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Dictation Time Length: 12:08 & 20:18
October 5, 2023

RE:
Jarrett Whitaker
History of Accident/Illness and Treatment: Jarrett Whitaker is a 34-year-old male who reports he was injured at work on two occasions. On 05/27/22, his body was hit by a car while he was getting out of the truck. As a result, he believes he injured the left side of his body and was seen at the Emergency Room in Trenton. He had further evaluation, but remains unaware of his final diagnosis. He did not undergo any surgery and is no longer receiving any active treatment. He also relates that on 09/01/21, he fell at work injuring his hip. With respect to the 05/27/22 event, he complains of lower back, left arm and hip problems along with fear, paranoid nightmares, and flashbacks. He did get two injections to the left shoulder and two in his back.

As per his Claim Petition, Mr. Whitaker alleges on 05/27/22 he was struck by a truck while hooking up a dumpster. This caused injuries to the left shoulder, head, cervical and lumbar disruptions and right side costochondritis. Medical records show he was seen in the emergency room on 03/28/22 after vomiting for two days. This was before the second event. He did undergo CAT scan of the abdomen and pelvis that showed no pneumoperitoneum, hemoperitoneum, organ laceration, acute bony fracture or other intraabdominal sequelae of trauma. He also had a CAT scan of the chest that showed no pneumothorax, hemothorax, aortic injury, lung contusion, bony fracture, or other intrathoracic sequelae of trauma. He had a CAT scan of the head that was read as unremarkable. CAT scan of the cervical spine was also unremarkable. CAT scan of the lumbar spine was unremarkable as well. CAT scan of the thoracic spine was unremarkable. He did have x-rays of the left shoulder that showed no displaced fracture. Chest x-ray showed no active pulmonary disease. Clearly, on this visit, it was separate from the episode of vomiting when they started out describing. That visit was on 03/28/22 and *__________* the CAT scans was from the second subject event of 05/27/22. He returned to the emergency room on 08/04/22, describing he had two seizures that day. He mentioned the motor vehicle accident on 05/27/22, and had been having headaches intermittently since then. After evaluation, he was diagnosed with post-concussive syndrome, metabolic disturbance, substance induced sequelae, epilepsy among broad and evolving differential. He also was thought to have a possible new onset seizure disorder. He was seen by Dr. Deng who ascertained he had loss of urine and bowel and bit his tongue at the time of his seizures. He had been having intermittent headaches since the car accident in May and slept only about two hours per night. He gets nightmares and flashbacks and complains of sensitivity to light and wears sunglasses. He was asking to be seen by a psychiatrist as well. An EEG was done on 08/06/22 and showed definite improvement compared to the previous day. The sharp wave activity are present but very infrequent. There were rare spikes at F7 head region, but no clinical or electrographic seizures were recorded. Dr. Sachdeo wrote EEG shows a pattern often seen in patients on benzodiazepines. He did have an EEG on 08/04/22. MRI of the brain was done on 08/06/22 and showed no acute infarction, intracranial hemorrhage, or mass effect. There was no abnormal enhancement taking into account the patient’s motion. He did have a CAT scan of the head that showed no evidence of acute intra or extraaxial hemorrhage or abnormal fluid collections. The lateral ventricles, basal cisterns and sulci are symmetric and patent. There was no acute intracranial hemorrhage. A behavioral health consultation was performed by Dr. Bhatia. He recommended he did not need an inpatient psychiatric admission as he was not suicidal, homicidal or psychotic. He recommended fluoxetine and outpatient psychiatry. He was given a diagnosis of posttraumatic stress disorder. Neurology also started him on Depakote. Psychiatry started him on Cymbalta and trazodone. He was aware not to drive for at least six months. Outpatient physical and occupational therapy were recommended.

Mr. Whitaker participated in a functional capacity evaluation on 09/19/22. The therapist wrote he had disability of the arm, shoulder and hand collectively adding 98% perceived disability. He also had very poor cardiorespiratory fitness level at the 5th percentile rank. Overall, he was deemed capable of working in less than sedentary physical demand level. It was thought he gave an inconsistent performance during the functional capacity evaluation, so the results may not be a valid representation of his current functional abilities.

Mr. Whitaker was seen at Occupational Health on 09/07/21 after an injury of 09/02/21. He stated he was walking away from the truck and slipped, falling on his left hip. He had pain in the left hip radiating down to the left knee. He was ambulating with a mildly antalgic gait and described his pain at 10/10 level. However, his blood pressure was 140/89 and pulse rate was 79, speaking against severe pain. He underwent x-rays of the hip and knee that were read as normal. He was diagnosed with contusion of the left knee and left hip. He was going to treat with RICE and return to work light duty. If he did not improve, he would be referred to orthopedics. He continued to be seen at Occupational Health through 10/01/21 when he was discharged to full duty. His symptoms had completely resolved. He also was evaluated at Occupational Health on 05/31/22 pertaining to the 05/27/22 incident.

__________ Part 2 __________

He saw Dr. Mitchell neurosurgically on 07/05/22. He noted the petitioner’s two injuries course of treatment to date. He rendered diagnoses of cervical and lumbar radiculopathy. He wanted Mr. Whitaker to return with his radiographic films. He also ordered flexion and extension studies of the cervical and lumbar spine and MRIs on both areas. He had followup on 10/03/22, he had attended 12-sessions of therapy at work was not helpful. He also had two courses of Medrol, which helped him only temporary. Since the last visit, he had a seizure and went to Capital Health Hospital. He was started on medications referred to a psychiatrist. He also saw orthopedics Dr. Schwartz for his left shoulder pain. He remained out of work. They reviewed the results of the cervical and lumbar MRI from 07/20/22. They can be INSERTED from the end of his report or hopefully in their own individual reports. Dr. Mitchell included the cervical MRI did not reveal any significant findings that would attribute to his symptomatology. From that standpoint, he had reached maximum medical improvement. He had 24 sessions of therapy and two courses of Medrol Dosepak, but remained symptomatic. He recommended left S1-S2 transforaminal epidural steroid injection targeting the left S1 nerve root. On 05/25/22, he was seen by Dr. Ologo. This was for general medical problems such as hypertension, palpitations and tinea pedis. He followed up here through 11/16/22. On 06/13/22, he was seen orthopedically by Dr. Schwartz relative to his left shoulder. X-rays showed some mild hypertrophic changes, but no acute bony abnormalities. He _____ corticosteroid injection to the shoulder and referred him for an MRI rule out the rotator cuff tear. He returned after the MRI on 06/30/22. Dr. Schwartz did not see significant rotator cuff tears although he had some mild tendinitis. He continued the petitioner on light duty and referred him to his spine surgeon and had been treating him for his cervical spine issues. He followed up relative to the left shoulder on 08/18/22. He stated he was currently attending therapy, but Dr. Schwartz was not in receipt of progress notes from the therapist. He saw Dr. Schwartz one more time of 10/17/22. He was deemed still being unable to return to his normal job duties. Dr. Schwartz was extremely concerned about some symptom magnification on the part of the patient. In view of his inconsistent functional evaluation he had nothing else to offer this patient. He suggested will be referred for a second opinion and take over care since Dr. Schwartz had nothing further to offer. He is going to continue on present work restrictions until seen by another physician.

On 07/25/22, he was seen by Dr. Charles. After neurologic evaluation, he concluded there was no evidence of injury to this patient central or peripheral nervous system. He is currently presenting with either a somatoform disorder or malingering other, which are related to the accident of 05/27/22. In that accident, there was injury to the central or peripheral nervous system. His complaints are exaggerated and not physiological. He needs no further treatment, testing and neurologically was deemed at maximum medical improvement. He returned to any job of his choosing without restrictions and further. No further treatment is indicated.

On 09/03/22, he was seen by Dr. Amin who may be a psychiatrist. He listed diagnoses of major depressive disorder recurrent and moderate, generalized anxiety disorder, and posttraumatic stress disorder. He had Mr. Whitaker on medications. It is noteworthy that the somatoform and malingering conditions that Dr. Schwartz was concerned about were not detected by Dr. Ashraf. Followup with him was rendered through 09/17/22.

On 10/12/22, neurologist Dr. Bereanu performed an evaluation. He opined that he had post traumatic stress disorder with some residual findings and moderate to severe reactive depression compounded by chronic sleep dysregulation. He was to continue on an anticonvulsant medication and we have repeat 24-hour EEG to be considered. He also need psychological intervention as well as orthopedic and pain management treatment. On 11/07/22, the petitioner was seen by pain specialist Dr. Sackstein. He rendered treatment through 12/21/22.

On 03/07/23, psychological evaluation was performed by Dr. Kezmarsky. She performed an evaluation that included several different inventories. On the MMPI-2RF protocol he was noted to be invalid and uninterpretable due to indications of overreporting. He generated an excessive number of infrequent responses, which is uncommon even in individuals with genuine severe psychopathology. He provided a very unusual combination of responses associated with non-credible reporting of somatic and or cognitive symptoms. He also provided a very unusual combination of responses that is strongly associated with non-credible memory complaints. On the Montréal cognitive assessment he scored 15/30. This was very consistent with what would have been a best mild bloated head if any. He had also noted in mental status exams previously there were within normal limits so this makes no consistent sense at all. This is consistent with the lack of validity of the Rey 15. She also explained he reported a much larger than average number of somatic symptoms rarely described by individuals with genuine medical conditions, which is uncommon even in individuals with substantial medical problems or emotional dysfunction who report credible symptoms. He tended to repeat himself in a positive light by denying several minor fall and shortcomings that most people acknowledge. Overall with the objective assessment there was a clear indication of overreporting, which is invalidating his complaints. She also reviewed video where there was no evidence of head injury or evidence of a blow to the head. There appears to be a level of symptom magnification. At that point, there was no diagnosis of postconcussive syndrome. There is a diagnosis of possible malingering of emotional and cognitive symptoms.

On 02/10/23, he had an MR arthrogram of the shoulder to be INSERTED here. He followed up orthopedically Dr. Spagnuola to review these results. He did not seek any tear of the posterior labrum. At this point, he has excessive subjective complaints of pain, which are out of proportion to what they were seeing on clinical examination, MRI, or MR arthrogram. He was a candidate to remain in work full duty without restrictions. Hopefully subjective complaints of pain will lessen with home exercises. He was discharged from care at maximum medical improvement. He did followup with Dr. Mitchell through 03/20/23. At that juncture, he determined Mr. Whitaker had reached maximum medical improvement for his cervical and lumbar radiculopathy. Dr. Mitchell noted he had undergone two epidural steroid injections by Dr. Sackstein with relief in his pain radiating down the left lower extremity. He still had pain in the back and left hip. He states his hip pain was causing him to limp. He was released from care at maximum medical improvement.
PHYSICAL EXAMINATION
GENERAL APPEARANCE: From the outset he displayed odd behavior. He focused exquisitely on his subjective complaints. He shouted, side, puffed, and winced. He states he has to take care of his kids and his wife is dead. He needs make money and work. He does not want to be out of work like other people.
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. Range of motion was accomplished fully at the shoulders, elbows, wrists, and fingers bilaterally without crepitus, tenderness, locking, or triggering. 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. 

He demonstrated significant guarding about the left shoulder in all spheres complaining of severe pain. He makes facial grimacing, grunted, shouted, who and an odd, and size. He did all of these and allowed fashion. Abduction and flexion with 90 degrees, adduction and extension to 40 degrees with internal and external rotation to 20 degrees. Combined active extension with internal rotation was to buttock level. Motion of the right shoulder, both elbows, wrists and fingers was full in all planes without crepitus, tenderness, triggering or locking. Manual muscle testing was ratchet like for resisted left hand grasp, but was otherwise 5/5. Provocative shoulder maneuvers on the left could not be done due to his lack of effort.
LOWER EXTREMITIES: 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.

Inspection revealed pes planus deformities bilaterally. He had variable range of motion about the left hip. When sitting he sat comfortably with the hip at 90 degrees flexion. When supine and flexed at elicited low back tenderness at 20 degrees as well as hip tenderness. During attempted active straight leg raising maneuver his range of motion was limited on the hip as well. Motion of the hips, knees and ankles was otherwise full in all spheres without crepitus or tenderness.
CERVICAL SPINE: Inspection of the cervical spine revealed normal posture and lordotic curve with no apparent scars. Range of motion was accomplished fully in flexion, extension, rotation, and side bending bilaterally without tenderness. 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.

Left rotation and right side bending were 40 degrees, extension 30 degrees, and flexion to 25 degrees. Right rotation and left side bending were full. He was tender to palpation of the left paravertebral and trapezius musculature in the absence of spasm, but there was none on the right or in the midline.
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. There was no palpable spasm or tenderness of the parathoracic or interscapular musculature. There was no tenderness over the bony prominences of the scapulae or spinous processes. There was no winging of the scapulae.

There was an old one and half-inch linear scar, but preserved kyphotic curve and no scoliosis. He had severe superficial tenderness to palpation throughout this region in the absence of spasm.
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 without difficulty and was able to squat and rise fluidly. 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.

He ambulated with a physiologic gait, but complained of low back pain on the left while doing so. He did not use a hand-held assistive device. He was able to walk on his heels. He could walk on his toes and shouted, but he changed positions slowly and squat to 70 degrees with huffing and puffing. He sat comfortably at 90 degrees lumbar flexion. Active flexion was limited to 60 degrees and was otherwise decreased in all spheres with complaints of tenderness. There was severe superficial tenderness to palpation throughout this region in the absence of spasm sparing only the right sciatic notch. Supine straight leg raise maneuver on the left at 15 degrees elicited visit complaints of low back pain that indicative of symptom magnification as this is less than 20 degrees. Supine straight leg raising maneuver on the right at 90 degrees did not elicit low back or radicular complaints. He had markedly positive 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.

Jarrett Whitaker reportedly was injured at work on both 09/01/21 and 05/27/23. He has had an extensive diagnostic workup and protracted course of treatment with various specialist. He was found to have symptoms disproportionate to the objective findings and mechanism of injury. This was noted quite clearly by Dr. Kezmarsky noting video show the absence of trauma to the head although he claimed he had had this with associated symptoms. Dr. Schwartz was also concerned about symptom magnification. He thought the petitioner may have an underlying psychological disorder. He was seen by Dr. Charles in that regard if I recall confirmed this to be the case. Maybe think of Dr. Kezmarsky in terms of his somatoform disorder as a possibility.

The current examination found him to displayed several signs of symptom magnification from the outset.

Followup for an assessment of permanency to the left hip, low back and left knee with respect to the 09/01/21, event. On 05/287/22, event he needs permanency assessments for left shoulder, head, cervical and lumbar disruptions and right-sided costochondritis.

