable to return from India because of COVID. He was going to place her at maximum medical improvement in regards to interventional pain management.

She saw Dr. Paul again on 11/16/21 reporting her husband returned in April 2021. Her treatment was placed on hold by the insurance company. He then noted a further history to be marked from the top of that progress note. Dr. Paul noted Dr. Testaiuti placed her at MMI on 10/01/21. She was going to follow up with Dr. Paul in the next week to review her updated imaging studies. She did see Dr. Paul again on 11/22/21. He learned on 10/09/21 she fell and struck her head requiring staples to repair a laceration on her scalp. He recommended she follow up with Dr. Testaiuti as he saw her prior to her fall, but not following the fall. Some of her symptoms, presentation and physical exam findings may be related to the fall. He could not comment on this as he last saw her in February 2021 which was eight months prior to the fall. Of note, she stood the entire time she was in the office today because she reported it was too painful and difficult for her to try to sit and get back up again. However, they watched her leave the office and she required help from her husband walking to the car, getting down from the curb, and getting into the car which was done very slowly, all with assistance from her husband. He then deferred her work status to Dr. Testaiuti and recommended follow-up with him. On 09/24/21, she underwent a cervical spine MRI to be INSERTED as marked. On 01/11/12, Dr. Paul performed a transforaminal epidural steroid injection to the lumbar spine.

PHYSICAL EXAMINATION

GENERAL APPEARANCE: She focused on her pain and other dissatisfaction from the outset of the evaluation. She demonstrated sighing, grunting and facial grimacing throughout the evaluation. This is typical of symptom magnification. She was only marginally cooperative and needed her instructions repeated multiple times.
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. Active bilateral shoulder flexion was full. Passive left shoulder abduction was guarded to 150 degrees, but was otherwise full. 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. 
LOWER EXTREMITIES: Inspection revealed swelling of the left calf. There were venous varicosities bilaterally. There was no leg length discrepancy with the examinee supine, as measured at the medial malleoli. There were no scars, atrophy, or effusions. Skin was otherwise normal in color, turgor, and temperature. She sat comfortably with her knees flexed at 90 degrees bilaterally. When supine, right knee flexion was to 85 degrees and left to 60 degrees. Motion of the hips and ankles was otherwise full in all spheres 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.

CERVICAL SPINE: Inspection of the cervical spine revealed normal posture and lordotic curve with no apparent scars. Active flexion was 20 degrees, extension 30 degrees, rotation right 40 degrees and left 20 degrees, sidebending right 15 degrees and left to 10 degrees. When distracted, she had full range of motion 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: Normal macro
LUMBOSACRAL SPINE: She ambulated with a shuffling gait using a cane in her right hand. She was unable to walk on her heels and was able to stand on her toes using the wall for support. She changed positions extremely slowly and was unable to squat and rise. Inspection of the lumbosacral spine revealed normal posture and lordotic curve. Inspection revealed a pair of paramedian longitudinal scars each measuring approximately 1.5 inches in length. She sat comfortably at 90 degrees lumbar flexion, but actively flexed to 40 degrees and extended to 5 degrees. Bilateral sidebending was limited to 15 degrees, but bilateral rotation was full to 45 degrees. 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 50 degrees and left at 35 degrees elicited only low back complaints without radicular symptoms. 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 12/20/18, Lata Jayant alleges to have been injured at work due to lifting and pulling heavy objects. She offered a widespread and expanding set of symptoms involving various body parts. She had extensive diagnostic testing and specialist consultation. She did undergo lumbar spine surgery to be INSERTED here.
She also accepted various injection therapy. However, this was postponed on more than one occasion due to her husband remaining in India during the COVID pandemic. She had diagnostic studies of the cervical and lumbar spines as well as the left shoulder. The current examination was fraught with signs of symptom magnification and her being only marginally cooperative.

There is 10% permanent partial total disability referable to the lower back. There is 0% permanent partial or total disability referable to the left shoulder, neck, left arm, or hand. Her subjective complaints are disproportionate to the objective findings and mechanism of injury in this case from nearly four years ago.
