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Dictation Time Length: 16:09
November 26, 2023

RE:
Veronica Trice
History of Accident/Illness and Treatment: Veronica Trice is a 51-year-old woman who reports she was injured at work on 05/30/21. At that time, a resident threw a metal chair at her. She blocked it with her wrist along its ulnar aspect and injured it. She describes going to the emergency room the following day. She had further evaluation, but remains unaware of her final diagnosis. She did not undergo any surgery or injections and has completed her course of active treatment. Rest of that is normal
As per her Claim Petition, Ms. Trice alleges she was assaulted by two patients. One threw a metal chair at her while another punched her in the face. As a result, she claimed injuries to the left arm, left shoulder, neck and wrist. Medical records show she was seen at Jefferson Emergency Room on 05/31/21. She complained of left wrist and forearm pain that started the previous day when hit with a metal chair thrown by a student at the group home where she works. This occurred about 9 p.m. She has normal range of motion of the shoulder and elbow, but limited range of motion of the wrist. She denied any numbness or tingling and had normal sensation into her hand and fingers. Exam found no bruising or obvious deformity at the left wrist and distal forearm. There was tenderness to those regions, but no swelling or deformity. She had x-rays of the left elbow that showed no acute bony abnormalities. X-rays of the left forearm were remarkable. X-rays of the left hand also showed no acute bony abnormalities. She was placed in a left wrist Velcro splint, a cock-up splint. She was then treated and released with a diagnosis of sprain of the wrist and sprain of the left upper arm.
Ms. Trice was then seen at Concentra on 06/01/21. They noted she was wearing a sling and brace since presenting to the emergency room. X-rays were repeated and were read as negative for significant radiologic findings. She was diagnosed with contusion of the left forearm for which she was to start ibuprofen. She was administered intramuscular Ketorolac. X-rays of the left forearm were the ones just described.
Ms. Trice was then seen orthopedically by Dr. Joseph Dwyer on 06/03/21. He noted her course of treatment to date. She still had significant pain in her wrist, but denied any numbness or tingling. He noted x-rays and repeat x-rays were negative. They were reviewed in the office with x-rays of the wrist that showed no evidence of fractures, dislocations, or subluxations. Dr. Dwyer wrote they could treat this as a wrist and forearm contusion. Her level of pain is much more elevated than he would expect with this injury. She has difficulty even moving the wrist or elbow. She is guarding and it is difficult to examine her. He thought it would be best to continue the wrist brace for another couple of weeks and ice it. He would start her on an antiinflammatory. She was to stay out of work for the next two weeks and then return for follow-up. She saw him again on 06/17/21. He explained to Veronica it is difficult for her to treat her without an area to focus on for the pain. Her symptoms of pain are extremely out of proportion to the initial injury and it concerned him. Advanced imaging is not an option because her pain is globally in the elbow, forearm, wrist and hand. He would not even order an MRI at that point. They discussed treatment options including a course of physical therapy, but was uncertain that this would even help her due to her out of proportion symptoms. She saw Dr. Dwyer through 07/22/21. She was making very slow progress. He increased her lifting limit to 10 pounds, but she stated she could not handle that. At that time, he had doubts on whether she is going to be able to get back to work in her previous capacity. He referred her for an additional two weeks of therapy. His suspicion was at that point they would consider sending her for a second opinion or doing a functional capacity evaluation. She is to return in two weeks. It does not appear that she did so. Dr. Dwyer completed a quick note dated 09/07/21, deeming she had reached maximum medical improvement and she could work without restrictions.

Prior records show the Petitioner received treatment for various internal medical conditions. She did have some orthopedic issues addressed as well. On 10/25/12, she underwent a polysomnogram study. She did have serial mammograms performed. She also had gastrointestinal issues for which several diagnostic studies were done. On 01/22/15, she was seen by Dr. Chandrasekaran after going to the emergency room. She was diagnosed with costochondritis, fibromyalgia, and anxiety. She was currently taking alprazolam. She followed up in this practice on the dates described. On 10/11/17, Dr. Peterson saw her due to pain in her legs and feet. His past medical history included anxiety, GERD, degenerative joint disease of the back, fibromyalgia, insomnia, and prediabetes. On 01/12/21, she was seen by Dr. Fabens. Additional diagnoses of sciatica and shoulder pain as well as concussion were rendered. They wrote she had a concussion in October 2019 for which she went to the emergency room at Einstein and had a negative head CT. She had migraines with photosensitivity and followed up with a neurologist. She was taking oxycodone for sciatica as prescribed by a physiatrist named Dr. Atockaway.

She presented to the emergency room at Chestnut Hill Health Systems on 09/12/16 after a motor vehicle collision two days earlier. She had also recently been involved in a car accident in the beginning of August. She was diagnosed with back pain and prescribed 15 mg of Percocet, muscle relaxers and ibuprofen. She has also been attending therapy. She had diffuse mild tenderness to the lumbar spine, but normal range of motion. Chest x-rays showed no significant abnormalities. She was diagnosed with contusion, sprain, sternal contusion, chest wall pain, and musculoskeletal pain generally in the body for which she was prescribed Valium, ibuprofen, and diclofenac gel. Ms. Trice went to the emergency room again on 06/18/17 with left toe pain that started the previous day. There was no precipitating injury. X-rays showed hallux valgus deformity with bunion formation, mild degenerative changes at the first metatarsophalangeal joint, but no acute fractures. She was diagnosed with gout for which she was treated and released.
PHYSICAL EXAMINATION
She wore a boot on her left foot secondary to recently having bunion surgery.

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. She demonstrated guarded positioning of her left hand and arm by withdrawing it from any attempts at palpation. She had decreased active range of motion about the left fingers and wrist with no volitional effort demonstrated. Passive range of motion was full at the wrist and fingers with complaints of severe tenderness. Left elbow supination was full to 80 degrees, but elicited tenderness throughout the upper extremity. Motion of the shoulders, elbows, wrists and right 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. She had breakaway weakness throughout the entire left upper extremity, but this was 5/5 on the right. There was no significant tenderness with palpation of either upper extremity. 

HANDS/WRISTS/ELBOWS: Finkelstein’s maneuver on the left elicited forearm tenderness that is non-physiologic. This maneuver was negative on the right. Tinel's, Phalen's, Adson's, Watson, Grind, and Middle finger extension tests were negative bilaterally for instability, compression neuropathy, or vascular anomalies. Tinel's signs at the radial tunnel and Guyon's canal were negative bilaterally for compression neuropathy. There was no laxity with manual pressure applied at the elbows or fingers. Resisted pronation/supination at the elbows did not elicit symptoms.  

CERVICAL SPINE: Inspection of the cervical spine revealed normal posture and lordotic curve with no apparent scars. Active flexion was to 40 degrees as was extension, side bending right 20 degrees and left to 25 degrees, with rotation right 60 degrees and left to 65 degrees, all with complaints of tenderness. She had superficial global tenderness to palpation throughout this region in the absence of spasm. Spurling’s maneuver was negative.

THORACIC SPINE: Normal macro
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 05/30/21, Veronica Trice was struck by a chair thrown at her by a resident. It hit her left upper extremity. She was seen at the emergency room the following day where x-rays were negative. She was placed in a splint and followed up at Concentra. She then also came under the orthopedic care of Dr. Joseph Dwyer. From the outset, he noted her symptoms were disproportionate to the objective findings and mechanism of injury. He nevertheless treated her with some physical therapy and medications. Her cooperation during serial exams was subpar. Ultimately, he released her to work in an unrestricted capacity as of 07/22/21. Ms. Trice does suffer from fibromyalgia. She stated this was diagnosed before the subject event. She did not have any treatment for it in several years.

The current examination found several signs of functional overlay. There is 0% permanent partial or total disability referable to the left arm, left shoulder, left wrist, or neck. Her subjective complaints are disproportionate to the objective findings and mechanism of injury in this case. Notwithstanding her documented visits to the emergency room after motor vehicle accidents, she currently denies being involved in the same or sustaining any injuries from them.
