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Dictation Time Length: 16:49
November 17, 2022

RE:
Karen Wenner
History of Accident/Illness and Treatment: Karen Wenner is a 75-year-old woman who reports she was injured at work on 09/10/14 when she fell. As a result, she believes she injured her back, neck, right wrist, shoulder and right knee, and was seen at Urgent Care the same day. She had further evaluation and treatment including surgery to repair a torn meniscus in the right knee. More recently, she has accepted cortisone injections from Dr. Zuck. Ms. Wenner admits to previously injuring her back 20 to 30 years ago, treated with physical therapy. She denies any subsequent injuries to the involved areas.

The Petitioner was previously seen by Dr. McClure on 09/10/18. He summarized her early contemporaneous course of treatment to that point. He ascertained she was carrying two to three charts, stood up from her chair and her foot got caught in the middle of a heavy bag of drugs that had been placed on the floor near her chair. She went flying and landed on her right hand and right knee, then her left hand and left knee, then flat on the floor. She was seen at urgent care and then came under the orthopedic care of Dr. Zuck. He performed a corticosteroid injection to the right knee and ordered MRI studies of the right knee and spine. She also offered symptoms involving the low back and left wrist at that time. On 11/24/14, Dr. Zuck documented Ms. Wenner was also under the care of Dr. Qadir who had previously performed epidural steroid injections, opioids, and pain medications prior to the incident in question. With respect to the right knee MRI findings from August 2016, there was degenerative tear at the tip of the lateral meniscus with signal changes in the medial meniscus posterior horn. Dr. Zuck then performed surgery on the knee involving partial medial and lateral meniscectomy, chondroplasty of the patella and chondroplasty of the medial femoral condyle. The postoperative diagnoses were tear of the medial and lateral menisci with a grade III chondral lesion of the patella as well as a grade III chondral lesion in the medial femoral condyle. She followed up postoperatively and her right knee pain improved.

She did undergo various MRIs that will be INSERTED as marked from his report. After evaluation, Dr. McClure offered assessments of permanency to various body parts that will also be INSERTED as marked. She told him she had missed four years of work due to this accident.

On 11/05/18, she received an Order Approving Settlement to be INSERTED here. She then reopened her claim on 09/03/19. She supplied answers to reopener interrogatories as well. She indicated she was achieving social security retirement benefits. She claimed her neck, low back and right hand conditions had gotten progressively worse.

Additional records show at the referral of Dr. Zuck she had a cervical spine MRI on 04/03/20, compared to a study of 11/12/14, to be INSERTED. That same day, she had a lumbar MRI compared to an earlier study of 11/12/14, to be INSERTED. She also had an MRI of the right knee to be INSERTED.
On 04/13/20, she returned to Dr. Zuck to review these results. Her subjective complaints were essentially unchanged. He performed a thorough orthopedic evaluation and diagnosed a sprain of the right wrist and hand, sprain of the cervical spine, sprain of the lumbar spine, contusion of right knee, and tear of the lateral meniscus at the right knee. They elected to pursue a corticosteroid injection that day to the knee. She was also placed in a wrist cock-up brace. He concluded that relative to the cervical spine her condition was stable and non-progressive. No further treatment was recommended other than a daily home exercise program of stretching and walking. She should avoid activities which aggravate her spinal symptoms. With regard to the right wrist, there is absence of any positive clinical findings lending to the need for further testing and treatment. A wrist brace was recommended for use nightly and this has been provided. A repeat MRI of the right knee was done. He wrote no further diagnostic testing was medically indicated for the injuries sustained on 09/10/14. He prognosticated viscosupplementation injections in the knee might be beneficial.

Ms. Wenner continued to see Dr. Zuck over the ensuing months through 12/02/20 when she received second of her fourth Orthovisc injections. The fourth such injection was given on 12/16/20.

The next visit with Dr. Zuck is a need-for-treatment evaluation on 12/22/21. He concluded that further treatment is medically indicated and causally related to the work injury of 09/10/14. More specifically, this would involve viscosupplementation injections to the knee. No further treatment was recommended for the wrist. She was also seen on 02/22/21 by neurosurgeon Dr. Delasotta. He gave diagnoses of cervical and lumbar radiculopathy. He wrote there was no surgical procedure for the cervical or lumbar spine that will address her diffuse pain. She does have progression of findings in the cervical spine at C6-C7 with compression of the cord. There is an indication for surgery on the cervical spine to prevent neurologic deterioration due to cord compression. The patient was already on significant narcotic medications so he did not feel further treatment from pain management would be beneficial. She was at maximum medical improvement for her lumbar spine. If she did not choose to proceed with cervical spine surgery, she would be at maximum medical improvement from a neurosurgical perspective. On 05/10/21, she returned to Dr. Delasotta. He learned she also had facet injections and radiofrequency ablation by Dr. Jacobson which helped somewhat. He noted her more recent MRI studies. At that time, they agreed to pursue anterior cervical discectomy at C6-C7 with instrumented arthrodesis. However, at follow-up on 08/04/21, she expressed how she was apprehensive about proceeding with the surgery. Accordingly, another course of therapy was ordered after which she was to return in follow-up. He monitored her progress through 07/06/22. She was not ready to consider surgery as she is feeling better and had other medical conditions. She would need to be weaned from narcotics by Dr. Qadir prior to the consideration of surgery. She was deemed to have reached maximum medical improvement from a neurosurgical perspective.

On 05/22/21, she had a cervical MRI compared to a study of 04/03/20, to be INSERTED here. She did undergo Orthovisc injections with Dr. Zuck from 03/21/22 through 04/12/22. She saw him through 06/22/22. At that visit, he found grade 1+ valgus stress at the right knee. She was diagnosed with primary osteoarthritis of the right knee, impingement syndrome of the right shoulder, acute bursitis of the right shoulder, and right wrist pain. She remained on several medications including MS Contin. He advised continued use of a right wrist brace and Motrin or Tylenol as needed for pain control.
PHYSICAL EXAMINATION
GENERAL APPEARANCE: The examinee was hard of hearing. She stated recently she noticed tingling and numbness in the right arm that wakes her up in the morning.
UPPER EXTREMITIES: Inspection of the upper extremities revealed no bony or soft tissue abnormalities. Inspection revealed swelling of the right ring finger and left long finger PIP joints. There were no scars, atrophy or effusions. Skin was normal in color, turgor, and temperature. There was guarded range of motion about both shoulders. Abduction right was 105 degrees and left 90 degrees, flexion right 75 degrees and left to 90 degrees, external rotation right 65 degrees and left to 75 degrees, and left internal rotation to 75 degrees. Right internal rotation as well as adduction and extension were full bilaterally without crepitus or tenderness. Combined active extension with internal rotation on the left was to L3, but was full on the right. Bilateral wrist extension was limited to 45 degrees with crepitus on the left. Motion of the wrists, elbows, and fingers was otherwise full in all spheres without crepitus, tenderness, triggering, or locking. She had difficulty accomplishing pinch grasp on the left. 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 pinch grip, but was otherwise 5/5. There was no significant tenderness with palpation of either upper extremity. 

We did not do provocative maneuvers at the wrists.

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 healed portal scars about the right knee. There was swelling of the left knee that she recently noticed. There were venostasis skin changes bilaterally. Skin was otherwise 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.

CERVICAL SPINE: Inspection of the cervical spine revealed normal posture and lordotic curve with no apparent scars. Active flexion was 20 degrees, extension 0 degrees, bilateral side bending 25 degrees, rotation right 45 degrees and left 40 degrees. There was no palpable spasm or tenderness of the paracervical or trapezius musculature nor was there any in the midline overlying the spinous processes. Spurling’s maneuver was negative.

THORACIC SPINE: Normal macro

LUMBOSACRAL SPINE: She ambulated using a cane in her left hand with a limp on the right. She was able to stand on her heels and toes with support. She changed positions extremely slowly and was able to squat to 15 degrees. Inspection of the lumbosacral spine revealed normal posture and lordotic curve with no apparent scars. She sat comfortably at 90 degrees lumbar flexion, but actively flexed to 30 degrees and side bent right to 20 degrees. Left side bending, bilateral rotation, and extension were accomplished fully in all spheres without discomfort. There was no palpable spasm or tenderness of the paralumbar musculature, sacroiliac joints, sciatic notches, iliac crests, greater trochanters, 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 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.

On 09/10/14, Karen Wenner tripped and fell while at work injuring multiple body parts. She was seen at urgent care. She also saw various providers and underwent several radiographic studies. Her early course of treatment was summarized by Dr. McClure on 09/10/18. She received an Order Approving Settlement on 11/05/18. After reopening her case, she had a reevaluation with Dr. Zuck and a need-for-treatment exam by Dr. Delasotta. They had her undergo repeat diagnostic studies. Orthovisc injections were administered to the right knee. She and Dr. Delasotta agreed to pursue cervical spine surgery, but eventually she declined.

The current exam found she had guarded range of motion about both shoulders. Bilateral wrist extension was mildly limited. There was swelling of the left knee of recent onset. Provocative maneuvers about the knees were negative. She had decreased active range of motion of the cervical spine and lumbar spine. However, provocative maneuvers there were negative for clinically significant disc pathology, spinal stenosis, radiculopathy, or facet arthropathy.
This case will likely represent the same amount of permanency estimated by Dr. McClure, but may be adjusted based upon her recent studies. I will also opine as to whether this is attributable to the original event.
