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Dictation Time Length: 31:23
January 8, 2023
RE:
Denise Adams-Mapps

History of Accident/Illness and Treatment: Denise Adams is a 67-year-old woman who reports she was injured in a motor vehicle collision on 11/22/14. She was stopped at a red light and another vehicle ran into the back of her vehicle. Her foot was on the brake at that time. She believes she injured her neck, back and shoulders and went to the emergency room afterwards. She had further evaluation, but remains unaware of her final diagnosis. She did undergo injections and ablations on the lower back. She continued to treat with Dr. Brian Shaffer in June 2022. She admits to having lumbar problems before this, but was symptom free at the time of the accident. She had previously received physical therapy and medications. She denies any subsequent injuries to the involved areas.

Per the records supplied, a New Jersey Police Crash Investigation report was completed on 11/22/14. It documented that Ms. Adams was stopped in traffic waiting for the signal to turn green. It did so and the vehicles at the beginning of the line began to accelerate. She did not yet have room to accelerate before being struck from behind. Her vehicle sustained damage to the rear bumper at the 6 o’clock position. Both vehicles were operable. Neither driver reported any injuries. They wrote that the other driver was following Ms. Adams’ vehicle too closely and her inattention was a direct cause of this collision. Medical records show she was seen at Lower Bucks Hospital Emergency Room on 11/23/14. She had a past history of knee pain and motor vehicle collision lower back pain. She was already taking Duexis and hydrocodone. She had not taken them in almost two months. She reported being the restrained driver of a car hit from behind by another vehicle at approximately 15 miles per hour. The airbag did not deploy. Extrication was not required and she did not have loss of consciousness. She complained of numbness and tingling and burning from the right side of her lower neck to the right arm and leg and lower back has burning. She was examined and underwent x-rays of the lumbar spine that were unremarkable. X-rays of the cervical spine found evidence of degenerative disc disease. There were degenerative osteophytes and narrowing of the neuroforamina. There were no fractures seen. She was then treated and released on ibuprofen and Skelaxin with diagnosis of motor vehicle collision.

On 11/25/14, she was seen by Dr. Miller-Smith. She had cervical pain, right upper extremity pain, lumbar pain, and lower extremity pain. She noted the lumbar x-rays showed multilevel degenerative discs at L4-L5 and L5-S1. Cervical spine showed some degenerative changes most notable at C6-C7, anterior spur formation and degenerative disc. She rendered diagnoses of cervical myofascial pain with apparent right C6-C7 radiculopathy and spur formation on x-ray with a myofascial component; right rotator cuff sprain, apparent right greater than left S1 radiculopathy likely secondary to discogenic source along with muscular pain. She already had Duexis for her knee condition as well as hydrocodone. She was advised she could take that for her current symptoms as well. She was prescribed Flexeril. She had lumbar pain in the past and her pain resolved and was under good control prior to this motor vehicle collision so they were deemed to be related to it. She was then referred for physical therapy. Dr. Miller-Smith followed her progress. On 01/06/15, a lumbar MRI was done to be INSERTED here as compared to a previous lumbar MRI of 03/26/08. On 06/12/15, Dr. Miller performed lumbar facet injections. On 07/11/16, Dr. Chen performed radiofrequency ablation of the lumbar facet joints on the left at L4-L5 and L5-S1. Formal physical therapy was also rendered. On 06/05/15, she was transitioned to a home exercise program. On 07/24/15, she reported 90% improvement in her cervical spine complaints. She had responded favorably to the facet injections so the next step would be radiofrequency ablation. On 03/30/16, she reported improvement following the facet injection, having last been seen on 07/24/15. On 06/29/16, she had done well initially with the facet injection on 10/02/15. Dr. Miller-Smith again recommended pain management evaluation for radiofrequency ablation. On 01/28/19, she reported being last seen on 11/16/18. She had an epidural injection by Dr. Chen approximately one and a half weeks ago with some improvement. There is a clear gap in treatment documentation from Dr. Miller-Smith between 06/29/16 and 01/28/19. On the former visit, she ordered an updated MRI of the lumbar spine given the increase in pain and that the last MRI was over a year ago. As of 05/10/19, she was going to continue with Lyrica. Since last seen on 02/25/19, she had another epidural injection with improvement.

On 07/11/16, Dr. Chen performed radiofrequency ablation of the lumbar facet joints.

Dr. Chen initially saw her on 07/06/16. She had symptoms in low back on the left greater than right for two years. She had undergone lumbar facet injections previously with about six months of pain relief. She started to have this low back pain and intermittent numbness and tingling over the right big toes since the motor vehicle accident in November 2014. She was evaluated and Dr. Chen recommended radiofrequency ablation of the lumbar facet joints. These were performed on 08/12/16. On 08/29/16, they were repeated by Dr. Chen. On 02/17/17, radiofrequency ablation of the lumbar facet joints was again completed. She saw Dr. Chen’s nurse practitioner through 01/24/17. She was going to continue use of a Lidoderm patch and her hydrocodone with acetaminophen was refilled. They were going to consider repeat facet joint injection or repeat radiofrequency ablation.

The next visit with Dr. Chen was on 12/12/18 complaining of neck pain with bilateral shoulder pain for many years that was worse in the past six months. Her pain used to be her low back. She also had neck pain for a long while, but did not get worse until six months ago. She had therapy for a month, but no help. She was using medical marijuana for her low back pain since she could not take hydrocodone because of GI issues. She was under the care of Dr. Shaffer. On this occasion, Dr. Chen recommended cervical epidural steroid injection. On 08/12/16, she performed lumbar facet joint injections. On 08/29/16, she performed lumbar radiofrequency ablation. This was repeated on 02/17/17. After what appears to be a long gap in care, she returned to Dr. Chen on 09/30/20. She complained of low back pain radiating down both legs to the feet on the right greater than left along with neck pain and bilateral shoulder pain radiating down her left arm and hand. On this visit, she noted the last lumbar MRI was in 2016, so another was ordered. At follow-up on 10/21/20, it was noted the MRI from 10/14/20 showed severe facet joint degenerative joint disease at L4-L5 and L3-L4, moderate at L2-L3. There was no significant herniated nucleus pulposus. They discussed lumbar facet injections in the context of the COVID-19 pandemic.

Ms. Adams-Mapps was seen at the Center for Primary Care Medicine as early as 03/01/18. However, Dr. Shaffer’s notes are so enlarged at first to go beyond the limits of the page. He wrote in November 2014 she had a motor vehicle accident and sustained a herniated nucleus pulposus to the lumbar spine. She had to change jobs because she cannot lift, bend or twist and sitting is very difficult. He noted she was taking Xanax and ibuprofen. She reported neurologic symptoms including headaches, weakness and numbness in her leg. He concluded she had herniated disc at L4-L5 and T11-T12 status post motor vehicle accident. She had radiofrequency ablation, but the pain has returned. She stated she cannot tolerate any opiates. On 03/12/18, she returned and related ongoing low back pain despite injections.

Dr. Shaffer’s notes then are of a reasonable size within the page. On 08/06/18, she still complained of low back pain, but could now get out of her car and climb steps better. He suggested to regularly perform core exercises. At the 03/12/18 visit, they discussed medical marijuana program. She did enroll in the program and on 10/08/18 stated this kept her under control as long as she uses it regularly. Ongoing care with Dr. Shaffer was rendered over the next few years. This continued through 06/16/22. She seemed to be more comfortable using medical marijuana taking away the muscle spasm.

On 11/07/18, she was seen orthopedically by Dr. Woods. He noted her lengthy course of treatment to date including varying responses to injections, therapy and a TENS unit. He was only able to review reports and did not have actual imaging studies with him. He opined there was causal relationship between her cervical neck pain, radiculopathy, and a motor vehicle accident. The care she had received to that point had been appropriate and in concordance with the standard of care. Most of her treatment has focused on the lumbar spine pathology. She had multiple interventional procedures on the lumbar spine including facet injections and radiofrequency ablations which improved her symptoms. The issue for her now is worsening radicular arm pain. This can wax and wane and a traumatic event could result in initial onset of those symptoms. He wrote it did not appear she really had appropriate imaging studies to this point of her cervical spine so he recommended a cervical MRI. This is obviously inaccurate. He anticipated if she had severe compression in her subaxial spine and her spinal cord or in her foramen that correlates with her left arm pain, he would likely recommend surgical intervention considering the duration of her symptoms.  If she did not have significant neurologic compression, she would be at maximum medical improvement. He thought the lidocaine patch was not the most optimal treatment for her symptoms. There was no literature to support that these are effective in treating cervical radiculopathy. On 01/18/19, Dr. Chen performed cervical epidural steroid injection. This was repeated on 02/22/19.

On 10/14/20, she had a repeat lumbar MRI compared to the study of 11/13/18. That will be INSERTED as marked. Lastly, on 10/30/20, Dr. Chen performed lumbar facet joint injections.

PHYSICAL EXAMINATION

GENERAL APPEARANCE: She complained of tingling and numbness in her lateral right foot that goes up the leg and arms. First this involved just the foot when she had the accident, but the other symptoms came on later. This is obviously a non‑physiologic description of a known diagnosis.
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 right shoulder was full in all spheres with crepitus. Abduction elicited tenderness, but otherwise there were no symptoms with motion. Motion of the left 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: Tinel’s maneuver at the right wrist elicited retrograde tingling of the proximal radial forearm that is non-physiologic. There were no paresthesias into the fingers. On the left, this maneuver was negative. Phalen's, Finkelstein's, Adson's, Watson, Grind, and Middle finger extension tests were negative bilaterally for instability, compression neuropathy, or vascular anomalies. There was no laxity with manual pressure applied at the elbows or fingers. Resisted pronation/supination at the elbows did not elicit symptoms.

LOWER EXTREMITIES: She came in wearing 3-inch heeled boots. She wore stockings. 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. There were no scars, swelling, atrophy, or effusions. Skin was 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.

FEET/ANKLES: Normal macro
CERVICAL SPINE: Normal macro
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. The examinee was able to walk on her heels and toes without difficulty. She changed positions fluidly and was able to squat to 60 degrees and rise. 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 75 degrees and side bent right to 20 degrees. Left sidebending, extension, and bilateral rotation were full. She indicated her usual area of pain is in the left lumbar region, but no tenderness or spasm was elicited there. There was no palpable spasm or tenderness of the 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 maneuver on the right at 75 degrees and left at 85 degrees elicited only low back complaints without radicular symptoms. 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 11/22/14, Denise Adams-Mapps was involved in a low speed motor vehicle collision at 15 miles per hour. She did not seek medical treatment until the following day at the emergency room. She had x-rays of the cervical and lumbar spine that showed degenerative changes. She quickly came under the care of Dr. Miller-Smith who noted she was already taking pain medications including oxycodone for preexisting problems. Conservative care was rendered including medications and physical therapy.

She had a lumbar MRI on 01/06/15 to be INSERTED. Ms. Adams submitted to a series of injections to the lower back and to the cervical spine by Dr. Chen. There were gaps in her care suggestive of resolution of her symptoms. She was concurrently being treated by Dr. Shaffer beginning 03/01/18 who was her family physician. He treated her with medications including participation in a medical marijuana program. He saw her through 06/16/22. I need to double check if she reports her symptoms are better, worse or the same from this accident more than eight years ago.
The current physical exam was unremarkable for significant reproducible objective abnormalities. She had diminished soft touch sensation in the midfoot distally in a bilateral distribution that does not follow anatomic dermatomes. There was variable mobility about the lumbar spine. Provocative maneuvers in the cervical and lumbar spine were negative.

At this juncture, treatment by Dr. Shaffer would not be considered medically reasonable and necessary. The soft tissue injuries she sustained superimposed upon preexisting degenerative abnormalities have long since fully resolved from an objective orthopedic perspective. She continues to take Aleve, medical marijuana and CBD. She relates her symptoms are better now than when they first began. However, she has been able to continue in the workforce and started a new job as a recovery manager doing collections since June 2022. In my view, she is not a candidate for additional injections or surgery relative to this event.

I belatedly learned that she had numbness and tingling in the right fifth toe, left foot, and right arm weakness for six to eight months. The symptoms in the right foot radiated up her leg and into the right arm. She has returned to her baseline pre-injury status. The diagnoses are the sprains and strains and underlying degenerative abnormalities. She is capable of working in a full-duty capacity as she has already demonstrated. There is a paucity of objective findings to support her subjective complaints. Her ongoing subjective complaints are not causally related to the motor vehicle accident. In addition to the fact that she does not require any further treatment such as surgery or injections, she also does not require diagnostic testing, durable medical equipment, special transportation, household help, or prescription medication.
