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Dictation Time Length: 22:35
January 1, 2023
RE:
Alvin Rifkin

History of Accident/Illness and Treatment: The examinee was accompanied to the evaluation by Ruth Rifkin who helped him complete his intake questionnaire. According to the information obtained from the examinee, Mr. Rifkin is now a 63-year-old male who again reports he was injured at work on 03/21/16. I had previously evaluated him as described in my report of 07/20/17. Mr. Rifkin recalls he was taking folding lunch tables apart and injured his neck, arm, hand, and shoulder, all on the right side. He did not go to the emergency room afterwards. Some of his final diagnoses included bursitis of the shoulder and tendonitis of the arm and hand, but he does not recall all of them. He did undergo cervical spine surgery during which one disc was replaced and three discs were fused. He states that surgery was done about one and a half years ago. He is no longer receiving any active treatment. He relates a flare of his right upper extremity bursitis and tendonitis that resolved with injection. This took place after he reached for something in his car and he subsequently was seen neurosurgically by Dr. Testaiuti. He indicates he did not have a new injury, but was “reinjured at work/tendonitis of right arm.”

As per the records supplied, the Petitioner received an Order Approving Settlement on 11/21/17 to be INSERTED. He then reopened his claim.

I was already in receipt of the progress notes from Dr. Pecca on the dates described. This was also the case relative to his hand specialist care from Dr. Berkowitz. An MRI of the right elbow was done on 05/05/16 and was read as unremarkable.
On 06/09/16, he was seen by Dr. Dalsey. We were previously in receipt of his progress notes through 11/10/16. The new progress note shows Mr. Rifkin saw Dr. Dalsey again on 01/21/20 for a “follow-up.” He complained of right biceps pain that had begun in October and he had to wait for Workers’ Compensation to reopen his claim from 03/21/16. He had not had any treatment or imaging since then. At that juncture, the Petitioner was retired. After his last visit on 02/14/17, he related intermittent pain in the right lateral epicondyle area and bicipital region. He had some shoulder impingement from the work-related injury. In October 2019, he developed right arm pain and discomfort, primarily the elbow and forearm that seems to have subsided. He has been taking antiinflammatories. It was October 2019 that he developed this recurrent pain. It developed when he was reaching into the console in his truck. He had been taking Naprosyn and most of those symptoms have improved. He has had numbness and intermittent swelling in his hand, particularly at nighttime, but no complaints about his shoulder. History was also remarkable for depression, anxiety and diabetes. Dr. Dalsey diagnosed aggravation of his bicipital tendonitis and elbow tendonitis which has now subsided. He recommended continued symptomatic care. It was thought he may have a degree of carpal tunnel syndrome based upon his complaints of numbness and tingling worse at night. He recommended night splinting and further testing. He did undergo another EMG on 02/17/20 by Dr. Anthony. Despite his current complaints, this was a normal electrodiagnostic evaluation of the upper extremities. It was not suggestive of an acute or chronic radiculopathy, brachial plexopathy, or neurogenic thoracic outlet syndrome, peripheral neuropathy or myopathy, or any of the common entrapment neuropathies to affect the upper extremities such as carpal tunnel syndrome or ulnar neuropathy at the elbow or radial tunnel syndrome. He then returned to Dr. Dalsey on 02/25/20 to review those results. He thought the transient numbness and tingling may be cervically related. It lasts for about 5 minutes. Physical exam did not demonstrate specific weakness or muscle atrophy. Dr. Dalsey advised he could get an MRI of his neck to see if there was any underlying cervical disease causing his transient numbness and tingling. Depending on the findings, some exercises may be useful. A cervical pillow would be recommended. It was not clear whether his cervical problem would be any part of his original claim dating back to 03/21/16. Dr. Dalsey wrote “it was my understanding that his problems at that time were focused on his elbow and shoulder and not his neck. We will have to decide whether he should have this pursued under his Workers’ Compensation claim or under his health insurance.” If it was deemed this was not part of the claim, he would be at maximum medical improvement. He returned on 03/17/20 having undergone a cervical spine MRI. He adjusted his diagnosis to cervical disc disease with multiple level disc space narrowing and foraminal encroachment and some central canal stenosis. Most of the findings were worse on the left than the right. At that juncture, he did not think there were sufficient regular symptoms to warrant aggressive treatment with injections or surgery. He did recommend conservative care. They also discussed the possibility of him seeing a spine specialist. A cervical MRI was done on 03/05/20 to be INSERTED here.
The Petitioner was also seen by Dr. Testaiuti for a need-for-treatment evaluation on 06/11/20. He noted the Petitioner’s course of treatment as well as his cervical MRI. Repeat x-rays were done in the office demonstrating spondylosis at C4-C5 and C5-C6 greater than C6-C7 with moderate bilateral foraminal stenosis, right greater than left at C4-C5 and bilaterally at C5-C6 greater than at C6-C7. There was no abnormal motion on flexion or extension. There was no fracture or subluxation. Dr. Testaiuti diagnosed cervical radiculopathy and injury of the ulnar nerve at the right forearm. He did have hyperreflexia and positive Hoffmann's, but had no cord compression or cord signal change. This is likely physiologic in nature, but if he does develop worsening symptoms of gait ataxia, bowel or bladder incontinence, diffuse upper and lower extremity symptoms, he would call the office. Cervical spine MRI did not point towards cervical myelopathy to attribute his brisk reflexes in the upper and lower extremities. This may be more of a central problem and if it is felt to be contributing to his current symptoms, a neurology consultation can be sought under his private insurance given this would not be part of his work injury. He was retired so no further work restrictions were written.

On 07/01/20, he was seen by physiatrist Dr. Paul. He recommended cervical epidural injection. He also noted despite the negative EMG, clinically he appeared to have a component of right cubital tunnel syndrome as Tinel’s is positive at the right elbow. On 04/09/21, a urologist named Dr. Horowitz wrote he was being treated with radiation therapy for prostate cancer. He was cleared to have surgery to the cervical spine as that treatment was clearly out of his surgical site.

On 05/08/21, he had a new cervical spine MRI to be INSERTED here. On 07/06/21, he was seen by neurosurgeon Dr. Meagher. He noted Dr. Testaiuti offered anterior cervical discectomy and fusion at C5-C6 and C6-C7 in addition to an artificial disc at C4-C5. Dr. Meagher observed his radicular pattern of pain involved his whole hand. It does not follow a classic dermatomal pattern. He had been diagnosed with shoulder bursitis and elbow epicondylitis after his initial work injury. He and his sister maintain that he has had numbness and paresthesias throughout most of his previous treatment with Dr. Dalsey. Dr. Meagher did not see indication for surgical treatment of the C6-C7 level and that the hybrid procedure being offered was somewhat unconventional, but should address his symptomatic pathology. A more conventional approach would involve an ACDF at C4‑C5 and C5-C6 with posterior cervical foraminotomies at those levels as an alternative.

On 08/03/21, surgery was done on the neck to be INSERTED here.
There was a gap in progress notes from Dr. Testaiuti between 08/07/20 and 05/27/21. At that time, he presented with his new MRI. Dr. Testaiuti followed his progress through 11/05/21. He noted that after the surgery, he was in Kessler Rehabilitation. After discharge from there, he fell and was readmitted to Jefferson due to dehydration. Cervical CT showed no abnormalities other than his surgery, which was unchanged from his intraoperative images. Therefore, the medical service was directed to treat him for his fall and possible dehydration as they saw fit. He presented today three months status post his C4-C5 total disc replacement and C5-C6 and C6-C7 anterior-posterior fusion. He no longer had his preoperative cervical or upper extremity radicular symptoms. He denied any postoperative posterior neck pain. He still had some numbness around his incision site. Flexion and extension x-rays were done in the office. They again demonstrated no motion at C5-C6 and C6-C7. There was good motion at C4-C5 where there was a total disc replacement. He was referred for physical therapy to be educated about a home exercise program. He was deemed to have achieved maximum medical improvement and remained on permanent restrictions of light/medium duty.

Prior records show he underwent MRI of the cervical spine and lumbar spine on 10/16/03 as already incorporated in my prior report. On 03/22/16, he had x-rays of the right elbow that were read as normal. These were taken due to pain down the right arm from lifting tables. This corresponds with the subject event. Earlier records show he was seen by WorkNet on 04/09/14 stating he was carrying trash down three flights of steps and developed pain in his right posterior knee. It had persisted. He was diagnosed with a right knee sprain posteriorly and right distal hamstring sprain for which he was initiated on conservative care. He followed up with Dr. Pecca and her colleagues through 05/16/14. At that time, he was generally improved and returning to baseline function.

PHYSICAL EXAMINATION

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. Motion of the shoulders was full in all independent spheres bilaterally without crepitus or tenderness. Combined active extension with internal rotation on the right was to T12 and on the left to T10. 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. 
HANDS/WRISTS/ELBOWS: Normal macro
SHOULDERS: Normal macro
CERVICAL SPINE: Inspection of the cervical spine revealed an anterior healed scar consistent with his surgery, but preserved lordotic curve. Active flexion was to 50 degrees, bilateral rotation 60 degrees and bilateral sidebending to 25 degrees. Extension was to 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: The examinee ambulated with a physiologic gait. No limp or foot drop was evident. No hand-held assistive device was required for ambulation. Inspection of the lumbosacral spine revealed normal posture and lordotic curve with no apparent scars. Range of motion was accomplished fully on an active basis in flexion, extension, sidebending, and rotation bilaterally. 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.
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 03/21/16, Alvin Rifkin injured his right upper extremity while at work as marked in my prior report. Since evaluated here, he received an Order Approving Settlement and then reopened his claim in 2019. He then was seen by Dr. Dalsey and had another EMG by Dr. Anthony. He had updated cervical spine MRI on 03/05/20. He came under the neurosurgical care of Dr. Testaiuti and then accepted an epidural from Dr. Paul. In the midst of his treatment for his orthopedic problems, he was diagnosed with prostate cancer and was being treated by Dr. Horowitz.

Mr. Rifkin also was seen by Dr. Meagher. He commented about the surgical procedure offered by Dr. Testaiuti. Surgery was done on 08/03/21, to be INSERTED here. Mr. Rifkin followed up postoperatively with physical therapy and was discharged from care by Dr. Testaiuti as of 11/05/21 with permanent restrictions.

Mr. Rifkin previously underwent MRI studies of the cervical and lumbar spine on 10/16/03 that obviously predated the subject event. He did undergo cervical MRI again on 03/05/20 and 05/08/21 as noted above. Those will have to be compared to the ones I cited from 2003.
I did ask the Petitioner if he came under the chiropractic care of Dr. Barbera in 2003 after the MRI studies from a distinct incident. However, he outright denied having any previous injuries or problems with the cervical spine. He denied any other work injury, sports, lifting, motor vehicle collision or fall injuries. He did fracture his left ankle in 1995 and had it surgically repaired. He does have a baseline history of anxiety and takes medications for it and other general medical conditions.

My opinion relative to permanency and causation will be INSERTED from my prior report. In my view, his cervical spine issues are not causally related to the original event of 03/21/16. Regardless of cause, I would offer 10% permanent partial total disability at the neck. His permanency involving the right upper extremity is unchanged.
