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Part 2
Dictation Time Length: 37:09
July 24, 2023
RE:
Susan Perine
On 12/04/17, she was seen by Dr. Eshraghi. He noted her injury to the chest and subsequent treatment. He diagnosed mastocytosis as well as arm ulcer. There was a full thickness skin graft on the left breast with some hypertrophic edges. The right hip donor site was healed. There were areas of shallow ulceration on the left upper arm and a smaller ulceration on the right arm. There was an ulcer on the left gluteal area. Some of the scab or ulcers appear to be over a small subcutaneous fluctuance or area of fat necrosis. She was prescribed Clobetasol gel and given instructions for skin care. She followed up with Dr. Eshraghi running through 01/11/18. The pathology from the skin was noted to be chronic inflammation with scattered eosinophils and neutrophils. This is favored to be related to the ulceration. They also found mastocytosis. She was then begun on cyclosporine and was given an EpiPen.

On 01/09/18, the Petitioner was seen at St. Anthony Hospital. She was actually supposed to return to the clinic on that date, but failed to do so. She was seen on 01/11/18, by Dr. Loayza for dermatology wound care visit. He noted Ms. Perine’s history to date. He also noted the medication she was currently taking along with ALLERGIES to BACTRIM, CODEINE, PREDNISONE, and VICODIN. He also referenced the biopsy of the left arm demonstrating focal ulceration. Adjacent to the ulceration the squamous epithelium demonstrated mild atypia, favored to be reactive. There was an associated mild superficial perivascular chronic inflammation with scattered eosinophils and neutrophils. This is favored to be related to the ulceration. Immunohistochemical staining was done to assess for mastocytosis. The stain demonstrated a normal number and distribution of mast cells with no increase. Clinical correlation was recommended. Culture and Gram stain were negative. Ms. Perine reported a history of “autoimmune” disease without a clear diagnosis. She had frequent episodes of angioedema and arthritis for many years. There is no known personal or family history of irritable bowel disease nor was there any known history of malignancy. She is up-to-date on age-appropriate cancer screening. She then was sent for the laboratory studies described as well as a punch biopsy. On 01/11/18, she was seen by Dr. Greiling and reviewed photos of various parts of the body including her face with significant angioedema. He thought the diagnosis on clinical exam was consistent with pyoderma gangrenosum. She was referred to Dr. Ortega Eshraghi for definitive workup and management. She was eager to participate in the research study for pyoderma gangrenous. She then was followed closely by various specialists at the hospital. She was prescribed various medications. She accepted injection and laser treatment. On 04/22/19, she underwent ophthalmology consult by Dr. Niimi. The impressions were low hyperopic astigmatism in both the right and left eyes, bilateral monocular diplopia in the right eye and left eye with MRx. The MRx was given and she was to try to fill it prior to Dr. Gupta’s appointment. She continued to be seen in this group running through 01/04/21. At that juncture, she was taking Remicade and VBeam every two months. Prior treatment included cyclosporine and prednisone. Several of the wound areas had healed while on Infliximab. She had seen neurology via Zoom in July. They noticed unclear etiology of numbness and loss of vision. They discussed it was unlikely she had multiple sclerosis. On her own, she started physical therapy. Her symptoms resolved. She thought it was due to the neurotransmitter. In October, she developed a painful non-healing area on her left ankle, but this has since healed. The area has a burning sensation. She continues to use halobetasol twice daily along with Dapsone daily. She had a similar outbreak on her right ankle that healed quickly. She also had been seeing Dr. Polin and Dr. Rosenblum for pain management. She did not think there was any difference in her symptoms following her Remicade infusions. Also, on this visit, she reported weakness in the hands, elbows, and shoulders. As she uses the muscle, it gets weaker and weaker. She also has eyelid drooping, heavy eyes, and triple vision worse at the end of the day. She complains of shortness of breath and new onset high blood pressure. She thinks it is reflex sympathetic dystrophy which she was diagnosed with previously. Previous symptoms were red, swollen, and painful hand following elbow surgery requiring a cast. She was to continue on acetaminophen, Clobetasol ointment, Dapsone, gabapentin, Halobetasol, lidocaine ointment, multivitamins, sumatriptan, and ondansetron. The formal dermatology pathology report of 01/11/18 diagnosed superficial and deep mixed dermatitis with neutrophils. The findings are not entirely specific. Similar findings can be seen at the edge of ulceration, the cause of which is not entirely apparent. Infection such as ecthyma is possible; correlation with tissue culture study would be prudent. Pyoderma gangrenosum also cannot be excluded. There was no definitive vasculitis seen in evaluated sections. No malignant neoplasm was seen.
On 07/29/19, Dr. Canario performed a permanency evaluation. He offered 3.5% of total for the cosmetic loss of the skin graft due to the claim of 07/02/17 with 0% disability for the donor site. He deemed she had reached maximum medical improvement and did not require further medical treatment. She did undergo neurosurgical consultation with Dr. Polin on 09/16/19. He noted she had a stimulator and subsequent care that were paid for by Workers’ Compensation. Her airline was switching to a different Workers’ Compensation carrier, which is apparently denying all claims related to this. Her lawyer is working on it. He observed she had a spinal cord stimulator battery that had stopped working and is at the end of life. She underwent outpatient replacement of the spinal cord stimulator generator. She did undergo replacement of Medtronic spinal cord stimulator battery by Dr. Polin on 02/24/20.
Earlier records show the Petitioner was seen by Dr. Speaker on 05/12/06 to establish care. She had hot flashes, insomnia, and a rash on her face. She gets bright red hot cheeks frequently. It sounded like a malar rash, but the patient thinks it is from the hot flashes. She has joint pains that are vague and nonspecific, rather diffuse, but never gets red, hot, swollen joints. She is going through menopause and brings in Prempro from years ago from her mother and is wondering if she should take it. Dr. Speaker noted she had a flight attendant accident in 2002 after which she had weight gain. She was diagnosed with RSD from elbow surgery. She was off work for two years and eight months. She is doing much better and is back to work. She also is status post meniscal tear surgery. She had epicondylar release from an in-flight injury in 2002, right meniscal repair in 2002, and elective breast lift in 1998. Dr. Speaker diagnosed hyperhidrosis, joint pain, rash, and insomnia. As far as the joint pain, she had a negative ANA in the past, but remains worried about lupus given her grandmother’s history. She was offered undergo ANA and TSH studies, but she was going to think about it and let the doctor know at the next visit. They were going to observe her rash for now. She gave samples of Ambien for insomnia. She was also being sent for a Pap smear as well as laboratory studies and a mammogram. On 08/04/06, she saw Dr. Speaker again. The Ambien worked great. She reported her symptoms were not getting better. She was horribly claustrophobic and had hot flashes and a bright red face like it was going to explode. Her legs ache at night and she is on her feet a lot during the day. It was not thought to actually be restless legs syndrome because this is primarily in the joints of the hips, knees, and ankles. They hurt and ache, but are not red or swollen. She is stiff in the morning when she wakes up for as long as four hours. She was referred for laboratory studies to diagnose green lipoid disorders and was also started on Prempro. I am also in receipt of a very dark copy of x-rays of the pelvis and hips done on 08/04/06. It was read as negative except for discovertebral degeneration at L4-L5.
PHYSICAL EXAMINATION
GENERAL APPEARANCE: I will try to describe her various areas of scar formation. On the left wrist, there was a watchband distribution and on the forearm was a 3.5 inch x 1.75 inch scar with a left upper arm scar measuring 7 x 2 inches. These were pale and irregular with thick and had some retraction/ulceration. On the right upper extremity, most superiorly, was a 1.5 inch elliptical scar. She had another scar measuring 2.5 inches just proximal to that, and there was also a lateral epicondylar scar consistent with surgery there. On the forearm, she had a scar measuring 2 x 2.5 inches and another measuring 1 x 0.75 inches. On the anterior aspect of her body was an oval-shaped anteromedial scar about the left breast that measured 3.5 x 2.5 inches. It was slightly pale. In the lower left quadrant of the abdomen was a transverse scar consistent with surgery. There was a scar on the left anterior thigh measuring 4 x 2 inches, possibly a donor site scar. At the left shin were a series of scars measuring 3.5 x 2 inches, 2 inches around, and 1.5 inches around. On the right shin was a scar measuring 1.5 inches around. At the knee was a 6-inch longitudinal scar consistent with surgery. There was also another longitudinal scar there measuring 2.5 inches in length. At the right anterior thigh was a 1.5 inch round flat pale scar.
UPPER EXTREMITIES: Normal macro

LOWER EXTREMITIES: 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 50 degrees and rise. 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. 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.

Susan Perine alleges that a first-degree burn from hot soup on her chest sustained on 07/02/17 led to a series of medical conditions. These are mostly dermatologic in nature and the diagnoses varied somewhat. She already had a history of some dermatologic issues. According to a note from Dr. Speaker dated 04/03/14, she had a history of an autoimmune disorder. On 03/23/17, Dr. Bost diagnosed systemic mastocytosis, lupus, and porphyria. On 11/27/17, Dr. Speaker also diagnosed her with lupus. She had been treating on an unauthorized basis with her private physicians for these conditions including Dr. Rosenblum, Dr. Eshraghi, Dr. Ortega, and Dr. Greiling. On 02/10/21, she saw Dr. Rosenblum at which time she reported that she “continues to do quite well.”

I am also in receipt of another set of records that begin 02/01/12 when she saw Dr. Greenfield. She came in with blistering throughout her body with a recent episode complicated by MRSA cellulitis requiring prolonged hospitalization and extended antimicrobial therapy and extensive wound care. She did not believe she was actively infected now and had no current systemic symptoms of infection. She had episodes of skin blisters since four years of age. Her father and additional relatives of his have the same or similar condition. No definitive diagnosis has been established for any of them. The lesions occur in sun exposed skin. She also had multiple orthopedic procedures on her knees. She was referred for laboratory studies to try to identify the underlying etiology of her blistering skin. At that juncture, the diagnosis was not readily apparent. She was prescribed medications. On 02/29/12, she was seen by dermatologist Dr. Allen with a stress-induced condition that began in the 1980s. She had lost all of her fingernails. She did not wear artificial nails at that time. The nails were and remained extremely painful, but she now wears artificial nails at all time. In 2001, she had epicondylar release surgery on the right arm followed by swelling of the right hand. She was diagnosed with RSD at that time and had physical therapy after which the swelling resolved. She also had an intermittent pruritic facial rash that is worse with stress and sunlight. The episodes appear to be worsening with time. She has had small blisters that become ulcers and resolve with eschar. ANA had been repeatedly negative. Rheumatologic and autoimmune panels had all been negative. None of her lesions, swelling or rash had improved with prednisone. She had been started on Imuran by her primary care physician for one month, but she was not sure if it was yet helping. She worked as an International Airline stewardess for 25 years. She stopped working due to the constellation of medical issues. She would like to return to work once her issues are resolved or at least controlled. On 09/11/12, she was seen in the same group by Dr. Grau who noted the results of some of her laboratory studies. She complains of increasing 50 pounds secondary to Azathioprine use. She is filing for disability and is very upset that she has been disqualified. This speaks to underlying psychosocial unrelated issues to the subject events. She underwent skin biopsies on this visit. She was prescribed hydroxychloroquine sulfate. On 10/23/12, she saw Dr. Allen stating she had not become any better. She has a few new complaints. She has flared up a lot and now it seems to be spreading. She has fever like lesions appearing on her face and legs and also complains of problems with her fingernails. She noted the skin biopsy of 09/11/12 showed seborrheic dermatitis. This had improved with ketoconazole shampoo and hydrocortisone lotion. Three weeks ago, she had a new episode with swelling, heat, redness, and blistering on her cheeks over hours and resolving the next morning. She had not had significant improvement with her symptoms since being on hydroxychloroquine. Over the next several months and perhaps years, she was treated with various medications. These included isotretinoin with no improvement. On 01/04/16, she saw Dr. Melendez for an infectious disease consult in this office. He noted her history since the age of 4. She has an episode of skin blisters every one to two weeks all year long. They usually start after sun exposure and mostly on her face, but also on her arms and neck. They usually last a day or less as she applies ice on the affected areas. Dermatology has asked her before to come to the clinic when she has one of those breakouts for biopsy, but she lives an hour away and it had not been possible for her to do so. She showed this physician some pictures of her while having those outbreaks. These include her face becoming markedly erythematous. Her condition made it difficult for her to continue working. A few years ago, she was told she could have porphyria cutanea tarda and she was treated for it and improved. However, she does not remember what she was treated with. She was also told she could have mastocytosis, but no formal diagnosis has ever been made. Additional laboratory studies were ordered.

On 04/03/14, she did see Dr. Speaker as a new patient. She was without health insurance for quite some time and is of Native American descent so was receiving medical care in Oklahoma. She had a doctor there that she was working very well with who unfortunately is no longer practicing in their clinic so she transferred to another doctor that was not working out for her. Dr. Speaker did accept her for care. She noted some significant abnormalities in her history that will be INSERTED here as marked. Dr. Speaker gave a diagnosis of anxiety disorder. At follow-up on 04/29/14, she related talking to Employee Assistance Program, but that was not what she was looking for. She was disappointed. She was hoping for a list of counselors that could be recommended. Family issues were worse than a month ago. She had some severe joint pain, did some training and then did three back-to-back trips to Beijing, China. She had to do CPR on a mannequin for 30 minutes as part of the training and had been so sore ever since. She saw rheumatology and orthopedics multiple times in the past and they have done everything they can. On this visit, she was diagnosed with “multiple joint pain.” They discussed pursuing acupuncture as she traveled to China and Hong Kong frequently. She was offered a second opinion from rheumatology or orthopedics that she declined feeling she had wonderful care. She was started on Lunesta for her insomnia as well as Sertraline and discontinued her Ambien. Dr. Speaker on this period saw her through 05/27/14. They discussed her difficulty in receiving certain medications. She related a tragedy involving a passenger who collapsed in the airport after the flight and she does not think she made it. Another passenger had a massive seizure. She feels like she is not getting as emotionally overwhelmed with political issues in the world. She was sad and stressed about those two passengers, but not devastated as she would have been previously. She was to return in six months or as needed.

Relative to her skin lesions, I would offer the same amount if not less than Dr. Canario. It is quite unclear whether this is at all related to her employment. She had a disorder involving her skin since the age of 4, thought to be autoimmune in nature. This continued throughout her life with frequent flare-ups. So the flare-up that occurred after the soup incident on 07/02/17 was in keeping with the periodic flare-ups, not anything due to the soup.

In terms of what I am told to assess as far as the 10/06/06 injury involving her left leg, left foot, hip, back, and RSD, there are no specific medical records to review. There is likely 0% permanent disability for these areas and this injury. Review of pertinent records would be helpful to confirm my opinions. It is also evident that this Petitioner has underlying psychiatric and psychosocial issues with family stressors and a host of other medical problems. She had been out of work for a protracted period of time in the past. It is my thought that her underlying non-work-related psychiatric conditions are what are impacting her autoimmune disorder.
