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Dictation Time Length: 20:27
October 6, 2022

RE:
Judith Williams
History of Accident/Illness and Treatment: Judith Williams is a 55-year-old woman who reports she was injured in a work-related motor vehicle collision on 03/26/21. At that time, she was driving a minivan with an autistic child as another occupant. This was in severe traffic. The child started to rock violently back and forth, causing the van to be jerked. This was at a speed of about 45 miles per hour. The van did not strike any other objects. She did not sustain any direct bodily trauma. She did not go to the emergency room afterwards. She had further evaluation, but remains unaware of her final diagnosis. She did not undergo any surgery in this matter. She revealed she was injured in a work‑related bus accident in 2013 resulting in two surgeries involving rod and screws implanted from L4 through L5.
As per her Claim Petition, Ms. Williams claimed she was driving a school van in which a student rocked in the seat, moving the driver’s seat, resulting in permanent injuries to her neck, back, headaches, arms, and both shoulders. I am in receipt of limited medical documentation subsequent to this event. It includes an evaluation by Dr. Cataldo on 05/18/21. She related a history of the accident on 03/26/21. She saw a family physician afterwards and had no other treatment. This speaks to the absence of significant or severe injuries. She offered a laundry list of present complaints to Dr. Cataldo. Exam found she stood 5’2” tall and weighed 228 pounds. He wrote there was muscle spasm throughout the spine. His opinion was that she needed MRI studies of both the cervical and thoracic spines. She is also in need of physical therapy and follow-up with an orthopedic specialist after the MRI studies were completed.

She was seen by orthopedic spine surgeon Dr. Kirshner on 07/15/21. She related the same mechanism of injury as noted above. She indicated that the rocking lasted 40 minutes of the ride. He was jerking the van backwards and it irritated her back and neck. The bus aide tried to get him to stop, but he was definitely nonverbal. She tried to put her arms out to brace herself while he was rocking. She had seen her primary care physician who gave her muscle relaxers. History was remarkable for left lumbar laminectomy and partial discectomy at L4-L5 on 07/14/14 and lumbar fusion at L4-L5, revision on 12/08/14. This was attributed to a work-related motor vehicle collision in 2013. After exam that was quite benign, Dr. Kirshner noted the results of earlier studies that will be INSERTED here. He wrote that she may have had a mild increase in her prior symptoms causing a mild sprain or strain type of condition for her neck and mid back. He recommended therapy for four to six weeks. After completion of therapy, she would be at maximum medical improvement. He deemed she was capable of working full duty and no imaging or other diagnostic studies were recommended. His diagnoses were cervicalgia and thoracic pain.

Prior records show a First Report of Injury was completed on 01/07/13 relative to an event of 01/04/13. Ms. Williams related she was operating a school bus at the time and was involved in a motor vehicle accident. She sustained a strain to her lower back and medical treatment was sought. The motor vehicle collision was with another vehicle. She was seen at the emergency room the same day and underwent x-rays and was examined. She was prescribed Dolobid and Flexeril and was released.

Ms. Williams was then seen at SJH Occupational Health Services on 01/07/13. She related being involved in a motor vehicle accident on Friday and was having pain in both hips and her lumbar spine. She was neurologically intact. The nurse practitioner allowed her to return to regular duties effective the next day. Ms. Williams was seen at the same facility on 01/08/13, complaining of pain in the neck down her back and buttocks. Diagnoses were lumbar strain, scalp contusion that resolved, headache, concussion, and neck strain. These are virtually the same diagnoses that were rendered after the subject event and involved the same body parts. She was then prescribed tramadol and ondansetron for nausea and vomiting. She followed up here over the next several weeks running through 03/08/13. On that occasion, she remained symptomatic. At this visit, she was referred to orthopedics and was instructed to complete physical therapy.

She was then seen by orthopedic spine surgeon Dr. Shah on 04/30/13. He diagnosed lumbago and lumbar sprain with left-sided lumbar radicular symptoms to be evaluated by EMG/NCV along with lumbar degenerative changes at L3-L4, L4-L5, and L5-S1 that was preexisting. He started her on Neurontin and Ultram and referred her for the aforementioned electrodiagnostic testing. An EMG was in fact done on 05/02/13, to be INSERTED here. Dr. Shah sent her for a lumbar MRI on 06/14/13, to be INSERTED here. Ms. Williams then accepted a lumbar epidural injection from Dr. Smith on 07/31/13. This was repeated on 08/21/13 and 09/11/13. Her progress was monitored by Dr. Shah and his staff.

Ms. Williams was seen on 11/08/13 by a neurosurgeon Dr. O’Shea. She diagnosed lower back pain with degenerative disc disease from L1 through L5 that was temporarily exacerbated by the work related motor vehicle collision. She suggested weight loss, discontinuation of smoking, and a home exercise program. Relative to the EMG and symptoms being positive for mild left L5 radiculopathy, she suggested Lyrica as there were no herniated discs on MRI; therefore, no surgical options were indicated at that time.

On 07/14/14, Dr. Shah performed surgery to be INSERTED. She had a postoperative MRI on 09/18/14, to be INSERTED. She then underwent another set of x-rays running through 02/04/15, to be INSERTED here.
As of her last visit with Dr. Shah on 03/12/15, exam revealed strength and sensation to the lower extremities to be intact. Deep tendon reflexes were intact at 2+. Calf girths were symmetric. Despite the previous sentence about intact sensation, he then wrote she had decreased pinprick and light touch left-sided L5 and S1 distribution along with tenderness to palpation over both hip greater trochanters. This reflects Ms. Williams remaining symptomatic even after her earlier surgeries.

She followed up with Dr. Shah through 03/12/15 status post lumbar decompression and fusion at L4-L5, revision with iliac crest bone graft performed on 12/08/14. She had been performing physical therapy, but her discomfort was staying the same. She was on several different medications. He noted the exam and the latest x-rays showed hardware in an acceptable position. Final diagnoses were lumbar strain, left-sided L5 lumbar radiculopathy, lumbar degenerative changes from L3 through S1, L4-L5 minimal disc bulge and stenosis preexisting with possible exacerbation from her work-related injury, status post L4-L5 transforaminal lumbar interbody fusion making appropriate progress. During surgery, Dr. Scholl performed intraoperative neurophysiologic monitoring.
PHYSICAL EXAMINATION
GENERAL APPEARANCE: She had a suntan. She stated her hands became numb from driving here. She states four of the five fingers are numb in each hand, but the fingers vary. This is certainly a non-dermatomal or physiologic description. 
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. 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. Pinprick sensation was diminished in a stocking-glove distribution bilaterally. Soft touch sensation was diminished globally in both upper extremities. 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. 

HANDS/WRISTS/ELBOWS: Phalen’s maneuvers bilaterally elicited numbness in all of her fingers, but were not confirmed by Tinel’s sign for carpal tunnel syndrome. Finkelstein's, Adson's, Watson, Grind, and Middle finger extension tests were negative bilaterally for instability, compression neuropathy, or vascular anomalies. There was no laxity with manual pressure applied at the elbows or fingers. Resisted pronation/supination at the elbows did not elicit symptoms.  

NEUROLOGIC: Normal macro

CERVICAL SPINE: Inspection of the cervical spine revealed excessive adipose tissue and decreased lordotic curve without apparent scars. Active flexion and bilateral side bending were full to 50 and 45 degrees respectively. Extension was mildly limited to 50 degrees as was bilateral rotation to 65 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.

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. She was able to stand on her heels and toes. She changed positions without difficulty and was able to squat and rise fluidly. Inspection of the lumbosacral spine revealed normal posture and lordotic curve. Inspection revealed a midline 2-inch longitudinal scar consistent with her surgeries. Active flexion was to 75 degrees, but motion was otherwise full. There was tenderness in the midline from L4 through S1 as well as the left sciatic notch, but not the right. There was no palpable spasm or tenderness of the paralumbar musculature, sacroiliac joints, iliac crests, or greater trochanters. 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 maneuvers were negative bilaterally for low back or radicular symptoms at 90 degrees. 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.

Judith Williams alleged that while driving a minivan in which there was a severely autistic individual and a chaperone, that the autistic child rocked his body and this rocked the van. Ms. Williams claims to have sustained widespread injuries as a result. It does not appear that she sought significant treatment until after going to Dr. Cataldo on 05/18/21. She then was seen by Dr. Kirshner and was advised she simply had a sprain.

Ms. Williams had an extensive history of spinal problems dating back to 2013 after a motor vehicle collision on 01/04/13. The body parts involved at that time were similar to those that he claimed to be injured after the subject event.

The current exam found full range of motion of the upper and lower extremities. She had unusual responses to Phalen’s maneuvers bilaterally. She also had diminished soft touch sensation globally in both upper extremities. Pinprick sensation was diminished in a stocking-glove distribution that is nonanatomic. She had a decreased lordotic curve in the cervical spine consistent with her excessive adipose tissue. She had mildly decreased range of motion about the lumbar spine, but provocative maneuvers were negative for clinically significant disc pathology, spinal stenosis, radiculopathy, or facet arthropathy.

This case represents 0% permanent partial or total disability referable to the neck, back, arms, shoulders, and headaches. The mechanism of injury would not have led to substantive biomechanical transfer of force to Ms. Williams’ body. It would appear that she actually remained symptomatic after her earlier accident and two surgeries. The abnormalities detected at that time were not permanently aggravated or accelerated to a material degree by the subject event. Her age and morbid obesity as well as history of tobacco abuse are all contributors to the degenerative disc disease.
