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Dictation Time Length: 35:49
September 27, 2022
RE:
Jacqueline Brannon

History of Accident/Illness and Treatment: Jacqueline Brannon is a 51-year-old woman who reports she was injured at work on 12/04/19. She was working on a truck and fell off the rear lift gate with a box in hand. She states this was at table height and she did not experience head trauma or loss of consciousness. She believes she injured her back, neck, left arm, hand, leg and hip and was seen at Virtua Emergency Room the same day. She had further evaluation and treatment leading to several surgeries. She underwent injections in July 2020. She had left hip surgery in August 2021 and left elbow surgery in January 2022. She completed her course of active treatment in April 2022. She related on 07/20/22 she had injections in her groin that did not provide relief.

As per her Claim Petition, Ms. Brannon alleged she slipped on a lift gate as she was carrying a package, injuring her left hip, left leg, left arm, neck, and back. Treatment records show she was seen at Concentra on 12/05/19 stating she tripped and fell with boxes and fell on the metal of the lift truck and injured her left arm and left leg. This had occurred the previous day. She was evaluated and diagnosed with contusions of the left hip and thigh as well as elbow and forearm for which she was begun on tramadol for severe pain. She was also dispensed a cane and a cold pack. She was quickly referred for physical therapy. She did have x-rays of the elbow, left femur, left hip, and left forearm. She was placed on modified duty as well. She followed up over the next several weeks. On 01/29/20, she was referred for orthopedic consultation. They also reviewed an EMG that identified left carpal tunnel syndrome not related to work injury in the opinion of Dr. Kansagra. She was advised to see her personal physician in that regard. They also reviewed MRI reports. She stated she had no prior history of left hip pain. She was referred to orthopedics to review the MRI and to consider additional testing if necessary. The report of the left hip MRI showed moderate degenerative arthrosis, but no acute fracture or labral tear. MRI of the left thigh was normal. The hip MRI found a cyst in the pelvis for which she was advised to see her gynecologist. On 02/18/20, she was seen orthopedically at Concentra by Dr. Grob. She diagnosed left hip contusion and degenerative joint disease. X-rays showed advanced arthrosis of the left hip compared to the contralateral side. The joint space was significantly narrow. There was beaking or spurring over the left hip by the femoral head and neck area. MRI demonstrated minor degenerative arthrosis of the left hip without any acute fractures per the report. Dr. Grob recommended a prednisone trial. She explained complete resolution of all of her discomfort may be unrealistic considering the underlying degenerative process. She returned to Dr. Grob on 07/21/20 again for her left hip pain. She had a local injection done by Dr. Janow that gave her relief for approximately two days. At this point, she had regressed. Exam found continued antalgic gait requiring a single cane. She also had continued joint tenderness with internal and external rotation of the left hip. Straight leg raising maneuver was negative. Dr. Grob recommended consultation with an adult reconstructive surgeon.

On 02/05/20, the Petitioner presented herself to Virtua Emergency Room reporting persistent left gluteal pain that radiates down the left leg. She stated she had a fall at work early in December and was seen by Workers’ Compensation and had two MRIs. She reported being told her MRIs were normal except for arthritis so they discontinued giving her anything for pain relief. She was getting a second opinion on her own. She was noted to have tenderness to palpation of the left gluteal area with minimally decreased range of motion with rotation, limping gait, and she was able to walk on her heels and toes. She did not have a drop foot, but did have a positive straight leg raising maneuver on the left. The specific treatment rendered was not documented. She was seen at the emergency room at Virtua again on 08/13/20. She requested a refill on her pain medications for her chronic left hip pain. She was seen by pain management and got injections in June, but they did not help with her symptoms. She was out of tramadol and Flexeril. Her hip pain was the same as it had always been. She also reports that she believes she has a condom stuck in her vagina. She stated it was lost during intercourse the previous evening. She tried to get it out, but could not do so. She again was treated and released without specific description of the treatment. Her ability to participate in sexual intercourse would clearly suggest she remained physically active. She presented herself to Virtua Emergency Room again on 09/14/20. She was taking Tylenol No.3, Normodyne, Flagyl, Procardia XL, Deltasone, Zanaflex, and Ultram.

On 09/28/20, Ms. Brannon was seen orthopedically by Dr. Deirmengian. He noted her course of treatment to date. History was remarkable for anxiety, hypertension, anemia, and sleep apnea. She came in to the evaluation with her daughter. The patient was in a wheelchair due to a recent right ankle injury. She was recently placed in a splint in an emergency room. Examination of the left hip revealed normal skin. Stinchfield test was positive for groin pain. There was pain in the left with provocative maneuvers of the hip including rotation. There was likely shortening of the left leg compared to the right by a few millimeters. X-rays of the hip showed severe arthritis. She was diagnosed with severe hip arthritis. He opined there is causal relationship of the current status of her injury in the form of an acute aggravation of her preexisting condition. He opined she had exhausted all reasonable non-surgical interventions making a hip replacement indicated in that case. If she chose not to pursue that course, she would have achieved maximum medical improvement.

Ms. Brannon presented herself to Virtua Emergency Room again on 10/01/20 for right leg pain. She stated she had fallen the previous week and gone to another emergency room. She was diagnosed with inflammation of the Achilles tendon and was placed in a posterior splint. She was prescribed Motrin, but had run out of it. Her splint had gotten wet and was irritating. She had an appointment scheduled with orthopedics on Tuesday. She was utilizing crutches. She was found to have no distinct musculoskeletal abnormalities including swelling or deformity. She was neurologically intact. She was taken out of her splint. She was rendered a diagnosis of acute right ankle pain. A new splint was applied. She then was discharged.

On 10/06/20, the Petitioner was seen by podiatrist Dr. Karanjia for right ankle pain. She asserted her hip gave out as she was descending the stairs in her home. She fell down the stairs and twisted her ankle. She had already been to the emergency room on two occasions. She had been diagnosed with Achilles tendonitis and placed in a splint. He took x-rays of the right foot that were unremarkable for any fractures or dislocations. He also performed an exam and diagnosed Achilles bursitis and right ankle pain of the right lower extremity. He recommended a fracture boot and that she start meloxicam. She was also seen at Rothman by Dr. Nazarian on 11/16/20, this time for severe worsening pain in her left hip. She was already under the care of Dr. Turakhia, but had worsening pain and severe pain in the left hip. X-rays of the hip showed degenerative arthrosis with joint space narrowing, osteophyte formation, subchondral cysts, and sclerosis. X-rays of the hip, pelvis and femur demonstrated degenerative joint disease of the hip with definite joint space narrowing, osteophyte formation, and subchondral sclerosis. She had no pain on range of motion. She had pain on active straight leg raising maneuver. Left hip motion was reduced and caused pain. He diagnosed unilateral primary osteoarthritis of the left hip and left hip pain. She had been recommended for total hip arthroplasty. He concurred that she was an appropriate candidate for consideration of the same. She saw Dr. Nazarian again on 04/08/20 noting she was scheduled for left hip arthroplasty the next Friday. She had issues with her hemoglobin and had undergone dilatation and curettage for menorrhagia. He placed a call to her gynecologist to further elucidate her issues.

On 08/18/21, Dr. Nazarian performed left total hip arthroplasty. The postoperative diagnosis was left hip degenerative joint disease. She followed up postoperatively through 01/10/22. At that time, x-rays showed a well-fixed and well-positioned prosthesis. Her incision was clean and dry. She was given a renewed prescription for aquatic therapy and home exercises.

On 11/29/21, she was seen by Dr. Wang for left elbow pain. She stated she was a truck driver and drove heavy equipment. She had a work-related injury on 12/04/19 at her loading station. She was loading 82 boxes at that time and was on a lift gate approximately 2 to 3 feet high. She lost her balance and impacted her left elbow. She had pain to the left elbow and since that time had numbness and tingling in the left hand. This appears to be the first time she asserted this mechanism of injury or symptoms involving the left upper extremity. She said she went to Concentra the next day and had a radiographic workup. She also had a recent EMG in January 2020. She was accompanied to the exam by her nurse case manager complaining of numbness and tingling to the left hand. The impact over the left elbow was about two years ago. Dr. Wang diagnosed contusion of the elbow, elbow pain, status post work-related injury to the elbow on 12/04/19. He also rendered a diagnosis of left hand numbness and tingling with clinical carpal tunnel syndrome with electrodiagnostic findings as well. He ordered an MRI of the left elbow after which she was to return for follow-up.

Ms. Brannon went to Virtua Emergency Room again on 10/18/20 due to vaginal bleeding and lightheadedness. This had been present for the past eight days. She had some vaginal bleeding in the past and had been passing some clots and started feeling lightheaded that day, but did not actually pass out. She was not on blood thinners. She was evaluated including laboratory studies. She underwent a pelvic ultrasound that was a limited exam. It showed multiple Nabothian cysts the largest of which measured 19 x 13 x 21 mm. She returned to Virtua Emergency Room on 10/29/20 with a headache. She also had bilateral breast discomfort for three to four months. She has mammogram scheduled for three weeks hence. She had undergone abdominoplasty, breast implant surgery and cesarean section on four occasions. She admitted to drinking seven glasses of wine per week on at least four occasions per week. Laboratory studies were again done. Differential diagnosis was migraine, dehydration and iron deficiency anemia. She was seen at the emergency room again on 11/04/20 for worsening low back pain since being involved in a motor vehicle collision just prior to arrival. She was coming home after visiting her patient that she sees for her back. She originally injured it on the job and that is a Workers’ Compensation case. Today, she was driving at approximately 30 miles per hour when she was rear ended by another vehicle. Her car was still drivable and had minor damage. She was restrained and did not hit her head. She did not have loss of consciousness nor did airbags deploy. She was able to ambulate after the accident. She had some radiation of pain down her left hip, but this was no worse than usual. They also noted a history remarkable for arrhythmia, arthritis, chronic pain disorder, depression, fibroid, hypertension, irregular menses, and sleep apnea. She was on several different medications. She underwent an x-ray of the left hip that showed severe joint space narrowing and small marginal osteophytes. There was no acute fracture or dislocation. There were facet degenerative changes noted in the lower lumbar spine. She had a pelvic ultrasound, to be INSERTED here. She also had left hip x-rays, to be INSERTED here. A CAT scan of the abdomen and pelvis was also done. Ms. Brannon was discharged home to follow up with her primary care physician as well as her obstetrician/gynecologist.

The Petitioner went to Virtua Emergency Room again on 11/06/20. She had been in the emergency room two days earlier after a motor vehicle accident and was treated and released. She stated her pain was 9/10. Her back pain feels the same as it did two days ago and she would like something stronger for pain. She apparently was treated and released. She asserted she was supposed to have surgery today, but they would not perform the procedure and sent her to the emergency room for evaluation. On 12/24/20, Ms. Brannon went to the emergency room again complaining of left hip pain, shortness of breath, cough and sore throat. She had been following with pain management, but ran out of her pain medications. She had been unable to follow up with her pain management provider until her next appointment in January. She denies any new injuries or trauma to the left leg. She again was evaluated including x-rays, to be INSERTED here. She had an EKG and laboratory studies. She had a chest x-ray that showed no active disease.
Ms. Brannon underwent another chest x-ray on 04/05/21 due to shortness of breath and possible COVID. It showed no active disease in the chest. This was ordered by Dr. Trivedi. She was seen at Rothman Specialty Hospital that same day giving a history of sickle cell trait. She had a DVT study that was negative. Hemoglobin and hematocrit were near her baseline at 9-10.

On 12/18/20, she underwent an MRI of the left elbow at the referral of Dr. Wang. On 01/13/22, he performed surgery to be INSERTED here.
PHYSICAL EXAMINATION

GENERAL APPEARANCE: She stated she wants more physical therapy for her hip and another surgery on her elbow.
UPPER EXTREMITIES: Inspection of the upper extremities revealed no bony or soft tissue abnormalities. Inspection revealed a healed open scar about the left lateral epicondyle measuring 2.25 inches in length. In the left upper arm, she had a transverse scar measuring 3 inches in length that she attributed to a childhood injury. There was no swelling, atrophy, or effusions. Skin was normal in color, turgor, and temperature. Range of motion was accomplished fully at the shoulders, elbows, wrists, and fingers bilaterally without crepitus, tenderness, locking, or triggering. 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 for left hand grasp, but was otherwise 5/5. She was tender to palpation about the left lateral epicondyle, but there was none on the right.  
HANDS/WRISTS/ELBOWS: Normal macro
SHOULDERS: Normal macro
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. Inspection revealed an anterior longitudinal scar at the left hip measuring 4.5 inches in length. There was no swelling, atrophy, or effusions. Skin was normal in color, turgor, and temperature. 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. 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
CERVICAL SPINE: Normal macro
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 to 65 degrees. Inspection of the lumbosacral spine revealed normal posture and lordotic curve with no apparent scars. Range of motion was accomplished fully on an active basis in flexion, extension, sidebending, and rotation bilaterally. She was tender to palpation about the left sciatic notch and greater trochanter, but there was none on the right. There was no palpable spasm or tenderness of the paralumbar musculature, sacroiliac joints, iliac crests, 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 left at 70 degrees elicited only thigh tenderness, but no low back or radicular complaints. On the right, 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. 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 12/04/19, Jacqueline Brannon reportedly fell while at work from a height of several feet. She was seen the next day at Concentra with complaints that I recall are limited to her hip. She underwent x-rays and was initiated on conservative care. She followed up regularly at Concentra. Ms. Brannon also presented herself to Virtua Emergency Room on many occasions for this and various other complaints. Early on, it was noted that she had advanced degenerative joint disease of the left hip. She was seen by Dr. Deirmengian who noted she had an aggravation of this from the subject event. She eventually underwent left hip arthroplasty.
At another point, she injured her right ankle stating this occurred because her left hip gave away and she fell down the stairs at home. She was seen at the emergency room and followed up podiatrically with Dr. Karanjia. He treated her conservatively in that regard. Ms. Brannon had other presentations to the emergency room for various symptoms including retention of a condom in her vagina, vaginal bleeding, shortness of breath, etc. She belatedly offered complaints involving the left upper extremity and underwent surgery on the elbow by Dr. Wang, to be INSERTED here.
The current examination of Ms. Brannon found her to be obese with extensive deconditioning. Nevertheless, her general appearance was consistent with someone who remains physically capable. She had full range of motion of the upper extremities. Provocative maneuvers at the elbow were negative. She had full range of motion of the lower extremities with healed scarring about the left hip. Provocative maneuvers at the hips were negative. She had full range of motion of the cervical, thoracic and lumbosacral spines where provocative maneuvers were negative for clinically significant disc pathology, spinal stenosis, radiculopathy, or facet arthropathy. She did not utilize a handheld assistive device for ambulation.

There is 15% permanent partial total disability referable to the left hip regardless of cause. This Petitioner had advanced degenerative osteoarthritis of the left hip from the outset. This would have necessitated hip arthroplasty in the future regardless of the event in question. There is 7.5% permanent partial disability referable to the statutory left arm. I am not convinced that the reason she fell at home injuring her right ankle was due to her left hip giving way. Her left upper extremity symptoms were also belatedly offered. Unfortunately, this Petitioner has demonstrated a pattern of seeking treatment at the emergency room primarily to receive pain medications. This is indicative of manipulative behavior along with her inconsistent subjective complaints.

I should point out that she was seen at the emergency room on 11/04/20 after being involved in a motor vehicle accident that day. She complained of low back pain. As will be marked from your cover letter, there was an issue about her undergoing surgery that same day that Dr. Daniels recommended against.
There is 0% permanent partial or total disability referable to the statutory left leg, neck or back.
