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Dictation Time Length: 19:40
January 3, 2023
RE:
Robert Edwards
History of Accident/Illness and Treatment: Robert Edwards is a 59-year-old male who reports he was injured at work on 03/22/17. He was putting a box on top of a pallet. He turned and felt a serious pop in his neck. He did not go to the emergency room afterwards. He believes he injured his neck and middle back in this event. He understands his final diagnosis to be a herniated disc in the neck for which he declined surgery. He completed his course of active treatment in 2019.

As per his Claim Petition, he alleges lifting boxes on 03/22/17 causing permanent injuries to his neck, back, shoulders, and hips. Treatment records show he was seen at WorkNet on 08/22/17, five months after the subject event. This was a follow-up regarding cervical and thoracic strain. He had just started physical therapy. Adjustments were made in his restrictions. He followed up through 09/25/17. Thoracic x-rays showed old wedging deformity at T5. Cervical spine x-rays showed moderate degenerative discs at C3 and C5. He was going to be referred for an MRI of the thoracic spine and was prescribed Ultram.
He was seen by neurosurgeon Dr. Mitchell on 10/10/17. At that juncture, he had completed his 12 sessions of physical therapy and an additional two weeks of therapy. He had not had any appreciable relief. Dr. Mitchell recommended complete cervical spine x-rays as well as an MRI. He suffered from hypertension and has not seen his primary care physician in years so oral steroids were not prescribed. He was also instructed to bring his lumbar spine imaging to the next visit that he has at home. Mr. Edwards did have a thoracic MRI on 10/27/17, to be INSERTED. He had a cervical spine MRI on 11/09/17, to be INSERTED. That same date, he had cervical spine x-rays that showed disc space narrowing at C5-C6 and slightly at C3-C4. There was endplate sclerosis and some remodeling at C5-C6 as well as anterolateral and posterolateral ridging at the vertebral body margins. There was a trace amount of ridging at C4-C5 and C6-C7. Flexion and extension views showed no subluxation. He followed up with Dr. Mitchell after these studies on 12/11/17. He was diagnosed with cervicalgia and cervical radiculopathy. The thoracic MRI showed no pathologic findings. They discussed treatment options. He did not bring any old lumbar imaging as was requested. He was going to look for them when he got home. He was to return in two to four weeks for reevaluation. If his blood pressure issues had still not been addressed, he would be made surgically at maximum medical improvement. On 12/11/17, Dr. Mitchell wrote a note that based upon his elevated blood pressure it would be considered unsafe for him to return to work. On 03/06/18, Dr. Mitchell wrote correspondence that the patient warranted further treatment and was not at maximum medical improvement from the 03/22/17 injury. Regarding his lumbar spine, he did not see any objective worsening or complaints. As for the cervical spine, he recommended a right C5-C6 transforaminal epidural steroid injection. He would then return in two weeks. He did see Dr. Mitchell again on 05/08/18 and had an interlaminar steroid injection with some relief. He would consider surgery for his residual symptoms. As such, he was not at maximum medical improvement. He recommended updated imaging. He returned on 05/29/18. Diagnostic studies were reviewed and they elected to pursue surgical intervention on the cervical spine. He returned to Dr. Mitchell on 07/10/18, having not shown up for his surgery nor did he contact the office to let them know he was not coming in for surgery. This was despite the fact he indicated he would contact them that Monday morning. They had a discussion as to when he felt it was convenient to return to the office. Dr. Mitchell noted he had two injections without relief. He changed his mind about surgery two days prior to it. He was not willing to undergo surgery or take the risks that come with that procedure. He could work within the modifications found on his FCE of 07/18/18. He was deemed at maximum medical improvement and would return as needed. He did see Dr. Duckworth for his internal medical conditions including hypertension that was uncontrolled. She also performed preoperative clearance and referred him for laboratory studies. Dr. Duckworth continued to see Mr. Edwards through 06/15/21. He was referred to orthopedic surgery for his wrist. He had a closed nondisplaced fracture of the styloid process of the left radius. On 02/19/18, Dr. Yanow performed cervical epidural steroid injection. She continued to treat him from a pain management perspective. On 03/19/18, he was seen by another pain specialist named Dr. Kwon. He opined Mr. Edwards does not require interventional pain management for the lumbosacral spine despite his complaints of lower back pain being aggravated by returning to work. He had a prior history of back pain and according to Dr. Mitchell’s notes, he had chronic residual lower back pain. At best, there was a transient aggravation which should have resolved on its own. He did deem the Petitioner had reached maximum medical improvement for interventional pain management. He also noted on physical exam there were some signs of symptom magnification including breakaway weakness of the right upper extremity through multiple muscle groups and in the right lower extremity particularly for knee flexion and knee extension that improved with distracted testing. He noted these from Dr. Mitchell’s progress notes. He continued to see Dr. Kwon on the dates described.

I have been advised that Mr. Edwards received an Order Approving Settlement on 04/01/19 for 22.5% of partial total for residuals of posterior lateral disc herniations at C3-C4, C4-C5, and C5-C6 and bulging discs at C2-C3 and C6-C7; status post epidural injections. The remaining allegations resolved under Section 20 for 5000 dollars. He then reopened his claim.

Mr. Edwards returned to Dr. Mitchell on 12/14/21 for neck and medial scapular pain. He summarized the Petitioner’s course of treatment and diagnostic workup to date. He referenced the FCE of 07/18/18. He returns after three years, having never apologized or expressed any remorse for his behavior in the past. Specifically, he did not call the office to indicate he would not be proceeding with surgery. He later complained about taking too long to be seen when he was seen within weeks and under one month. They finally accommodated his schedule by scheduling for visits on dates that work best for him, even inconveniencing the office. He did not disclose any of his past history. He did have a car accident in the early 1980s, but did not sustain any injuries. His most recent motor vehicle accident was on 10/31/20 after which he went to Pocono Hospital. He ended up with a left wrist surgery by Dr. Kistler. Prior to the 2017 injury, he was using they gym regularly, but has limited his exercise since. He also gave a history of slipping and falling at Mental Health Association of Southeast Pennsylvania for which he underwent physical therapy and his symptoms resolved. Dr. Mitchell also summarized a significant amount of treatment he received before the subject event, some of which will be INSERTED as marked. He opined there had been no material worsening of this patient. He remains at maximum medical improvement. He could continue working with restrictions based upon his functional capacity evaluation.

There will be a second part of dictation due to length of the records.

PHYSICAL EXAMINATION
UPPER EXTREMITIES: Normal macro

SHOULDERS: He had a paradoxical response to O’Brien’s maneuver on the left. He had positive Neer, Yergason and Speed’s tests on the left, which were negative on the right Hawkins, apprehension, empty can, drop arm, crossed arm adduction tests were negative bilaterally for impingement, rotator cuff tear, dislocation, tendinopathy, or instability at the shoulders.

LOWER EXTREMITIES: Inspection revealed a 5-inch long wound on the medial right calf that he attributed to a gunshot wound and surgery. He also had a 3.5-inch longitudinal scar about the lateral right ankle for open reduction and internal fixation. There was no leg length discrepancy with the examinee supine, as measured at the medial malleoli. Skin was normal in color, turgor, and temperature. Right ankle inversion was to 25 degrees, but motion of the ankles, knees and shoulders was otherwise full in all planes without crepitus. He complained of tenderness with range of motion in the hips. 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 to 45 degrees and left rotation to 70 degrees. Extension, right rotation and bilateral side bending were full. He had tenderness to the left trapezius 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. He was tender in the midline from T5 through T12. There was no palpable spasm or tenderness of the interscapular or paravertebral musculature or the scapulae themselves. There was no winging of the scapulae.

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. The examinee was able to walk on his heels and toes without difficulty. He changed positions fluidly and was able to squat to 45 degrees complaining of pain in the thoracic region that is non-physiologic. Inspection of the lumbosacral spine revealed normal posture and lordotic curve with no apparent scars. He sat comfortably at 90 degrees lumbar flexion and actively flexed to only 50 degrees with discomfort. Extension was full to 25 degrees with discomfort. Bilateral rotation and side bending were full without discomfort. He was tender to palpation about the left iliac crest but not the right nor in the midline There was no palpable spasm or tenderness of the paralumbar musculature, sacroiliac joints, sciatic notches, 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.

Robert Edwards alleged multiple injuries as a result of lifting a box at work on 03/22/17. He was treated conservatively at WorkNet including physical therapy. He remained symptomatic and had MRI studies of the spine in 2017. He also came under spine surgical care of Dr. Mitchell. They eventually elected to pursue surgical intervention, but Mr. Edwards failed to show for this. He did undergo certain injections to the cervical spine. He had pain management evaluation by Dr. Yanow and Dr. Kwon. After his case was settled, he reopened it and returned to Dr. Mitchell in 2021. He reiterated that he did not wish to pursue surgery or injections.

The current exam found there to be variable mobility about the lumbar spine, but provocative maneuvers were negative. He had mildly reduced active range of motion about the cervical spine where Spurling’s maneuver was negative. He was tender in the midline from T5 through T12 that is non-physiologic. He had a positive axial loading maneuver for symptom magnification.

I will offer assessments of permanency to the neck and back. There is 0% permanent partial total disability referable to either shoulder or hip.

