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Dictation Time Length: 31:31
September 27, 2022

RE:
Marcela Fernandez-Guzman
History of Accident/Illness and Treatment: Marcela Fernandez-Guzman is a 54‑year‑old woman who reports she was injured at work on 03/06/12. She was pulling a gray cart full of merchandise from receiving to the front. She developed pain in the left arm from her shoulder to her wrist and neck. She did not go to the emergency room afterwards. She had further evaluation and treatment including surgery on the cervical spine and left shoulder. She then developed frozen shoulder and underwent surgery on it in 2021. She is no longer receiving any active treatment.

Per the records supplied, Ms. Fernandez presented to the emergency room on 04/03/13 stating she had a cervical epidural injection that morning with Dr. Smith for neck and right arm pain. Afterwards, while still in the office, she developed nausea and dizziness and vomited once. She still has nausea and dizziness after this, her first steroid injection. They treated and released her with a prescription for Zofran. She indeed did undergo a selective nerve root block for herniated nucleus pulposus by Dr. Smith on 04/03/13. On 04/06/13, she underwent a CAT scan of the head and pelvis, to be INSERTED here. On 04/07/13, she underwent cervical spine x-rays to be INSERTED here with the comments as marked. She was discharged from Inspira Health Network on 04/10/13 after being admitted on 04/06/13. This was due to the severe headache and neck pain following the epidural injection. She did not need surgical intervention. She was going to follow up with Dr. Smith as well as her primary care doctor named Dr. Sharma.

On 06/18/13, Dr. Bachman performed an orthopedic evaluation. He noted her earlier course of treatment and diagnostic workup that will be INSERTED as marked. He concluded her diagnosis was a resolved cervical strain. She also had degenerative arthritis of the left acromioclavicular joint with mild tendinopathy of the rotator cuff that was preexisting. He offered 0% permanent partial disability referable to the cervical spine or left shoulder or left arm. For the latter two, there were no objective findings on today’s physical exam and provocative tests were negative. In terms of the cervical spine, there were no objective findings on physical exam. X-rays on 03/24/12 reported degenerative changes. The broad-based disc herniation at C5-C6 is on the right side, not the symptomatic left side.
On 11/20/14, the Petitioner was seen by spine surgeon Dr. Shah, having last been seen on 04/08/13. At that time, she was placed at maximum medical improvement and encouraged to work within the functional capacity evaluation restrictions. She denied any subsequent injuries, but had increased discomfort in the neck going down the right arm into the right shoulder blade, particularly when she moves her neck in any direction. Past medical history was significant for arthritis. He diagnosed C4-C5 and C5-C6 degenerative changes that are preexisting, right-sided paracentral disc protrusion at C5‑C6 of unclear clinical significance, cervical sprain and strain causally related to the work-related injury of 03/16/12. He opined she does have worsening right-sided shoulder discomfort and a positive Spurling’s maneuver on the right side. This was not present with prior examinations. This may be attributable to the C5-C6 disc protrusion which is known. On the other hand, there may be another explanation for this as these symptoms have recurred now approximately fully two years after the work-related injury. If this is attributable to the work-related injury or from an additional cause, additional diagnostic workup is indicated. This will include an EMG/NCV of the right upper extremity as well as a repeat cervical MRI. If additional findings are found, then this would not be clearly attributable to the work-related injury. If, however, there are no additional findings, then her new symptoms may be a progression of her C5-C6 disc herniation. She underwent an EMG by Dr. Skinner on 03/30/15, to be INSERTED here. She also had a cervical spine MRI done on 04/01/15 compared to a study of 03/24/12 whose results will be INSERTED here. On 06/26/15, Dr. Shah had the opportunity to review these results. On 08/19/15, he also reviewed Dr. Skinner’s EMG that showed no evidence of additional findings of acute radiculopathy. He believed Ms. Guzman was displaced at maximum medical improvement and a second EMG from an independent examiner would be of help to corroborate Dr. Skinner’s findings. On 11/12/15, she underwent an EMG by Dr. DiMarco, to be INSERTED here.
She saw Dr. Shah again on 02/25/16 when he reviewed the EMG and MRI. He offered diagnostic assessments that were the same as those previously. At that juncture, they were contemplating surgical solutions for her cervical pain. He believed an updated MRI was indicated considering worsening of her symptoms. Ms. Fernandez did undergo another cervical MRI on 03/09/16, to be INSERTED. She saw Dr. Shah again on 03/17/16 to review those results. He believed updated advanced imaging including a CAT scan for assessment of vertebral arteries is indicated for appropriate preoperative planning. She underwent CT angiogram on 03/30/16, to be INSERTED here.
The Petitioner followed up with Dr. Shah on 05/05/16 to review that CAT scan. He concluded she would benefit from anterior cervical decompression and fusion to decompress the areas where stenosis exists. On 06/07/16, she was seen by neurosurgeon Dr. Testaiuti for a second opinion. He offered an assessment of spondylosis with cervical radiculopathy. She had neck pain and bilateral upper extremity radicular symptoms with two-level degenerative changes at C4-C5 and C5-C6. They discussed treatment options. She was going to consider bilateral facet joint injections. As far as surgical solutions, he agreed with Dr. Shah about the option of two-level anterior cervical discectomy and fusion. She did undergo lumbosacral spine x-rays on 07/26/16 given a history of low back pain after a motor vehicle accident five days earlier. This was read as showing no fracture or other abnormalities.
On 01/27/17, she saw Dr. Shah once again. The plan was to pursue surgical intervention. Noting she had significant osteopenia, he recommended both an anterior and posterior approach for surgical intervention. Her latest MRI scan demonstrated no significant difference after a recent motor vehicle accident. Her symptoms had not significantly changed and physical findings had also not significantly changed. He concluded the need for additional treatment is related to her work-related injury. She underwent preoperative clearance at Inspira Health Network Urgent Care on 04/07/17. This included a chest x-ray that showed no active disease. She saw Dr. Shah’s physician assistant on 04/13/17 prior to surgery. On 04/26/17, Dr. Shah performed surgery to be INSERTED here. She did undergo intraoperative fluoroscopic x-rays as well. The following day, she had x-rays demonstrating anterior-posterior fusion from C4 through C6 with hardware and a disc spacer prosthesis as well. There was no spondylolisthesis or spondylolysis, but a postsurgical drain was visualized. She had another set of x-rays on 04/28/17 with no specific differences cited. Venous Doppler ultrasound was done that day and showed no evidence of deep vein thrombosis. On 04/29/17, she underwent another cervical spine x‑ray that showed postoperative changes of the mid-lower cervical spine in excellent position. On 04/28/17, Dr. Shah performed surgery to be INSERTED here if it was not already referenced. She was discharged from the hospital on 04/29/17 and was to continue wearing her cervical collar at all times and follow up with Dr. Shah postoperatively. She had additional x-rays on 05/19/17 that showed fusion with appropriate appearance. On 06/07/17, Dr. Parmar attested that on 04/27/17 the medical records enclosed accurately reflect his findings. He treated/diagnosed Ms. Fernandez as a Medicare beneficiary. On 07/14/17, additional neck x-rays showed the fusion.
On 08/17/17, she saw Dr. Shah again. He opined it appeared as though the patient was having symptoms most consistent with left shoulder SLAP tear for which he would refer her to a shoulder specialist. Because she continued to complain of neck and arm discomfort bilaterally, he believed another MRI of the cervical spine was indicated.

Ms. Fernandez was seen by Dr. Barr on 10/06/17. She related having undergone surgeries on 04/26/17 and another on 04/28/17. She stated she had no relief after these surgeries. She remained symptomatic in the left arm and shoulder greater than her neck pain. At that juncture, she continued to work as a supervisor for Kohl’s with no lifting over 10 pounds. She had worked there for 11 years. Dr. Barr rendered diagnosis of cervical degenerative disc disease that was operated upon, left shoulder pain and left arm pain. Impingement test with lidocaine and Depo-Medrol at the shoulder was performed, but it was not certain whether she had impingement. He was not seeing clinical findings for having a labral tear that the MRI is showing. The mechanism of injury she described would not be consistent with development of a SLAP tear. However, she had persistent left arm pain. He would like her to obtain a new EMG of the left upper extremity. Interestingly, the impingement test seemed to eliminate a lot of her shoulder pain so he was going to hold off on the nerve test. She saw him again on 10/24/17 when he thought the patient’s pain is coming from the cervical spine. He then did plan on having her undergo a new EMG of the upper extremities. She had this EMG by Dr. Skinner on 11/08/17, to be INSERTED. She saw Dr. Barr again on 11/28/17, noting it was normal. Due to length of time of symptoms and findings about the left shoulder, he recommended a biceps tenotomy versus tenodesis and possible subacromial decompression and evaluation of the rotator cuff.

Ms. Fernandez saw Dr. Shah again on 12/07/17. Repeat x-rays were done in the office to be INSERTED. He thought she was making appropriate progress with regard to the cervical spine and was at a treatment plateau from a spine surgical perspective. He then encouraged her to follow up with a shoulder specialist for persistent pain in the shoulder.

On 01/18/18, she was seen by Dr. Vanderbeck regarding her left shoulder. She issued a diagnosis of superior glenoid labrum lesion for which surgical intervention was recommended. On 03/05/18, shoulder surgery was done to be INSERTED here. On 06/25/18, she had an updated MRI of the left shoulder to be INSERTED here. On 07/25/18, Dr. Vanderbeck performed left shoulder manipulation under anesthesia with injection of Kenalog. The postoperative diagnosis was left shoulder adhesive capsulitis. She continued to see Dr. Vanderbeck through 07/12/18. She then was seen in the same practice by Dr. Murray on 08/07/18 for the first postoperative check of surgery from 07/25/18. She followed up with Dr. Evering in the same practice on 09/18/18. An ultrasound-guided left glenohumeral joint and left subacromial space corticosteroid injection was administered. On 10/16/18, she reported feeling the same after the injection. Dr. Murray was not sure how much more he could offer her.

Dr. Bachman evaluated her again on 04/14/19, noting three days prior to presenting to MedExpress on 10/07/15, she developed pain in her left wrist after lifting a computer. X‑rays were done and she was placed in a splint for wrist sprain. He reviewed those records as well as his earlier examinations. At the time of the exam on 01/21/19, she had no complaints relative to the wrist. There was no evidence of treatment at the wrist in his prior records.
Physical exam of the left hand and wrist was not remarkable regarding objective findings. He opined she had 0% permanent partial disability of the left hand referable to her left wrist.

On 09/18/18, EMS personnel attended to Ms. Fernandez. She was lying on the exam table at Reconstructive Orthopedics, having just received her first cortisone shot in the left shoulder. She then experienced a vasovagal episode and passed out for less than 30 seconds. She was taken by emergency personnel to the emergency room the same day. She had a CAT scan of her head given a history of seizures and dizziness. It was compared to a prior study of 04/06/13, to be INSERTED. She underwent an MRI of the brain on 09/19/18 that was compared to a CAT scan done the previous day. Those results will be INSERTED as well. She underwent a consultation on 09/19/18 by neurologist Dr. Skinner. He noted after the injection, she developed what sounded like a first time generalized seizure although this may have been a prolonged vasovagal episode. He agreed with seizure precautions noting the CAT scan of the brain was within normal limits. He ordered an MRA as well as EEG. She was admitted to the hospital for this intense medical attention. She was discharged on 09/19/18. EEG was done on 09/20/18, to be INSERTED.
On 04/15/21, she underwent a left shoulder MR arthrogram to be INSERTED.
On 08/04/21, she was seen orthopedically by Dr. Diverniero. On 09/02/21, he performed left shoulder surgery to be INSERTED here. She followed up with him postoperatively. On 09/10/21, she was seen at Inspira Urgent Care for a rash she had experienced for one week. She was diagnosed with an allergic reaction and placed on a prednisone taper and to take Benadryl as needed. She continued to see Dr. Diverniero and his colleagues through 02/09/22 when she was released from care to work with no restrictions.
Prior records show she underwent a chest x-ray on 02/17/04 that was normal. She had a CAT scan of her abdomen and pelvis on 02/17/04, to be INSERTED. You have also summarized some treatment she had before the subject event that will be INSERTED as marked.
PHYSICAL EXAMINATION
UPPER EXTREMITIES: Inspection of the upper extremities revealed no bony or soft tissue abnormalities. Inspection revealed healed portal scarring about the left shoulder and some erythema on the left arm. Skin was otherwise normal in color, turgor, and temperature. Passive left shoulder abduction was to 145 degrees and flexion to 155 degrees, both with tenderness. External rotation was to 70 degrees without discomfort. Adduction, extension and internal rotation were full without discomfort. Combined active extension with internal rotation was to T11, only minimally suboptimal. Motion of the right shoulder, 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 yielded breakaway weakness in left hand grasp and pinch grip. She had 4– to 4/4 strength throughout the remaining musculature of the left shoulder and arm. Strength was otherwise 5/5. She was tender to palpation anteriorly about the left shoulder, but there was none on the right.
HANDS/WRISTS/ELBOWS: Normal macro

SHOULDERS: She had a positive Neer impingement maneuver on the left which was negative on the right. Yergason, Hawkins, apprehension, empty can, O’Brien’s, drop arm, crossed arm adduction, and Speed's tests were negative bilaterally for impingement, rotator cuff tear, dislocation, tendinopathy, or instability at the shoulders.

CERVICAL SPINE: Inspection of the cervical spine revealed a central transverse anterior scar consistent with her surgery. She actively flexed to 40 degrees and extended to 55 degrees. Side bending right was 35 degrees and left to 30 degrees. Left rotation was to 65 degrees, but was full on the right to 80 degrees. She was tender at the trapezii bilaterally and the right paravertebral musculature in the absence of spasm, but there was none on the left or in the midline. Spurling’s maneuver was negative.

We need to double check if she indeed had a posterior approach during the neck surgery with an associated scar.
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.

Marcela Fernandez-Guzman alleges to have injured herself at work on 03/06/12. She went on for an extended course of treatment. She received an award on 11/18/19, to be INSERTED as marked from your cover letter.

It is evident that Ms. Fernandez-Guzman did have some preexisting problems with the involved areas. After the subject event, she underwent additional evaluation and treatment including surgical interventions. She had updated diagnostic studies into 2021. At some point, she sustained injuries in a motor vehicle accident. Per your cover letter, she was seen by Dr. Cohen on 02/01/19 who offered permanency assessments that will be INSERTED as marked.
This case represents 12.5% permanent partial total disability referable to the cervical spine. There is 10% permanent partial total disability referable to the left shoulder. Some of these assessments may be apportioned to preexisting abnormalities.
