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Dictation Time Length: 34:54
August 11, 2022
RE:
Barbara Robinson
History of Accident/Illness and Treatment: Barbara Robinson is a 57-year-old woman who reports she was injured at work on 02/18/14. She was walking in the parking lot and fell straight back on concrete, hitting her head. The parking lot was snow-covered with ice underneath it. As a result, she believes she injured her head, neck and back, but did not go to the emergency room afterwards. She had further evaluation leading to her understanding of final diagnosis to be concussion as well as bulging discs in her neck and thoracic spine. She did not undergo any surgery in this matter. She did accept nerve blocks and ablations from Relievus Pain Management and continues under the chiropractic care of Dr. Cichinni.

She did receive an Order Approving Settlement on 10/11/16, to be INSERTED. On 02/09/18, she applied for review or modification of that award. Interestingly, she sought treatment shortly after that settlement as will be described shortly.

Treatment records show the Petitioner was seen at WorkNet on 02/19/14. She learned the Petitioner got up from the floor and went into work to fill out paperwork and ended up completing her shift at 11 a.m. She then returned to complete a second shift on Wednesday. She did not lose consciousness in this event nor was she lightheaded or dizzy. She stated overnight she developed neck pain anteriorly and posteriorly. Dr. Pecca diagnosed status post contusion of the head, cervical sprain, chest wall sprain – all mild. Cervical spine x-rays revealed mild degenerative changes at the C5-C6 and C6-C7 vertebral levels. There were otherwise no acute abnormalities. She was initiated on conservative care. On 03/04/14, a CAT scan of the head was a normal study. She also had a cervical spine MRI on 03/27/14, to be INSERTED here. Dr. Levy reviewed these results with her on 03/28/14. She had been set up to see neurology for her concussion and was going to continue therapy. Her Ibuprofen and tramadol were refilled. She was also continuing physical therapy. It was thought she might be a candidate for pain management in the future.

On 04/07/14, Ms. Robinson was seen neurologically by Dr. Anand. She ascertained a history significant for left foot tarsal tunnel release surgery. She performed clinical evaluation and diagnosed tension type headaches, lumbago, cervicalgia, and postconcussive syndrome. Neurologic exam did not reveal any focal deficits. She states depending on the Glasgow Coma Scale these symptoms resolved within four to six weeks if it is a mild injury versus several months to years if it is a severe injury. She recommended use of gabapentin. She also removed the Petitioner from work. Follow-up with Dr. Anand continued through 08/11/14 when she cleared Ms. Robinson for full duty. She returned on 12/01/14 stating when she returned to work, she noticed some increase in pain in her back and in her neck as well as in her shoulders that radiates down her arms into the hands. She had been tolerating gabapentin well without any side effects. Neurologic exam was once again nonfocal. She added baclofen to the Petitioner’s medication regimen. She also recommended trigger point injections of the cervical paraspinal muscles.

There was then a gap in care until she saw the neurologist again on 05/01/18. At that time, Dr. Zechowy learned she had right maxillary pain for the past four years. It could be several times per day or can disappear for months at a time. She has had ENT and dental evaluations. The latter included various dental procedures and readjustments or replacements of a dental bridge and root canal work. She had CAT scans of her neck, but was never given a diagnosis of trigeminal neuralgia specifically. She also ascertained a past medical history of a vehicular accident that occurred on 02/18/14 but this appears to *__________* with the subject accident that occurred on 02/18/14. The prior EMG showed left carpal tunnel syndrome. An MRI showed degenerative disease with bony changes from L3 through S1. Dr. Zechowy diagnosed left trigeminal neuralgia and started her on Trileptal. He followed her progress only through 06/12/18. The medicine had quieted down her twitches of pain considerably.

MRI of the brain was done on 04/10/14, to be INSERTED. That same day, she had an MRI of the lumbar spine to be INSERTED.
She was seen by spine surgeon Dr. Kirshner on 04/11/14. She was slightly better since the slip and fall. He diagnosed cervicalgia, bilateral shoulder and arm pain, back pain, spondylolisthesis, C3-C4 posterior bulge or small protrusion with indentation of the thecal sac and mild stenosis which abuts the spinal cord. There was degenerative disease throughout the cervical spine with reversal of the normal lordotic curve. At C4-C5 was a posterior disc osteophyte complex with hypertrophy of the left uncovertebral joint causing left foraminal narrowing. C5-C6 shows a posterior disc osteophyte complex with indentation of the thecal sac. At C4-C5 she had bulging discs with mild stenosis. At C6‑C7, she had posterior disc bulging without significant spinal stenosis. At C4-C5, there was mild stenosis. At C5-C6, there was mild to moderate spinal stenosis. He then referred her for electrodiagnostic testing. This was done by Dr. Hu on 04/16/14, to be INSERTED. On 04/24/14, he performed another EMG to be INSERTED. She followed up with Dr. Kirshner through 06/13/14. He discontinued her physical therapy and had her participate in a home exercise program. She could continue working her regular job full duty.

There was a gap in treatment with Dr. Kirshner again until 06/22/18. She stated her neck and thoracic pain had been worsening. She denied lower back pain. She had been seen at Rothman Urgent Care since last seen by him. They gave her an injection to the left shoulder with temporary relief about one year ago. She has also been getting chiropractic care from Dr. Cichinni for adjustments of her entire back. She sees him a couple of times per month with slight relief. She had also seen Dr. Zechowy. Her attorney sent her to orthopedic specialist Dr. Shaw for a need-for-treatment. MRIs of the cervical and thoracic spine were recommended as were possible injections. She denied any new injuries or accidents or any further treatments or evaluations. She is presently taking Celebrex and tramadol as needed which no longer provided significant relief. On this occasion, Dr. Kirshner again diagnosed cervicalgia, grade I spondylolisthesis at L5-S1, L5-S1 degenerative disc disease with no evidence of herniated disc or spinal stenosis, degenerative disc disease throughout the cervical spine with reversal of the normal lordotic curve. He also noted the degenerative disc disease described the same way as he did earlier at C4-C5 and C5-C6. He explained these were preexisting and unrelated to Workers’ Compensation injury. He was going to have her follow up on an as-needed basis. On 12/04/18, Dr. Kirshner wrote an addendum report after reviewing medical records from her family doctor. He reiterated there was no additional treatment which he would recommend be performed referable to the work injury of 02/18/14. He explained the x-rays and MRI imaging completed after it in 2014 did show significant degenerative disease in her cervical spine but no evidence of acute injury or herniated disc. He opined the worsening subjective complaints of pain were due to ongoing degenerative changes and not directly related to the subject event. Therefore, he continued to place her at maximum medical improvement. There is no conservative treatment which would be curative in nature or beneficial to give long-term relief of her continued symptoms. There was also no surgical treatment which he would recommend for the cervical spine relative to the subject event.

On 06/12/14, she was seen by family physician Dr. Nordone for routine follow-up visit. She stated in February she fell and slipped on ice at work, hit the back of her head, but was now feeling better. She was out of work for about three months. This is a Workers’ Compensation Case and she needed a referral to ophthalmologist to refill her Patanol. She did not like the Effexor, but feels better now. She wanted follow-up on her labs done. Her diagnostic assessments were allergic conjunctivitis of both eyes. Laboratory studies were ordered. They reviewed these results on 07/21/14. She continued to see Dr. Nordone periodically over the next few years. She rarely mentioned any musculoskeletal complaints. On 07/28/14, they listed another diagnosis of arthritis for which Celebrex was prescribed. She then saw Dr. Nordone again after a gap in care on 02/27/15. This was for another routine physical exam. She felt well but needed refills on her medication. She did not convey any musculoskeletal or neurologic complaints at that time. Examination of those body systems was negative. Her diagnoses remain the same including hyperlipidemia. Laboratory studies were again ordered. She saw Dr. Nordone one more time on 03/03/15, again for a routine physical exam. Her failure to report ongoing symptoms that could conceivably be related to the 02/18/14 incident speak against severe injuries or her subsequent complaints of continued symptomatology from the outset. On 11/03/14, she had a lumbar MRI to be INSERTED here.
On 01/05/15, Dr. Cichinni performed a chiropractic evaluation and diagnosed segmental and somatic dysfunctions of the cervical region, lumbar region, lumbosacral segment dysfunction, cervical segmental dysfunction or somatic dysfunction, and sprain of the thorax. He initiated her on a course of chiropractic treatment. This was rendered regularly through 10/23/18 when her diagnoses remained essentially the same.

Dr. Skinner performed a neurologic exam on 02/19/15. He explained although there was not dramatic functional overlay on exam, Barbara’s test results are unimpressive. Her objective neurologic exams by Dr. Anand and himself today had been normal. There was no mention in Dr. Anand’s notes of significant tinnitus and her symptoms have far outlasted the normal duration for such symptoms particularly given the results of studies. He opined there was no objective basis to claim any neurologic disability or permanency or the need for additional neurologic testing or treatment including injection, therapy, physical therapy, or medication as a result of the 02/18/14 work-related fall. She had preexisting low back pain which she admits is not any worse now than it was prior to her accident. She was also working full time apparently without difficulty. From a neurologic perspective, he deemed she had reached maximum medical improvement.

On 04/08/15, Ms. Robinson presented to Dr. Marzili for new patient and issues with diet. She was given diagnoses of obesity, arthritis, and menopausal symptoms. She was prescribed topiramate, phentermine, and was to continue Celebrex. He then continued to follow her for her weight and internal medicine issues over the next few years. As of 12/31/19, his diagnoses were obesity, arthritis, GERD, hyperlipidemia, and grief reaction. She had undergone bilateral carpal tunnel release in January 2018.
On 06/04/15, Dr. Peacock performed a permanency evaluation whose relevant findings will be INSERTED here as marked.

On 04/06/17, she was seen by a cardiologist named Dr. German. She had an MRI of the right foot on 07/25/17, to be INSERTED. On 09/11/17, she was seen by hand specialist Dr. Matzon for bilateral hand numbness. She states that this had been going on since 2014 and was worsening. She had an EMG/NCV study that reportedly demonstrated bilateral carpal tunnel syndrome. He rendered the same diagnoses, noting the EMG by Dr. Hu. It demonstrated right median nerve motor latency of 5.4 with sensory latency of 6.6. There were no EMG changes. The left study was discontinued secondary to intolerable pain. He recommended carpal tunnel release surgery. On 01/12/18, he performed right carpal tunnel release. On 01/26/18, he performed left carpal tunnel release. She followed up with Dr. Matzon and his colleagues over the next few years. On 07/11/19, she saw the therapist for an initial evaluation with diagnosis of cervical disc herniation with minimal partial subluxations per MRI done on 02/04/19. Diagnoses of cervical radiculitis and cervical disc displacement at C5-C6 were rendered. She was going to be seen twice per week as per Dr. Sullivan for various therapy modalities.

On 09/23/17, she was seen at Patient First for a cough. She was diagnosed with sinusitis. On 10/16/17, she was seen by an ENT specialist named Dr. Cultrara. She reported left-sided otalgia and facial pain that had gone on for three years. The dentist did not feel it was dental in origin. Clinical exam revealed tenderness over the left TMJ joint and parotid area. He did not feel any distinct masses. The rest of her exam and endoscopy is negative for any lesions causing her referred otalgia. They discussed the possibility of underlying TMJ disorder as well as neuralgia. He wanted to rule out an occult lesion of her parotid gland. An ultrasound of the parotid was done on 10/24/17 to be INSERTED here. They reviewed these results together on 10/30/17. His listed diagnoses were facial pain syndrome, referred otalgia of the left ear, TMJ disorder involving articular disc abnormality. Her left otalgia and facial pain had resolved, but this is typical where she has a week or two without any symptoms. Her insurance company denied a CAT scan of the neck.

At the referral of her attorney, the Petitioner was seen on 04/13/18 by Dr. Shah. He noted her course of treatment to date. He rendered diagnoses that will be INSERTED as marked. He thought these were causally related to the work injury. He thought her preexisting arthrosis in the cervical spine may have been exacerbated and worsened. He recommended repeat cervical spine MRI as well as a thoracic MRI. Plain x-rays of the TMJ joints were done on 07/12/18 and were read as unremarkable. On 01/08/19, she had cervical spine x-rays to be INSERTED here. That same day, she had x-rays of the thoracic spine to be INSERTED here. An MRI of the cervical spine was done on 02/04/19, to be INSERTED here. She followed up with Dr. Shah through 04/03/19. He opined she would benefit from additional treatment. She was being referred for pain management. On 08/28/19, the Petitioner underwent a pain management evaluation by Dr. Kwon. His relevant conclusions will be INSERTED here as marked. She also treated with Relievus beginning 01/02/20. A series of cervical epidural steroid injections and facet injections were administered. She followed up at Relievus through at least 02/21/22. She remained on several medications. He recommended she have close follow-up with her primary care physician.

Prior records show Ms. Robinson was seen by Dr. Nordone on 03/21/12 to establish care. She needed a refill of Motrin for a “little arthritis in her low back.” She does well with Motrin and desires no further intervention. She was interested in routine lab work that was ordered. On 01/31/13, she presented for commercial driver’s license evaluation. She did undergo various laboratory studies and was monitored through 10/22/13. She had a follow-up visit with Dr. Cicchini on 01/06/14, presenting with neck and cervical brachial stiffness and low back tightness. This clearly speaks to preexisting widespread orthopedic symptoms within only several weeks before the subject event. Dr. Cicchini diagnosed segmental and somatic dysfunction of the cervical region, lumbar region, lumbosacral segment dysfunction cervical segmental dysfunction or somatic dysfunction, and thoracic sprain. He performed manipulation. She was going to return as agreed upon with their care plan. She denied any precipitating injuries to her subjective complaints.
PHYSICAL EXAMINATION
LUNGS/TORSO: Normal macro
UPPER EXTREMITIES: Normal macro
LOWER EXTREMITIES: Normal macro
CERVICAL SPINE: Inspection of the cervical spine revealed normal posture and lordotic curve with no apparent scars. Left side bending was full to 45 degrees, but elicited tenderness. Motion was otherwise full in all spheres without discomfort. 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 mild tenderness to palpation of the left paravertebral musculature in the absence of spasm, but there was none on the right or in the midline. There was no winging of the scapulae.

LUMBOSACRAL SPINE: Normal macro

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 02/18/14, Barbara Robinson slipped on snow and ice outside of work and fell. She did not experience loss of consciousness. She got herself up and completed her work shift. The next day, she was seen by WorkNet who initiated her on conservative treatment. This included medications and physical therapy. She remained symptomatic and had additional diagnostic testing by way of MRI studies of the cervical spine, brain, and lumbar spine. She was attended to by neurologist Dr. Anand.

She was also seen by orthopedic spine surgeon Dr. Kirshner. EMG studies were done by Dr. Hu. She concurrently was seen by Dr. Nordone without offering corresponding symptomatic complaints. She had been a patient of Dr. Cicchini since 01/06/14. He rendered diagnoses on that day essentially the same as those he did after the subject event. She was seen neurologically by Dr. Skinner as there was concern about symptom magnification. Dr. Peacock performed a permanency evaluation on 06/04/15.

She received an Order Approving Settlement on 10/11/16. She applied for a reopener on 02/09/18. It appears it was just after the 2016 settlement that she sought additional treatment. She then saw a variety of specialists over the next few years. She had EMG studies done. Dr. Matzon performed bilateral carpal tunnel release surgeries. She was seen by spine specialist Dr. Shah and pain specialist Dr. Kwon. She accepted epidural and facet joint injections to the neck.

The current examination was really unrevealing. She was obese but had full range of motion of the upper and lower extremities. There was full range of motion of the cervical, thoracic and lumbosacral spines. Provocative maneuvers were negative for clinically significant disc pathology, spinal stenosis, radiculopathy, or facet arthropathy.

In my estimation, there is 0% permanent partial or total disability referable to the cervical spine or thoracic spine, notwithstanding her prior award and disc bulges. There clearly is no objective increase in the components that led to that award or were taken into consideration by Dr. Peacock. Ms. Robinson’s subjective complaints have been disproportionate to the objective findings and were more protracted than one would expect. It is telling that while treating with her personal physicians for several years, she did not convey any corresponding musculoskeletal symptoms to the one she offered for the subject event.
