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Dictation Time Length: 29:19
November 24, 2023

RE:
Josefa Ruiz
History of Accident/Illness and Treatment: As you know, I previously evaluated Ms. Ruiz as described in the reports listed above. She is now a 55-year-old woman who reports she was injured at work on 06/15/12, 04/18/14, and 04/02/18. She states lifting totes off the floor that weigh over 40 pounds led to the first injury. The second was a result of a slip and fall. The third was from pulling rubber sheets out of a mold. She believes she injured her neck, back and shoulders in these events, but did not go to the emergency room afterwards. She admits to undergoing an ablation on the lower back as well as fusion on the cervical spine. She is no longer receiving any active treatment. She has reopened her claims, but denies any subsequent injuries to the involved areas. Of interest to you are the claims of 06/15/12 and 04/08/14. She also alleged subsequent accidents on 04/02/18 involving the cervical and lumbar spine as well as both shoulders; and 11/02/22 involving the lower back.

As per the voluminous records supplied, Ms. Ruiz filed a Claim Petition relative to the event of 06/15/12 indicating her job duties caused neck and left shoulder injury. She also filed a Claim Petition alleging on 04/08/14 she slipped on steps entering the building and injured her lower back. Her third Claim Petition pertains to the 04/02/18 event. She stated repetitive job duties caused and/or aggravated cervical and lumbar spine injuries. She has also filed a Claim Petition relative to an event of 02/08/22, stating she fell at work injuring her lower back. It is my understanding that her previously settled claims have been reopened. Accordingly, I will have to review and summarize some of the earlier documentation that is provided. On 06/15/12, she was seen at WorkNet stating she pulled a muscle in her neck while pulling sheets. She was diagnosed with left cervical sprain and left shoulder strain, to rule out cervical radiculopathy. She was begun on medication and cryotherapy. She followed up here over the next several weeks during which time she participated in physical therapy. As of the visit on 07/20/12, she was referred for orthopedic surgical consultation.

To that end, she was seen on 08/01/12 by Dr. Falconiero. He performed x-rays of the left shoulder that were unremarkable. Cervical spine x-rays revealed some arthritic changes in the lower part of the cervical spine. There was a questionable area in the body of C6 that he saw on one view that may represent some compression. However, this was not present on other views. He did see some straightening of the cervical spine. Dr. Falconiero rendered diagnoses of left cervical radiculopathy, rule out cervical herniated disc, rule out compression fracture at C6, cervical and trapezius strain, and normal exam of the left shoulder. He recommended EMG of the left upper extremity and MRI of the cervical spine. He did not feel she was dealing with any shoulder pathology. MRI of the cervical spine was done on 08/09/12, to be INSERTED here. EMG was done on 08/13/12 by Dr. DiMarco, to be INSERTED here. She followed up with Dr. Falconiero through 08/24/12. He explained the results of her diagnostic studies and his recommendations. These included she see an orthopedic spine specialist such as Dr. Vaccaro. She was allowed to work in limited duty capacity until seen by him.

On 08/30/12, she was seen by spine surgeon named Dr. O’Brien. He diagnosed herniated disc at C5-C6 with neural impingement consistent with her symptoms and findings on today’s exam. He prescribed a Medrol Dosepak and she was to follow up by phone to describe her results and if warranted injections can be scheduled at that time. On 09/20/12, she was seen by Dr. Sanfilippo. He elicited a history that on 06/15/22 she was in the laundry department pulling sheets out of a molding press and felt a pop in her neck and immediate pain radiating down her arm. Nothing seems to make it better. He noted the results of her radiographic studies and diagnosed cervical disc herniation with radiculopathy. He did not think the degenerative portion of this is work related. His review of the x-rays was that they showed cervical degenerative changes at C5-C6 level. His review of the MRI was that it showed a left C5-C6 disc herniation with lateral recess and foraminal narrowing at the C5-C6 level. That would tell me that the herniation is due to the degenerative process. Dr. Sanfilippo deemed she was a surgical candidate. On 10/12/12, Dr. Sanfilippo performed anterior cervical discectomy and instrumented anterior fusion at C5-C6. The postoperative diagnoses were cervical disc herniation at C5-C6 with radiculopathy. She presented to the emergency room two days later and was found to have hypoxia for which she was admitted. While there, she had an evaluation by Dr. Thilagavathi who diagnosed community acquired pneumonia, recent cervical fusion that was stable, hypoxia likely secondary to the pneumonia, controlled depression, and constipation that was new during the hospitalization. On 10/15/12, she had a CAT scan of the chest to be INSERTED here. She followed up with Dr. Sanfilippo through 10/26/12 when x-rays showed good position at the C5-C6 level with the screws in good position and no evidence of hardware failure. He referred her for physical therapy.

She returned to him on 06/17/14 claiming she was injured on 04/08/14, but did not provide a mechanism of injury. She continued to have persistent radicular symptoms into the right lower extremity and no benefit with 12 sessions of therapy. He then referred her for pain management. On 07/31/14, she was seen in that regard by Dr. Jarmain. He thought she had right much greater than left lower back and buttock pain and posterolateral thigh and calf pain. He wrote apparently she sustained a right paracentral to foraminal disc herniation at L5-S1 causing right foraminal stenosis at that level and what appeared to be a right L5 radiculopathy. He discussed treatment options and concluded he could not inject her with steroids given her history. She was going to continue with ibuprofen and did not want injections. He referred her to another spine surgeon named Dr. Momi. However, she was seen orthopedically by Dr. Lipschultz on 08/05/14. He noted flexibility is actually only minimally decreased. Although she complained of leg weakness, she did not have any focal weakness on exam. She saw Dr. Lipschultz again on 08/19/14, noting she had an appointment scheduled with Dr. Momi. On 08/21/14, she in fact did see Dr. Momi. He noted she was injured at work first on 04/08/14 when she fell downstairs and developed low back pain and right lower extremity pain. She had physical therapy afterwards, but did not do well and eventually saw Dr. Jarmain. Due to her history of adverse reactions to steroids, these were deferred. The more recent injury was on 04/08/14 when she slipped and fell downstairs as just noted. He did not give the mechanism of injury for the first event. He did note she had anterior cervical discectomy and fusion by Dr. Sanfilippo in 2012. She also had left knee arthroscopy for degenerative joint disease in her left knee. Dr. Momi diagnosed right lumbar radiculitis with no clear radiculopathy, which appears inconsistent with the extent of MRI findings. He thought it was unlikely surgery would benefit her. He wanted her to get an EMG for the time being. On 04/18/14, he wrote the EMG was found to be negative for any radiculopathy. She also underwent an FCE that showed moderately consistent effort with high focus on pain behaviors. She was able to lift 35 pounds at a maximum. He concluded there was no organic basis for her numbness and pain in the right leg that is easily identifiable at that point. Thus, she had deemed maximum medical improvement.

Going back to the first injury, she was seen on 09/20/12 by Dr. Greenleaf. She related pulling sheets out of a molding press and felt a pop in her neck with immediate pain down her right arm. He reviewed cervical spine x-rays from 08/09/12 that showed a left C5-C6 herniation with lateral recess and foraminal narrowing at that level. X-rays showed cervical degenerative changes at the C5-C6 level. He did not think the degenerative portion of this is work related. But, the acute radiculopathy necessitated further treatment. They then elected to pursue cervical spine surgery that will be INSERTED here from 10/12/12. She followed up with Dr. Sanfilippo and his colleagues at Reconstructive Orthopedics through 07/25/22. He reviewed her latest MRI that will be INSERTED as marked from his progress note. She stated her symptoms are not improved following the surgery. She has pain in her neck on the left and difficulty opening her mouth wide with pain in the shoulders, arms and hands.

With respect to the 04/08/14 injury, she was seen on that date at Concentra stating she slipped and fell on a wet surface. She had pain in her back in the right side hip area. X‑rays of the right hip and lumbar spine were negative. She was diagnosed with a lumbar strain and right hip contusion for which she was to continue her previous medicines in the form of ibuprofen. She was also placed on activity modifications. She was followed at Concentra over the next several weeks by various physicians. Physical therapy was also rendered. She had extensive physical therapy and follow-up with Dr. Momi on 09/18/14. He placed her on permanent restrictions of no lifting over 35 pounds. She had a lumbar MRI on 05/09/14, to be INSERTED if not already done so. She had an EMG on 09/03/14, but we seem to only have part of that report at least the way it is currently organized. She did participate in a functional capacity evaluation on 09/11/14. It concluded she is capable of working in the medium physical demand category and this would be compatible with her job description.

She returned to Dr. Momi on 02/02/18 for a need-for-treatment evaluation. He noted her prior injuries and treatment including the neck surgery. On this event, he wrote it was unclear if the low back pain was related to the injury of June 2012. He wanted to review prior records before pursuing additional care. At follow-up on 02/16/18, he had received the results of her cervical spine MRI and EMG that was negative. He ordered a new lumbar MRI to return in two weeks. She returned on 03/05/18 when it noted the MRI demonstrated no axial views. He thought she had nerve impingement symptoms and back pain that likely had progressed since she now has numbness that she did not have before. He referred her for a pain medicine consultation. He also wanted her to obtain axial views on the MRI and bring the results to him at the next visit. She saw Dr. Momi again with these films on 04/03/18. By then, she had been referred for pain specialist evaluation by Dr. Paul. She saw Dr. Paul on 04/19/18. He then administered a series of facet injections to the lumbar spine. Radiofrequency ablation was done on the lumbar spine on 09/10/18, also by Dr. Paul. She saw Dr. Paul through 09/27/18. He reviewed the x-rays and MRI of the lumbar spine. She related approximately 80% improvement in the low back with the radiofrequency ablation. From his standpoint, she was able to continue working without restrictions and she had reached maximum medical improvement.

Ms. Ruiz was seen by Dr. Taffet on 12/08/21 for neck and right shoulder pain. He noted she had previously undergone cervical spine surgery and did x-rays. He performed a corticosteroid injection to the shoulder and referred her for an MRI of the cervical spine. This was done on 12/16/21, to be INSERTED here. MRI of the left hip was done on 04/12/22, to be INSERTED here. MRI of the lumbar spine was done that same day, to be INSERTED here. He listed the indication alluded to the work injury of 02/28/22. An MRI of the right hip was done on 04/12/22, to be INSERTED.
On 04/27/22, she was seen by Dr. Cooper for lumbar pain. She related on 02/28/22 she tripped and slipped on a mat while cleaning a machine. She was seen at WorkNet and prescribed NSAIDs and physical therapy. She claimed four sessions of therapy aggravated her pain. He ascertained an additional history of anxiety, depression, and bipolar disorder. He performed an exam and reviewed the recent MRI studies. He started her on cyclobenzaprine. Home exercise instructions were also provided. She continued to see Dr. Cooper through 08/24/22, when Ms. Ruiz had no restrictions on her activities at work. The ongoing diagnosis was lumbar spondylosis. She also had bilateral sacroiliitis and strain of the left hip. On 06/08/22, Dr. Cooper did perform medial branch blocks in the lumbar spine for lumbar spondylosis.

On 06/13/22, Ms. Ruiz was seen orthopedically by Dr. Schwartz. He thought she should be referred to a spine surgeon after having read her 12/15/21 cervical MRI. On 08/05/22, Dr. Cooper did perform radiofrequency thermocoagulation. She performed bilateral medial branch blocks on 05/13/22. The radiofrequency thermocoagulation was repeated on 07/22/22.
PHYSICAL EXAMINATION
UPPER EXTREMITIES: Inspection of the upper extremities revealed no bony or soft tissue abnormalities. She had generalized deconditioned musculature bilaterally. She had an old hypopigmented scar in the left forearm, but no outright swelling, atrophy, or effusions. Skin was otherwise 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. 

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 was an old hyperpigmented scar on the left that she attributed to a previous injury. There was no 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 4+ for resisted left hamstring and quadriceps strength, but was otherwise 5/5. There was no significant tenderness with palpation of either lower extremity.

PELVIS/HIPS: Normal macro
CERVICAL SPINE: Inspection of the cervical spine revealed a well-healed left anterior transverse scar consistent with her surgery, but preserved lordotic curve. Active flexion was 30 degrees, extension 40 degrees, bilateral side bending 20 degrees, rotation right 60 degrees and left to 65 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. The examinee was able to walk on her heels and toes without difficulty. She 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. She sat comfortably at 90 degrees lumbar flexion, but actively flexed to only 40 degrees complaining of tenderness. Motion was otherwise full in all spheres with complaints of tenderness. There was tenderness to palpation at the lumbosacral junction as well as right sacroiliac joint, but not the left. There was no palpable spasm or tenderness of the 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 at 90 degrees elicited low back tenderness with positive reverse flip maneuvers for symptom magnification. She had a positive trunk torsion maneuver for the same phenomenon. Axial loading had to be deferred.
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.

Josefa Ruiz has alleged being injured at work on several occasions. The latest of these was on 11/02/22. As seen in my prior report, she had extensive diagnostic testing and treatment relative to the 2014 incident. The additional documentation sheds light on her treatment for the 2012 and 2018 and possibly the 2022 injuries. My assessment of permanency will be the same as marked in my previous report. We will also give a very condensed version of the additional treatment she had that I reviewed.
