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Dictation Time Length: 12:41
November 28, 2022
RE:
Shawn Casey

History of Accident/Illness and Treatment: Shawn Casey is a 48-year-old male who reports he was injured at work on 10/11/21. At that time, he slipped on stairs and fell, banging his neck, head and back. He immediately stood up and had no loss of consciousness. He presented to urgent care the same day. With this and subsequent evaluation, he understands that he sustained a herniated disc and nerve damage in his neck. He did not undergo any injections or surgery. He also did not have electrodiagnostic testing.

Per the records supplied, Mr. Casey filed a Claim Petition alleging on 10/11/21 while performing inspection, exiting a trailer, he slipped. His legs went in the air and he landed on steel steps directly on his neck. Treatment records show he was seen at Meridian Occupational Health on 10/11/21. He presented with concerns about his lower back and head. That morning, he was exiting a trailer when he slipped and fell to the ground. He landed on his back and when getting up his back side of the head. He did not have loss of consciousness, dizziness, or blurred vision. He does have a headache and had pain in the lumbar area and coccyx. He had no prior history of issues with the lower back. He did not offer complaints involving the cervical spine. He was examined and diagnosed with head contusion, unspecified lower back injury, and abrasion of the lower back and pelvis. He was prescribed naproxen and activity limitations were advised. He had a cervical spine MRI on 10/23/21 to be INSERTED here. He first brought up neck complaints on the visit of 10/21/21. His lower back felt much better and his head felt much better. His neck especially the right side is becoming more tense and painful. It radiated from the right side of his neck to the shoulder. It prevented him from turning his head and the pain goes down his right shoulder. He then underwent the aforementioned MRI.

On 11/05/21, Mr. Casey was seen orthopedically by Dr. Gonzalez. He complained of neck pain and muscle spasms. He had not participated in physical therapy yet. Dr. Gonzalez noted the results of the cervical spine MRI and rendered the following diagnoses: cervical sprain status post occupational fall, central disc herniations at C4-C5 and C5-C6, cervical muscle spasm, no evidence of cervical radiculopathy or myelopathy. He recommended initiation therapy and some medication changes. He followed up with Dr. Gonzalez through 01/17/22. He had completed four weeks of physical therapy, but remained symptomatic and had not returned to work. He had been cleared for sedentary duty, but has not worked in any capacity. He did not feel he could return to work in his prior capacity. He is not interested in epidural injections or surgery. Dr. Gonzalez opined he did not feel these were good options for him based upon his MRI findings. He did recommend a functional capacity evaluation. He deemed the Petitioner had reached maximum medical improvement.

He underwent a second opinion evaluation with Dr. Nguyen. He performed x-rays in the office that showed loss of the normal cervical lordosis, but no fractures. He rendered a diagnosis of cervical strain, noting Mr. Casey had not brought the MRI with him. He wanted to review that study and opined he had not yet reached maximum medical improvement. He saw Dr. Nguyen again on 03/01/22 when his MRI was reviewed. He thought there was a C4-C5 herniated disc that had not improved despite therapy. He recommended pain management consult for epidural injection.
This took place with Dr. Daknis on 03/16/22. He recommended cervical epidural steroid injection at the C7-T1 segment. On 03/22/22, he returned to Dr. Nguyen, but had not yet undergone that injection. He ordered additional physical therapy. He continued to see Dr. Nguyen and Dr. Daknis. As of Dr. Nguyen’s last visit of 06/28/22, they were going to hold off on all interventional treatments. Mr. Casey had concerns surrounding the health of his wife. Dr. Daknis deemed he had reached maximum medical improvement as he had opted not to proceed forward with treatment. The clinical visit prior to that was on 05/31/22. He still had neck pain with radiation to the left arm and numbness and tingling in the left hand.

PHYSICAL EXAMINATION

HEAD/EYES/EARS/NOSE/THROAT: Normal macro
NEUROLOGIC: Normal macro
UPPER EXTREMITIES: Inspection of the upper extremities revealed no bony or soft tissue abnormalities. There was callus formation on his hands. There were no scars, swelling, atrophy or effusions. Skin was normal in color, turgor, and temperature. Left shoulder motion was full in all spheres except abduction to 150 degrees. 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 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: Normal macro
LOWER EXTREMITIES: Normal macro
CERVICAL SPINE: Inspection of the cervical spine revealed normal posture and lordotic curve. There was swelling of the left posterior neck in a transverse orientation, but no apparent scars. Active flexion was to 40 degrees, extension 50 degrees, bilateral rotation 30 degrees, sidebending right 15 degrees and left to 25 degrees. When distracted, he had improved range of motion. There was tenderness at the left paracervical musculature in the lower region in the absence of spasm, but there was none on the right. 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 elicited radicular complaints.
THORACIC SPINE: Normal macro
LUMBOSACRAL SPINE: Normal macro
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 10/11/21, Shawn Casey slipped at work and fell backwards. He did not experience loss of consciousness. He was seen at Meridian Occupational Health the same day and was initiated on conservative care. He remained symptomatic and had a cervical MRI on 10/23/21 to INSERT here.
He was then seen orthopedically by Dr. Gonzalez who recommended therapy and some medication adjustments. Since Mr. Casey remained symptomatic, he suggested consideration for an epidural injection. (That injection recommendation may have come from Dr. Nguyen). He also saw Dr. Nguyen beginning 02/08/22. Ongoing conservative care was rendered. He was referred to Dr. Daknis for cervical epidural injection which he never completed. He did not undergo an EMG. He backed out of treatment with Dr. Nguyen due to issues with his wife’s health.

He is neurologically intact. He had slightly decreased range of motion about the left shoulder. There was callus formation on the hands consistent with ongoing physically rigorous manual activities. Provocative maneuvers at the hands, wrists and elbows were negative for compression neuropathy or internal derangement. He had variable mobility about the cervical spine and Spurling’s maneuver was positive. He had full range of motion of the thoracic and lumbar spine where provocative maneuvers were negative for clinically significant disc pathology, spinal stenosis, radiculopathy, or facet arthropathy.

This case represents 3.5% permanent partial total disability referable to the cervical spine. I will explore if some if not all of this is preexisting. He has not worked since the subject event. There is 0% permanent partial or total disability referable to the low back, hands, or head.
