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Dictation Time Length: 36:20
November 12, 2022

RE:
Wilma Keitt
History of Accident/Illness and Treatment: Wilma Keitt is a 63-year-old woman who reports she was injured acutely at work on 01/29/19. She was sitting at her desk and her left arm simply stopped working. She could not do anything and her boss sent her to MedExpress. She was seen at that facility the same day believing she injured her neck, shoulder and arm. She had further evaluation leading to a diagnosis of severe neuropathy at seven discs in her neck. Two-level surgery was proposed, but had to be put on hold due to the pandemic. She did not ultimately pursue surgical intervention. She continues to receive treatment by way of pain management from North American Spine. She denies any previous injuries or problems to the involved areas. However, she states after it occurred she has been having balance problems, falling, depression, and hand problems. She fell in the bathtub in September 2019 and on a ship in 2020. She continues to receive treatment from North American Spine.

The following will be added to the summary already done: According to her Claim Petition, Wilma Keitt alleges on 01/29/19 the repetitive duties of her job caused permanent injuries to her neck, left shoulder, and left arm. This was submitted on 10/30/19. She supplied answers to occupational interrogatories alleging she worked for the insured from September 2002 through 01/29/19. She was a record support technician. Her job included but was not limited to repetitive typing on a computer keyboard, using a computer mouse, and lifting and moving files. She would do this all day every day. She reported this on 01/29/19 to her supervisor Chris Vetter.

Treatment records show she had been under the care of various practitioners since as early as 11/04/14. On that occasion, she was seen by Cooper Cardiology with a chief complaint of hyperlipidemia. She also suffered from mitral regurgitation. On 01/13/15, she presented to Virtua Emergency Room. She complained of pain, tenderness, and the left leg injury after falling from a height of less than 3 feet, down one stairs, onto a hard surface landing on her left leg. She was evaluated including a venous Doppler ultrasound that showed no deep vein thrombosis in the left lower extremity. She also had various x-rays of the hip that showed no fracture, dislocations, degenerative joint disease, or effusion. She was then treated and released with diagnoses of trochanteric bursitis as well as hip pain. On 02/02/15, she underwent x-rays of left elbow that were read as unremarkable. These were done due to a history of “fall.” That same day, on 02/02/15, she had x-rays of the left knee after a fall that showed osteoarthritic changes, but no fractures. She was seen orthopedically on 06/05/15 by Dr. Bowers for her knee symptoms. She reported no relief with the corticosteroid injections, land based or aquatic therapy. She actually had significant pain in both knees, worse on the right, with occasional giving way. She asked about an MRI. She was referred for bilateral knee MRIs. On 06/23/15, Dr. Bowers wrote they confirmed osteoarthritis most severe in the patellofemoral articulation. Notably, there was no meniscal or ligamentous tear. She was diagnosed with degenerative arthritis of the knee and was initiated on a course of Monovisc injections and Norco. Ongoing care with Dr. Bowers was rendered through 07/20/16. Lumbar spine x-rays showed significant disc space narrowing at L5-S1 but normal lordosis. There was no evidence of spondylolisthesis or fractures. X-rays of the right knee confirmed her known moderate osteoarthritis. History was remarkable for 2001 foot surgery, 1999 back surgery, 1980 hernia surgery, and 1974 tonsil surgery.
On 04/09/16, she was seen at Virtua Emergency Room complaining of a headache for one month on the left frontal area. She also had multiple elevated blood pressure readings. She has just been given a prescription for medication, but had not yet started it. She underwent CAT scan of her head that was actually compared to a study of 03/17/10. There was no intracranial hemorrhage or other signs of acute abnormalities. She was diagnosed with headache and hypertension for which she was treated and released.

On 04/19/16, she was seen by a rheumatologist named Dr. Feinstein at the referral of primary care physician Dr. Dorfner. On that occasion, he performed an ultrasound of the right hip. He stated this was for degenerative joint disease with a successful ultrasound-guided corticosteroid injection.

On 10/04/16, she was seen by a pain specialist named Dr. Kim. She complained of pain in the right knee, hip, and leg for six months with no injury or trauma. She also has pain in the lower back for 20 years. Her daughter-in-law and sister-in-law recently died. After evaluation, Dr. Kim diagnosed myofascial pain, low back pain, pain in the limb, and muscle spasm. He thought there was an element of radiculopathy/nerve injury as well as a stress component, muscular component, and postural issues. He recommended trigger point injections, compression massage, and manual therapy. On 03/13/17, the Petitioner was seen by Dr. Mirson for an annual physical evaluation. She was referred to gynecology. Her colonoscopy and mammogram were up-to-date. General medical problems included seasonal allergic rhinitis, hyperlipidemia, primary osteoarthritis of the right hip, uncomplicated asthma, essential hypertension for which she was to continue medications, obesity, thalassemia trait, and primary insomnia. She was going to return in two months. Medication of hydrocodone with acetaminophen was discontinued. On 10/24/17, she was seen for hypertension. Follow-up here was rendered over the ensuing months through 02/25/19. Review of systems was remarkable for neck pain with radiation to the right upper extremity. She had tenderness at the cervical spine. There was a scar at the right hip. She was referred for various laboratory studies and was also diagnosed with iron deficiency anemia and hypercholesterolemia. This was well before the subject event. On 07/12/19, she saw Dr. Mirson again for left arm pain, swelling, numbness and tingling in the fingers. She continues to have neck pain with radiation to the right lower extremity as well as numbness and tingling in the right arm and hand status post a steroid injection the last of which was about two weeks ago. She was gradually developing left upper extremity swelling over the left carpal tunnel. There was no description of precipitating activities or any that occurred at work. She was diagnosed with primary cervical neuropathy for which she was to follow up with the pain center. Her last steroid injection was on 06/28/19. The plan was to give her vitamin B12 again on 07/12/19. She was also prescribed Tylenol with Codeine No.3. For the left arm swelling, she related this had been present for a couple of months and was getting worse. There were no palpable axillary lymph nodes. She was referred for laboratory studies and bilateral mammogram.

On the visit with Dr. Mirson, there was no description of any work-related trauma or precipitating activities even though this was several months after the supposed onset of her symptoms reported at work on 01/29/19. On 02/16/17, x-rays of the right hip showed advanced osteoarthritis. On 03/29/17, she was seen orthopedically by Dr. Klingenstein for back pain. She had a long history of right-sided hip pain diagnosed as arthritis two to three years ago. She was advised for hip replacement last year, but wanted to hold off on it as much as possible. However, it was getting to the point where she had difficulty getting socks and shoes on to her right foot nor was she able to exercise any more. She has already lost 50 pounds over the last two years in preparation to get herself into shape for surgery. History was also remarkable for lumbar discectomy and umbilical herniorrhaphy. Dr. Klingenstein reviewed x-rays of the right hip that showed concentric joint space loss with complete loss of articular cartilage. She has large osteophyte formation as well as subchondral sclerosis in the right hip. She evidently submitted to right total hip replacement on 06/05/17 to be INSERTED here. A CAT scan of the hips was done on 05/05/17. It showed osteoarthrosis of the hips, severe on the right and mild on the left. She followed up postoperatively with Dr. Klingenstein and his colleagues over the ensuing months. On 07/21/17, Dr. Klingenstein wrote her recovery is slower than most other patients her age. She was going to continue physical therapy. She requested going back to work in November (this speaks to her trying to obtain secondary gain and directing of her medical care). She was seen again for her one-year postoperative follow-up on 06/05/18.
On 02/04/19, she was seen in the same group by a nurse practitioner named Ms. Thornton. She complained of neck pain going down her left arm into the hand causing numbness. She was diagnosed with cervical radiculopathy and cervical spondylosis with radiculopathy. She was referred for a cervical spine MRI. Ms. Thornton also reviewed x-rays of the cervical spine from 01/29/19 taken outside facility. There was evidence of multilevel degeneration worse at C5-C6 and C6-C7 with anterior bone spur formation. There was multilevel disc space narrowing, but no evidence of any instability or spondylolisthesis. On 02/21/19, she was seen by Dr. Greenleaf to review her MRI results. This showed a small herniated disc on the left at C6-C7 causing a little bit of foraminal stenosis, but no canal compromise (nothing worrisome). She returned on 03/21/19 and saw Dr. Patil for her neck pain. She had acute on chronic left-sided neck pain and radiating arm pain that was longstanding but got worse over the last few months. She brought in her MRI that revealed left-sided herniation at C5-C6 and C6-C7. She saw Dr. Greenleaf who recommended pain management along with physical therapy. Dr. Patil then arranged to perform such injections. She had been taking gabapentin, but had to stop because of side effects. From the 03/21/19 visit with Dr. Patil, she denies any recent falls or injuries. On 05/10/19, she was seen by Dr. Ropiak also in the same group. She stated this had been present for six to seven months. She denies any injuries or traumas. She has been reaching above shoulder height, behind her back, across her body and putting on a jacket. She had numbness in her shoulder. X-rays of the shoulder from 01/29/19 demonstrated degenerative changes of both the undersurface of the acromion, AC joint, and greater tuberosity as well as some degenerative spurring of the inferior humeral head, all consistent with glenohumeral arthritis and possible rotator cuff degenerative joint disease. He kept her out of work for six weeks for a diagnosis of adhesive capsulitis, primary osteoarthritis, arthrosis of the left acromioclavicular joint, and rotator cuff syndrome of the left shoulder. A corticosteroid injection was given to the shoulder. She continued to see the practitioners in this group running through 09/16/19 when she saw Dr. Greenleaf. He noted MRI of the cervical and brachial plexus were benign. However, in the cervical spine at C6-C7 was a diffuse disc bulge without any significant central stenosis. There was mild to moderate left-sided foraminal stenosis. She continues to complain about diffuse shoulder pain and hyperalgesia. She has a lot of trouble moving this around. She did have an injection that did not really help. Dr. Greenleaf deemed she had no surgical indications. However, at work, she has to use her left arm frequently for manipulating items and she states she cannot go back at this point. He wrote that she may need disability through her family doctor. She also needs chronic pain management.

Additional earlier records show she underwent CAT scan of the hips on 05/05/17. It showed osteoarthritis severe on the right and mild on the left. She presented to Virtua Emergency Room on 06/19/17 and was diagnosed with pleuritic chest pain. A ventilation-perfusion scan was done. However, the CTA of the chest exam was not performed. Chest x-ray was also done. On 09/30/18, she did have x-rays of the left shoulder that showed left shoulder and humerus, elbow, forearm and hand as well as x-rays of the right hip, femur and right knee. They showed no acute fractures or dislocations. There was mild multi-joint osteoarthropathy.
She did go to MedExpress on 01/29/19 and was seen by Dr. Torrente as noted in the summary already done; that will be picked up from there. She did have cervical spine MRI on 02/07/19 to be INSERTED. She also had an ultrasound of the left upper extremity that showed no deep vein thrombosis. She did have further treatment and testing also as noted in the summary report already done.

She later underwent a cervical spine MRI on 08/14/19 to be INSERTED. On 09/04/19, she had the MRI of the brachial plexus that was already done and to be INSERTED. On 03/02/20, she came under the Spine Surgical Care of Dr. Atlas. That was also summarized in the earlier section. On 06/16/20, she came under the pain management care of Dr. Rastogi in follow-up. She was treated with various pain modalities over the next several months and years through 12/26/21. She had a history of left-sided body pain that began over one year ago. She had various treatments including surgery, nerve blocks, physical therapy, exercise, chiropractic, etc. She was given diagnoses of cervical degenerative disc disease, cervical facet arthropathy, cervical herniated nucleus pulposus, cervical radiculopathy, chronic pain syndrome, myofascial pain syndrome, osteoarthritis, and neuropathic pain. On 02/10/20, she had lumbar spine x-rays after a fall on 01/25/20. It showed degenerative spondylosis of the lumbar spine worst at L5-S1. That same day, she had x-rays of the left hip that showed an intact pelvis with mild left hip degenerative joint disease. There was also right hip prosthesis. Also, on 02/10/20, she had x-rays of the left knee identifying moderate degenerative joint disease with chondrocalcinosis. On 07/08/20, she had cervical spine x-rays that showed mild degenerative changes that had worsened since the study of 02/21/11. There was multilevel ventral osteophyte formation. On 07/08/20, at Dr. Atlas’ referral, she did have an updated cervical spine MRI to be INSERTED if not already included.
PHYSICAL EXAMINATION

GENERAL: She became emotional talking about her symptoms and her inability to do things like cook, play with her grandchildren, clean, or go out. She admitted to having right elbow surgery when she was 4 to 5 years old. 
UPPER EXTREMITIES: She would not cooperate fully with examination of the upper extremities. Left shoulder abduction was initially declined as was external rotation due to fear of pain. At the outset, she had active left shoulder abduction to 130 degrees. There was guarded flexion to 145 degrees. She did have full left shoulder extension and internal rotation. Right elbow extension lagged 10 degrees. Motion of the shoulders, elbows, wrists and fingers was otherwise full in all spheres without crepitus, tenderness, triggering or locking. She had mild tenderness to the left mid biceps, but there was none on the right.
SHOULDERS: She declined provocative maneuvers at the shoulders due to fear of pain. 
HANDS/WRISTS/ELBOWS: Phalen’s elicited paresthesias in the left hand. Finkelstein’s maneuver on the left elicited tenderness. These maneuvers were negative on the right. Tinel's, Adson's, Watson, Grind, and Middle finger extension tests were negative bilaterally for instability, compression neuropathy, or vascular anomalies. Tinel's signs at the radial tunnel and Guyon's canal were negative bilaterally for compression neuropathy. There was no laxity with manual pressure applied at the elbows or fingers. Resisted pronation/supination at the elbows did not elicit symptoms. 
LOWER EXTREMITIES: No direct exam of the lower extremities was performed. She demonstrated inability to adduct her small finger fully.

CERVICAL SPINE: Inspection of the cervical spine revealed normal posture and lordotic curve with no apparent scars. Active flexion was to 45 degrees, extension 30 degrees, rotation right 45 degrees and left to 55 degrees with side bending right 45 degrees and left 30 degrees. She was tender in the left suboccipital musculature in the absence of spasm, but there was none on the right or in the midline. 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 no palpable spasm or tenderness of the parathoracic or interscapular musculature. There was no tenderness over the bony prominences of the scapulae or spinous processes. There was no winging of the scapulae.

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.

Wilma Keitt alleges an injury occurred on 01/29/19 as well although it was not reported until 10/07/19. This claim was denied. She also filed an allegation for an occupational claim running from September 2002 through 01/29/19. That claim was also denied by the carrier. She underwent an extensive course of treatment and diagnostic workup with various specialists. Please double check if she did undergo cervical spine surgery.
The Petitioner had a long history of musculoskeletal symptoms without precipitating injury or work activities. These were quite widespread. She had previously undergone surgery on her right hip. She ultimately had pain management. She clearly has system-wide degenerative changes consistent with her age. Her normal work tasks for the insured even over several years would not have caused, permanently aggravated or accelerated these conditions to a material degree. She did also have some traumatic injuries when she fell in the bathtub in September 2019 and then in a ship in 2020. She does relate undergoing surgery on the right hip, the back, and the toes on the right. Despite remaining out of work for the last several years, she reports her symptoms are worse and staying the same. This is dispositive for an occupational etiology. She had also been using hydrocodone regularly before she asserted her symptoms were related to work. She also relates using various durable medical equipment items and assistive devices for ambulation and motion. However, none of these devices were with her at the current evaluation. She did ambulate with a physiologic gait with no limp or footdrop. She did not utilize a hand-held assistive device for ambulation.

I will offer permanency without regard to cause possibly including her cervical spine, left shoulder, and arm. We will need to take into account whether she indeed had cervical spine surgery, but at this point it does not seem like she did. She appears to be more functional than she would otherwise portray.
