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Dictation Time Length: 16:39
December 11, 2022
RE:
Yvonne Trotto

History of Accident/Illness and Treatment: As you know, I previously evaluated Ms. Trotto as described in my report of 02/01/16. She is now a 59-year-old woman who again reports she was injured in an automobile accident on 07/14/10. As a result, she believes she injured her back and went to Robert Wood Johnson Emergency Room. She had further evaluation, but declined providing her understanding of her final diagnosis. She did not undergo any surgery and is no longer receiving any active treatment. She states that she declined implantation of a stimulator. She denies any previous or subsequent injuries or problems to the involved areas.

Per the records supplied, she received an Order Approving Settlement on 03/21/17 to be INSERTED. She then applied for modification of that award. She had a CAT scan of the abdomen previously on 04/23/13, but it is such a poor copy it is illegible. I will not incorporate what is listed regarding 2013 GI studies and progress notes.

Additional records show Ms. Trotto was seen by Dr. Shah on 03/30/16 complaining of back and neck pain. They were present on a daily basis and affecting her quality of life in a detrimental manner. He noted she had undergone significant cervical spine surgery on 11/02/12. He diagnosed traumatic rupture of the lumbar intervertebral disc as well as cervicalgia. He indicated she was ultimately going to require surgical intervention in the form of an L5-S1 decompression and fusion. The other areas of the spine had some age‑appropriate conditions that were aggravated as well. She was going to consider her surgical options and return with her decision. She did return on 06/22/16 and did not convey any decision that she may have made. She was referred for new MRI studies of both the cervical and lumbar spine.
These studies were done on 04/30/19 and 10/06/19, both to be INSERTED. On 04/18/18, she saw Dr. Shah again and he again recommended continuing treatment. He also wrote undated correspondence to Mr. Daniel Chase relative to her injuries and their impact on her.

She did undergo a pain management evaluation by Dr. Yanow on 01/28/19. She noted lumbar MRI from 2014 showed multilevel disc degeneration. She underwent a cervical fusion in 2012 and reports excellent relief of her neck pain postoperatively. However, she still had low back pain despite epidurals, facet injections and discograms and had been deemed not a candidate for any type of spinal surgery. She was specifically referred to Dr. Yanow for consideration of a spinal cord stimulator trial. She diagnosed lumbar discogenic pain and explained the stimulator trial. On 04/01/19, the Petitioner’s questions were answered to her satisfaction. She wanted some additional time to consider whether or not she would like to proceed with the trial. It is evident that she did not pursue that.

She was seen on 12/27/19 by podiatrist Dr. Ricketti. She complained of a lump on the inside left posterior heel that was present for six months. She had no history of trauma. She does have severe degenerative arthritis of the back and neck for which she had multiple surgeries since the prior motor vehicle accident. She had screws and plates in her neck and back. X-rays showed a left posterior calcaneal spur and Haglund’s deformity with no signs of fracture. Dr. Ricketti gave a diagnosis of left Haglund’s deformity with mitral annular bursitis for which he offered treatment recommendations. On 01/07/20, she had an ultrasound of the kidneys that showed no renal calculi or hydronephrosis. There was cholelithiasis, but no visible renal masses.
On 07/06/20, she had flexion and extension x-rays of the cervical spine, to be INSERTED. On 07/13/20, she was seen by her family physician Dr. Patniak. He noted the numerous medications she was receiving from various providers. His assessment was urinary tract infection for which the plan was to prescribe Bactrim.

On 08/21/10, at the referral of Dr. Patniak, she had lumbar spine x-rays that showed intervertebral disc space narrowing at nearly every level. There was minimal retrolisthesis of L1 on L2 and L2 on L3, likely on a degenerative basis. She had sclerotic vertebral endplate changes most pronounced at L5-S1 with anterior osteophyte formation. Facet hypertrophy was not excluded at L5-S1. There was no spondylolysis on oblique projections.
The Petitioner presented herself to Capital Health Emergency Room on 08/24/20. She complained of low back pain for the past week. She saw her primary care doctor who was concerned for kidney stone for which she had an ultrasound and x-rays. She did not have the CAT scan that was recommended. She was evaluated including a CAT scan of the abdomen and pelvis, to be INSERTED here. Ultimately, she was treated and released with a diagnosis of unspecified dorsalgia and unspecified abdominal pain.

On 01/22/21, she was seen by Dr. Costanzo for cardiology assessment. On 02/10/21, she was seen by Dr. Eisengart status post robotic cholecystectomy on 01/28/21. He noted her laboratory studies and medication she was taking. Diagnoses included chronic cholecystitis and cholelithiasis.

PHYSICAL EXAMINATION

GENERAL APPEARANCE: She had a spray tan on her skin. She expressed that she has dementia that has not been diagnosed. She asked for her husband to be present for this reason, but she was evaluated in the presence of a same gender medical chaperone. This suggests some deliberate behavior to be uncooperative.

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. She had guarded range of motion of both shoulders with flexion to 90 degrees and abduction to 75 degrees. Right external rotation was to 70 degrees and guarded. Motion was otherwise full in all independent spheres. Active range of motion was increased. Motion of the 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. 
LOWER EXTREMITIES: Inspection revealed bunions bilaterally. There was no leg length discrepancy with the examinee supine, as measured at the medial malleoli. There were no scars, swelling, atrophy, or effusions. Skin was normal in color, turgor, and temperature. There was guarded range of motion about both hips with flexion to 70 degrees, internal and external rotation to 35 degrees. Abduction and adduction were full. Motion of the knees and ankles was full in all planes 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. During manual muscle testing, she generated cogwheeling or breakaway weakness throughout the musculature indicative of symptom magnification. There was no significant tenderness with palpation of either lower extremity.

CERVICAL SPINE: Inspection of the cervical spine revealed normal posture and lordotic curve. Inspection revealed a healed left anterior transverse scar consistent with her surgery. Active flexion was 15 degrees and extension to 10 degrees. Bilateral rotation and sidebending were actively to 0 degrees. She had superficial tenderness to palpation of the paravertebral musculature bilaterally in the absence of spasm.
THORACIC SPINE: Normal macro
LUMBOSACRAL SPINE: She ambulated with a deliberate gait, but did not utilize a hand-held assistive device for ambulation. She was able to stand on her heels and toes. She changed positions extremely slowly complaining of low back tenderness while doing so. She squatted to only 5 degrees. Inspection of the lumbosacral spine revealed normal posture and lordotic curve with no apparent scars. Active range of motion of the lumbar spine was markedly limited. She kept saying she could not do this and sighed and grimaced throughout. Flexion and extension were 5 degrees and bilateral sidebending were 5 degrees. Bilateral rotation were full to 45 degrees, but elicited tenderness comprising a trunk torsion maneuver for symptom magnification. 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 bilaterally at 10 degrees elicited low back tenderness that is not clinically meaningful. There were no radicular symptoms elicited. Lasègue’s maneuver was negative bilaterally. Braggard's, Linder, and bowstring's maneuvers were negative for neural tension. She did have positive 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 07/14/10, Yvonne Trotto was involved in a work-related motor vehicle collision as marked in my prior report. Since seen here in 2016, she received an Order Approving Settlement on 03/21/17. She applied for review of that award in 2018. She was seen by Dr. Shah who had treated her previously. She had pain management consultation with Dr. Yanow, but declined implantation of a spinal cord stimulator. She did undergo additional diagnostic studies. These included x-rays of the cervical spine on 07/06/20 to be INSERTED here. On 08/21/20, she had lumbar spine x-rays to be INSERTED here. She does not appear to have accepted further injections, surgery, or physical therapy.

The current examination of Ms. Trotto found there to be guarded range of motion about both shoulders. She did have intact strength and sensation in both upper extremities. She had guarded range of motion about the hips in a variable fashion as well. In the absence of atrophy, there was cogwheeling and breakaway weakness in both lower extremities. She did have healed surgical scarring at the neck and decreased active range of motion. She had markedly decreased active range of motion in the lumbar spine. For example, she flexed to only 5 degrees yet was able to sit comfortably on the exam table at 90 degrees flexion. She had signs of symptom magnification as seen in her complaints of low back tenderness with supine straight leg raising maneuvers at only 10 degrees along with positive trunk torsion and Hoover tests.

We will INSERT my opinions about permanency and causation from the prior report.
