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Dictation Time Length: 39:57
November 3, 2022

RE:
William Leahey
History of Accident/Illness and Treatment: William Leahey is a 60-year-old male who reports he was injured at work on 10/27/14. On that occasion, his left index finger was ripped off in a machine. He also injured his left arm and shoulder as a result. He went to Cooper Hospital Emergency Room afterwards. He had further evaluation and treatment including surgery on the shoulder, biceps, and finger. A pain pump had been implanted in 2015 for nerve pain. He continues to be treated by way of analgesic medications and neuropathic medications.

I am in receipt of voluminous medical records so will not repeat them in their entirety. However, these show on 10/27/14 he was seen at Jefferson Hospital Emergency Room. They noted a history of drug abuse for which he was on Suboxone, presenting after a work injury during which his left hand was caught in a metal drill. It contorted his entire left arm and he was having pain from the elbow down through the hand. He brought in the distal phalanx of the finger that had been degloved in a bag. He was evaluated and underwent x-rays of the hand, wrist, foreman and elbow, to be INSERTED here. He was then admitted for further medical attention. His history and physical summarized his hand got pulled into a magnetic drill and he suffered a degloving injury to the left index finger. He had been seen at Cooper Emergency Room, but they did not take him to the operating room due to the “gunshot victims.” He became upset and requested to leave and come to Jefferson today. His only complaint at that time was pain to his left hand. He was admitted and underwent surgery on 10/28/14, to be INSERTED here.
On 11/07/14, he followed up with Dr. Jacoby. He noted intravenous antibiotics had been administered first at Cooper Hospital on the evening of 10/28/14. X-rays revealed an amputation at the level of the DIP joint with a concomitant ring avulsion injury that extended proximally. As a result of significant delay in receiving care, he self-referred to Jefferson Emergency Room where Dr. Jacoby was consulted. He was noted to have a complete amputation of the DIP joint with a ring avulsion to the level of the PIP joint. He had performed the aforementioned surgery. History was also remarkable for left ankle surgery in March 2014 and hernia repair in 2012 and 33 years ago. Dr. Jacoby performed additional x-rays and gave an impression of 10 days status post left index finger revision amputation with local advancement flap for a significant left hand traumatic amputation. They discussed the importance of wound care and managing his pain. He was followed closely by Dr. Jacoby. He also came under the pain management care of Dr. Rogers. On 01/22/16, Dr. Jacoby observed left upper extremity revealed no obvious vasomotor or pseudomotor findings. He does have allodynia to the fingertip, but no signs of infection. His adjacent digits had full range of motion both actively and passively to the distal palmar crease. His revision amputation site appeared clean, dry and intact. Exam of the abdomen revealed a spinal implant with a benign appearing wound. At that juncture, his impression was status post revision amputation of the left index finger complicated by neuropathic process. Relative to the index finger injury, he had reached maximum medical improvement, but was left to Dr. Rogers for ongoing pain management.

He returned to Dr. Jacoby on 12/09/16 who opined the neuropathic process resembled complex regional pain syndrome. He did not believe there would be benefit from further surgery including revision amputation and/or ray resection. He was going to follow up with Dr. Rogers to address his pain issues. Dr. Jacoby would not object to him using medical grade marijuana. Another visit with Dr. Jacoby was on 03/10/17. He remained under Dr. Rogers’ care from whom he had an intrathecal pain pump that utilizes Bupivacaine and fentanyl. In addition, he takes Percocet. He is also seeking to obtain medical marijuana. He had been seeing a psychiatrist with therapeutic benefits. He observed Mr. Leahey had actually turned a corner with regard to his emotional and psychologic standpoint. He had been diagnosed with posttraumatic stress disorder. Relative to his hand condition, Dr. Jacoby reiterated he had reached maximum medical improvement. After another gap in treatment, he returned to Dr. Jacoby again on 03/22/19. His impression on that visit was status post revision amputation of the left index finger with subsequent revision amputation complicated by a central neuropathic process resembling complex regional pain syndrome. He did not believe the Petitioner was a surgical candidate in the setting of complex regional pain syndrome. He again deferred management of his pain to the specialist in the field and did not object to a second opinion from a hand surgeon perspective.

On 11/18/14, he was seen by Dr. Rivlin who rendered diagnosis of left index finger amputation and persistent neuropathy. He commented the patient was very uncooperative and very argumentative and demanding throughout the entire evaluation to the point that it limited his evaluation as well as his assessment. He opined the procedure had been performed very well and thought the outcomes would be excellent. However, due to the injury itself, he thinks there was retraction injury to his nerves which likely results in the persistent neuropathy, possible phantom pain type complaints. He thought Lyrica or another nerve medication could be potentially beneficial. However, he stated they tried it and it does make him very sleepy. He advised against so much narcotic medication as this is detrimental to his course. Nevertheless, he demands to get Percocet prescription, but Dr. Rivlin did not think this was the right plan for him. He thought Tylenol with a nerve modulator would be the best option. He did give him Nucynta for a three-week supply as he is not willing to try anything else and he could not be left in excruciating pain. He was going to be attending a physiatry evaluation. He recommended return to Dr. Jacoby as well as with the physiatrist.

On 12/16/14, he was seen by Nurse Practitioner Biskup for pain management evaluation. He rendered a diagnosis of type II complex regional pain syndrome (reflex sympathetic dystrophy). He was prescribed gabapentin and Percocet and was going to be scheduled for stellate nerve blocks through Dr. Sackstein. He had a stellate ganglion nerve block on 01/08/15. This was repeated on 01/20/15. He received ongoing pain management from this group over the ensuing next few years through 05/06/15. It was one month since he had agreed to discontinue marijuana use so that he continue his Percocet for pain. He had also been taking Elavil for depression. Dr. Lee in the same group offered an additional diagnosis of peripheral neuropathic pain. A spinal cord stimulator trial evidently had been performed. He had a left shoulder MRI on 01/20/15 to be INSERTED. EMG was done on 01/23/15 to be INSERTED.
On 02/20/15, Dr. Jacoby performed a second surgery to be INSERTED. On 03/26/15, he was seen again by pain specialist Dr. Lee for bursitis of the shoulder. A corticosteroid injection was administered to it. He also received extensive pain management care from Dr. Rogers between 06/02/15 and 08/30/21. He treated the Petitioner with various pain modalities. As of his visit on 08/30/21, he offered the following diagnoses: complete traumatic transphalangeal amputation of the left index finger; complex regional pain syndrome type 1 of the left upper extremity; left arm pain; complete traumatic transphalangeal amputation of the finger; amputation of finger and thumb of the left hand; autonomic neuropathy; causalgia of the left upper extremity, fracture of the proximal phalanx of the digit of the left hand with routine healing, left shoulder pain; other chronic pain, and rotator cuff impingement of the left shoulder.

Mr. Leahey underwent a lumbar MRI on 07/28/15 to be INSERTED. On 07/30/15, he had a cervical spine MRI to be INSERTED. A thoracic spine MRI was done the same day.
On 08/10/15, Dr. Rogers performed percutaneous placement of temporary intrathecal catheter attempted to T1. The postoperative diagnosis was intractable left upper extremity neuropathic pain status post traumatic amputation of the left index finger. He had an epidural blood patch applied by Dr. Rogers on 08/13/15. The postoperative diagnosis was post-dural puncture headache with intractable cephalgia. On 09/28/15, Dr. Rogers performed percutaneous placement of a Flowonix intrathecal catheter for intrathecal trialing. The postoperative diagnosis was neuropathic pain in the left upper extremity due to a traumatic amputation of the left index finger. On 09/30/15, Dr. Rogers performed revision of the previously placed intrathecal catheter to an implanted intrathecal catheter connected to a subcutaneous port using fluoroscopic guidance. The postoperative diagnosis was neuropathic pain in the left index finger status post traumatic amputation. On 10/06/15, Dr. Rogers performed revision of the intrathecal catheter with implantation of Flowonix Prometra II programmable intrathecal pump delivery system under fluoroscopic guidance. Additional x-rays were performed to be INSERTED here. On 03/11/16, Dr. Rogers performed implantation of the Flowonix intrathecal catheter to the T2 vertebral level. He explanted the previously implanted catheter with connection of the new catheter to the existing Flowonix Intrathecal Delivery System.
He saw a psychologist named Dr. Ganley on 07/29/16. He reported multiple emotional symptoms. Several psychological tests were performed. This led Dr. Ganley to diagnose chronic posttraumatic stress disorder as well as adjustment disorder with depressed mood. He added Mr. Leahey was a fairly heavy weekend drinker when he was working, but does not appear to have drunk at a level that impaired his vocational functioning, caused problems in his personal life, or led to any legal difficulties. Since the accident, he curtailed his drinking markedly. He had used marijuana on a recreational basis prior to the accident. Since it occurred, he was using it to curb his pain. However, his previous pain doctor made him stop using it and his pain increased. Dr. Ganley concluded Mr. Leahey was in need of both psychotherapy and medication to treat his depression and posttraumatic stress disorder. He then did provide psychological treatment regularly through 04/13/17.

Mr. Leahey was seen at Virtua Emergency Room on 08/28/16 and was diagnosed with possible opiate withdrawal as well as insomnia. He did undergo a chest x-ray that showed no active pulmonary disease. He had cervical spine x-rays and abdominal x-rays, both to be INSERTED here.
Mr. Leahey also was seen by Dr. Nayar beginning 09/02/16. Much of his progress notes are handwritten or he noted by him circling or scribbling words on preprinted evaluation assessments. He was being referred for therapy by pain management. Treatment was given by this provider regularly over the next few years running through 09/20/21. At that juncture, he was to continue current medications. He also suggested Mr. Leahey call his attorney or a caseworker for transfer to a new physician since Dr. Nayar would be retiring in the following year.
On 04/19/17, Dr. Kwon performed a pain management evaluation. He noted the Petitioner’s course of treatment to date relative to the subject event. He reported difficulty with “everything” in terms of activities of daily living. History was also remarkable for a work-related accident in September 2013. This involved his left lower extremity and left him with no residuals. Dr. Kwon performed an exam and that will be INSERTED as marked from page 4. He also supplied photographs of the Petitioner’s left hand and upper extremity that are in black and white and with copying lack any reasonable amount of detail. Dr. Kwon’s overall assessment causally related to the 10/27/14 work incident was traumatic amputation of the left index finger, chronic pain to the left finger/upper extremity, neuropathic pain affecting the radial, sensory and digital nerves of the left hand. Mr. Leahey may also have a substance abuse disorder. It is not clear from the medical records whether the disorder is related to his 10/27/14 accident or is preexisting (as I noted earlier, this was a preexisting issue considering he was on Suboxone from the outset). Dr. Kwon concluded the claimant had reached maximum medical improvement and according to the 5th Edition of the AMA Guides had a class II moderate pain disorder with a 3% permanent partial disability secondary to the pain in the left upper extremity. He did not think work conditioning would be beneficial and Mr. Leahey had reached maximum medical improvement for interventional pain management.

Mr. Leahey presented himself to Virtua Emergency Room on 07/27/17 complaining of paresthesias of the lower extremities and left chest wall. He was admitted to the Telemetry Floor and neurological checks would be done every four hours. He had a history of chronic pain, anxiety and posttraumatic stress disorder as well as myocardial infarction according to the emergency room documentation. This occurred in 1990. He is currently not complaining of chest pain and his EKG was unremarkable. He then was admitted to the hospital. He did undergo a CAT scan of his head on 07/27/17 that was read as unremarkable. He had abdominal x-rays for a shunt that showed no x-ray evidence of mechanical failure of the thecal shunt. He had a CAT scan of the thoracic spine and lumbar spine the same day to be INSERTED here. He was discharged from the hospital on 07/29/17. His discharge medications included probiotic, Xanax, medical marijuana, Trileptal, trazodone, and Percocet. On 10/11/17, he came under the pain management care of Dr. Lee. He and his colleagues rendered treatment through 10/05/20. On 05/31/18, he also came under the pain management care of Dr. Corda. He had this evaluation on 05/31/18. He believes switching to subarachnoid narcotics although appropriate did not show effective pain relief and his tolerance at increasing amounts of fentanyl, subarachnoid show that this individual is not controlled on his pain methodology. The psychological evaluation and treatment, psychiatric evaluation and treatment and the pain management evaluation and treatment have all been appropriate and necessary for this severe injury. Relative to the AMA 5th Edition, he opined this individual will not get better and will not improve. All the methodologies put forth were palliative in nature. He was never going to return to full function. He believed Mr. Leahey did something that will address his neuropathic pain which is more on the line of medication such as gabapentin and Lyrica and possibly a spinal cord stimulator.

On 07/12/18, he had orthopedic evaluation by Dr. Kirschenbaum. His impression was chronic left shoulder impingement that he attributed to the subject event. He suggested subacromial corticosteroid injection for both diagnostic and therapeutic purposes. His motion is excellent throughout the left upper extremity and has no chronic findings of complex regional pain syndrome. The epicenter of his pain remains at the stump site where it does appear as though from a clinical point of view he continues to have neuromatous findings. On 10/11/18, Mr. Leahey initiated further care. On that visit, a corticosteroid injection was administered to the shoulder. On 11/15/18, he had started therapy, but then was switched to a home exercise program. On 01/30/19, he told Dr. Kirschenbaum he missed his last appointment since he was in a motor vehicle accident on 12/13/18 resulting in a back problem. Physical therapy was recommended for that, but he was in such bad pain that he did not attend. They did not give him any additional medications. Because he had an excellent response to the cortisone injection initially and it recurred, Dr. Kirschenbaum recommended a repeat MRI since the last one was about four years ago. He did undergo this left shoulder MRI on 03/15/19 to be INSERTED. He returned to Dr. Kirschenbaum on 03/22/19 and on 03/26/19 to review these results. Another corticosteroid injection was given. Dr. Kirschenbaum continued to see him all the way through 08/31/21 at which time he was four and a half months postoperative and feeling great. He was extremely pleased with his results. He was nontender and had good biceps strength. He was status post left biceps tenodesis and had reached maximum medical improvement. On 03/28/19, Dr. Rogers performed side port evaluation of the Flowonix intrathecal pump for diagnosis of complex regional pain syndrome with intrathecal pump delivery failure. On 04/11/19, Dr. Rogers performed implantation of intrathecal catheter with revision of intrathecal delivery system. On 04/19/19, he was seen at Inspira Hospital due to post-dural puncture headaches with intractable pain. On 04/25/19, Dr. Rogers gave an injection blood patch epidural.

On 06/11/19, Dr. Kirschenbaum performed left shoulder surgery, to be INSERTED here. Thoracic spine x-rays were done on 07/19/19 to be INSERTED. That same day, he had cervical spine x-rays to be INSERTED. Lumbar spine x-rays were also done, to be INSERTED.
On 09/12/19, Dr. Rogers performed insertion of intrathecal catheter side port evaluation for diagnosis of malfunction of intrathecal delivery system with intractable pain. On 10/10/19, he performed another evaluation of his intrathecal drug delivery pump. MRI of the left humerus was done on 03/02/21 at the referral of Dr. Kirschenbaum to be INSERTED. He had another surgery by Dr. Kirschenbaum on 04/21/21 involving reconstruction of the left biceps with tenodesis. The postoperative diagnosis was chronic rupture of the left proximal biceps. 
PHYSICAL EXAMINATION
GENERAL APPEARANCE: He states he has lost lots of weight. He appeared poorly nourished and deconditioned.
On the left distal medial forearm was a scar measuring 2.25 inches in length. On the right lower quadrant of the abdomen was a transverse scar. At the posterior aspect of the lumbar spine, there was soft tissue prominence. There was also healed oblique surgical scarring in the right posterior thorax that he attributed to removal of part of his lung in April due to cancer. There was a large subcutaneous pain pump in the right lower abdomen without a scar. It was not palpated? At the lumbosacral junction, he had a scar with extra soft tissue perhaps at the site of drainage for his surgery.
UPPER EXTREMITIES: Upper extremity inspection revealed amputation of the left index finger just distal to the MCP joint with 1.25 inch of remaining proximal phalanx. He had decreased skin turgor and a droopy left biceps. There were healed portal and open surgical scars at the left biceps management 2¼ inches in length. Passive left shoulder abduction was to 145 degrees, but motion was otherwise full in all individual and composite spheres. Motion of shoulders, elbows, wrists and fingers was otherwise full in all spheres without crepitus, tenderness, triggering or locking. He would not allow palpation of his left hand particularly the stump. Hand grasp and pinch grip could not be assessed. Elbow flexion and extension was 4+/5 on the left. Internal rotation of the shoulder was 5–/5. He did not want to perform resisted wrist flexion or extension. Strength of the remaining muscle groups of the upper extremities was intact at 5/5.
HANDS/WRISTS/ELBOWS: Tinel’s maneuver on the left wrist elicited paresthesias in the index finger, but were negative on the right. Soft touch sensation to the left arm elicited nerve pain to his hand and finger. 
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 10/27/14, William Leahey’s left index finger was caught in a machine that he was operating. This also torqued his left upper extremity. He had a degloving injury to the index finger. He was seen at Cooper Hospital Emergency Room and then presented himself to Jefferson Hospital Emergency Room. He underwent numerous diagnostic studies and on 10/28/14 underwent the first of several surgeries. He was seen by Dr. Jacoby and then later by other specialists. His major surgeries will be INSERTED here (not the checks or adjustments on his intrathecal pump).
There is 10% permanent partial disability referable to the statutory left hand. This is for the orthopedic and neurologic residuals of amputation of the left index finger complicated by likely complex regional pain syndrome. There is 0% permanent partial total disability at the statutory shoulder or arm. I may separate the ratings for his index finger and hand.
