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Dictation Time Length: 40:07
December 3, 2023

RE:
Maria Ramirez
History of Accident/Illness and Treatment: I have been advised Maria Ramirez has filed two Claim Petitions. The first pertains to an acute injury of 09/29/19. The second pertains to alleged occupational exposure from 06/15/20 through 08/16/21. According to the information obtained directly from Ms. Ramirez, she is a 58-year-old woman who describes she slipped and fell at work in 2019. As a result, she believes she injured her left shoulder, neck, and lower back. She did undergo single-level fusion on the cervical spine. She is no longer receiving any active treatment. However, she states she does need left shoulder surgery. She did receive injections to the neck and lower back in 2018. She denies any subsequent injuries to the involved areas. She states the issue of whether she had prior injuries and preexisting conditions is in dispute. According to the records provided, Ms. Ramirez was seen by Dr. Disabella on 10/15/19. She had been employed by the insured for three years. She stated on 09/29/19, she slipped and fell causing her to hit her back on a wall. She received treatment from Occupational Health who performed x-rays, prescribed Flexeril and gave a pain injection. She admitted to a previous injury to this body part and motor vehicle accident. She also received physical therapy and chiropractic treatment in the past to these body parts. Dr. Disabella diagnosed neck strain, strain of the lumbar region, left rotator cuff and wrist. He also reviewed her previous records that will be INSERTED here as marked. These prior treatment records and diagnostic studies demonstrate that Ms. Ramirez in fact did have previous and apparently ongoing orthopedic problems to the involved areas. She continued to see Dr. Disabella and on 11/04/19 he wrote she continued to have cervical and left shoulder pain as well as lumbar pain. She had only undergone her initial evaluation at physical therapy. He did not feel there was any reason to hold her treatment at this time, but he wanted her to continue with therapy for the cervical spine, left shoulder, and lumbar pain. He was concerned she may have a rotator cuff tear, but that will not be evaluated until they had completed some conservative care. She could work with a 10-pound lifting, pushing and pulling restriction. She did undergo an MRI of the cervical spine and lumbar spine on 11/21/19, to be INSERTED here. She followed up with Dr. Disabella to review these results on 11/19/19. He reviewed the results with her on 12/16/19. He wrote the cervical MRI revealed multilevel disc protrusions with extrusions at C4-C5. The lumbar MRI revealed no fracture or large disc protrusion. There was slight scoliosis and mild degenerative changes. Dr. Disabella concluded she had a bulging disc on her cervical MRI and referred her to Dr. Fitzhenry for possible injection therapy. She was also going to participate in physical therapy for the left rotator cuff. Dr. Disabella monitored her progress. On the visit of 01/06/20, he learned she had not started therapy due to some technical issue with either her attorney or the insurance company. He reissued an order for physical therapy. On 01/14/20, he reiterated the cervical MRI showed minimal degenerative joint disease and a bulging disc. Lumbar MRI was normal. He again referred her for injection therapy and physical therapy. He thought she should be advancing much more quickly, but she has just started physical therapy with only three sessions. On 01/28/20, she had full motion of both shoulders and cervical spine. She continued to complain of left-sided cervical pain, but her MRI showed only minor disc bulging. He again recommended she see Dr. Fitzhenry. If the patient fails injections, at that point he thinks she would be determined to have achieved maximum medical improvement and discharged from care. Shortly thereafter, he released her from care to return to full duty on 03/24/20. However, Dr. Disabella wrote correspondence on 11/25/20. He reviewed various MRIs and offered his opinions that will be INSERTED here as marked.

Dr. Dwyer performed a need-for-treatment evaluation relative to the left shoulder on 04/14/22. He ascertained a history of her injuries and her diagnostic studies. This will need to be INSERTED in my report at this point. His notes run for several pages. They are enlightening in many respects.

She was seen orthopedically on 04/08/20. This was with a family medicine specialist named Dr. Nguyen. He performed a telephone visit with her on 04/24/20, noting she tested positive for COVID-19 on 04/07/20. She was doing well otherwise. She had a fall in the hospital and developed a laceration on her forehead. She has stitches that need to be taken out. This would suggest that she was doing well relative to the acute incident in question. On 12/31/20, she was seen orthopedically by Dr. Rosen. He reviewed extensive records and performed a physical exam leading to rendering several conclusions that will be INSERTED as marked. She returned to Dr. Rosen on 03/10/22 when he opined the accident of 09/29/19 aggravated the high-grade partial rotator cuff tear of the distal supraspinatus tendon. In addition, she also sustained a new interstitial tear of the supraspinatus tendon at the myotendinous junction.

Dr. Mitchell performed a neurosurgical evaluation on 01/12/21. His assessment and following conclusions will be INSERTED as marked. On 02/28/22, she had an MRI of the left shoulder whose results will be INSERTED here. On 01/12/23, Dr. Bhagat reviewed two non-contrast MRIs of the left shoulder from 02/05/19 and 02/08/22. He offered opinions as to their difference that will also be INSERTED here as marked.
Prior records show Ms. Ramirez was seen orthopedically by Dr. Barry Gleimer on 02/13/12. He noted a recent injury that will be INSERTED as marked. He also reviewed diagnostic studies and rendered assessments. He wanted her to get x-rays of the left shoulder and cervical spine urgently. She followed up with him on 10/08/15 when he referred her for therapy given the diagnostic assessments marked on that progress note. On 01/08/16, Ms. Ramirez was seen by Dr. Citta who described an EMG showed left L5 lumbar radiculopathy that was chronic in nature and mild in severity. There was no evidence of entrapment neuropathy, lumbar plexopathy or myopathy. She was also seen by pain specialist Dr. Kalliny. He gave diagnostic impressions that will be INSERTED here from the visit of 01/08/16. She followed up with Dr. Kalliny on 04/13/18 after her procedure. She reported 50% improvement particularly with her radiating pain, but she had moderate low back pain. His diagnoses were lumbar radiculopathy and intervertebral disc displacement as well as a sprain with bulging discs and radiculitis. He recommended she undergo bilateral lumbar facet medial branch blocks at L3-L5. Follow-up with Dr. Gleimer and his colleagues continued over the next several months running through 08/27/19. This was the last visit just before the subject event of 09/29/19. Dr. Barry Gleimer referred her to Dr. Jeffrey Gleimer for consideration of spine surgical options. He also performed two injections to the shoulder subacromially and to the AC joint. She had only limited improvement with the injection to the subacromial area, but significant improvement with the AC injection. He advised her to return in two months or sooner if necessary.

She continued to be seen at Regional Orthopedics on 04/21/21 by Dr. Weisband. He ascertained a history of her being involved in a motor vehicle accident in 2018 after which she treated at Garden State Orthopedics. Dr. Ranalli injected her shoulder and ordered an MRI. In 2019, she had a slip-and-fall at work. She was seen by Dr. Disabella and MRI was ordered. She also saw a Workers’ Compensation physician, but they turned down pain management. She was then seen by Dr. Lee at Relievus Pain Management and accepted three cervical epidural injections, three radiofrequency procedures, and three ablations. Dr. Weisband concluded that after two and three years after an injury and multiple treating doctors in the past, we would be unable to help her. He recommended she go back to the physicians who saw her including pain specialist Dr. Lee. He gave an addendum that she was seen by Dr. Barry Gleimer on 08/27/19 and was to return in two months, but never did. She also was to be seen by Dr. Jeffery Gleimer, but did not keep her appointment. On 09/28/21, she followed up five weeks and five days status post anterior cervical discectomy and fusion at C4-C5 by Dr. Jeffery Gleimer with her cervical collar in place. He cleared her to begin removing the collar. He then ordered a course of physical therapy. She was seen by pain specialist Dr. Padula on 12/13/21. He wanted her to participate in physical therapy and get updated x-rays of the cervical spine.
On 07/21/15, she had lumbar spine x-rays that showed mild degenerative changes with spurring at the anterior aspect of the lumbar vertebral bodies. There were mild hypertrophic facet changes in the lower lumbar spine, but no dynamic instability. She had a lumbar MRI done on 07/21/15 that showed degenerative changes with a small central disc protrusion at L4-L5. There was also a posterior annular tear at that level. This appeared unchanged since the 02/10/12 exam. Dr. Kalliny performed the lumbar epidural injection on 12/18/15. On 01/06/16, she had x-rays of the pelvis that were read as normal. These were done at the referral of Dr. Jeffery Gleimer. On 01/19/16, Dr. Kalliny performed a lumbar epidural steroid injection. On 01/30/18, he performed another lumbar epidural steroid injection. On 03/30/18, Dr. Kalliny performed a lumbar epidural steroid injection.

The Petitioner was seen at Kennedy Emergency Room on 11/14/18 after being involved in a motor vehicle accident 30 minutes ago. She was brought in by EMS and stated she was the restrained driver that was struck at the driver-side door, pulling out of an intersection. The other car was traveling less than 10 miles per hour and there was a low-impact collision per EMS. The patient’s door was not able to be opened due to collision, but denies any broken windows and inter-compartment damage. The car was drivable. She complained of substernal and left-sided chest pain, left neck and left shoulder pain. She was evaluated, treated, and released on Flexeril and Motrin. The chest x-ray was unremarkable and stable when compared with the study of June 2018. In the cervical spine, there was no evidence of acute osseous abnormality.
She saw Dr. Nguyen on 11/19/18 as a new patient after a motor vehicle accident. On 11/27/18, he wrote she had an MVA about two weeks ago and was seen in the emergency room. Initial screens were negative for any major injuries. However, he diagnosed injury to the left shoulder for which he ordered orthopedic consultation. She also had cervicalgia. She continued to be seen on 11/27/18 by Dr. Nguyen. Diagnoses were unspecified motor vehicle accident, cervicalgia, essential hypertension, as well as mixed hyperlipidemia. He noted she had been out of work due to the accident from her position as a corrections officer. She was again seen by Dr. Nguyen on 01/10/19. He found she had decreased range of motion about the left shoulder, improved from the last visit. *__________* She is able to flex above level of shoulder to 15 to 30 degrees above plane. On 04/24/20, Dr. Nguyen wrote she was clinically improving her symptoms of almost completely resolved. This was relative to open wound of a forehead. On 05/01/20, she presented for suture removal. Three weeks ago, she had a fall, fall of laceration over the right elbow while in the hospital. She had nine sutures placed. On 12/23/20, she complained of bilateral upper extremity, particularly finger discomfort and bilateral lower extremity particular foot discomfort. She denied injury. She denied exaggerating or alleviating conditions. She developed the symptoms with in the last month, and was taking ibuprofen and tramadol with minimal relief. The clinical exam was unimpressive. He vented generic diagnosis of arthralgia of both hands and of both feet. She followed up regularly with Dr. Nguyen again on the dates described. On the visit of 02/09/22, she wanted an MRI of her left shoulder done. She was advised that had to do x-rays first in hopes of approval for an MRI. He also recommended she contact orthopedic office who sees her for her neck to make an appointment with someone else to see her for her shoulder. Dr. Nguyen wrote she had chronic left shoulder pain, had car accident and slip and fall in 2018 and 2019. She claimed shoulder had never been looked at. She always figured that was her neck that was causing a lot of her pain. She did indeed undergo cervical spine fusion in August 2019. She was still in physical therapy twice per week. The therapist suggested she should have her shoulder look at. She was going to followup with Regional Orthopedics and continues to take tramadol twice per day. On 02/09/22, she had x-rays of the left shoulder interpreted by Dr. Semmier. The glenohumeral joint space appears widened, which can suggest a joint effusion. Clinical correlation was suggested. MRI could be performed for further regulation if clinically warranted. On 12/05/22, Ms. Ramirez was seen by Dr. Nguyen again. She was status post cervical spine surgery more than a year ago, which did not help her pain. She claimed this was a result of the past car accident. He referred her to pain management for evaluation and management of her chronic neck pain. On 12/05/18, she was evaluated by a chiropractor after an automobile accident on 11/14/18. She had persistent symptomatology and soft care in the office in this visit. She reported being involved in a prior slip and fall, which occurred about four years ago. In that prey trauma, she sustained injury to the lumbar region. This previous injuries improve with treatment, but did not fully resolved. Prior to the recent trauma, on 11/14/18, she was better able to engage her normal daily activities with less difficulty. The current trauma significantly exacerbated her prior symptoms. Therefore he concluded that he there was relationship between her current injuries symptoms to this most recent trauma. He had her undergo left shoulder x-rays on 12/10/18, that showed no dislocation. That same day she had x-rays of the lumbar spine that showed mild levoscoliosis and decreased mineralization suggested.

On 12/13/18, she was evaluated orthopedically by Dr. Ranalli. She had been sent to him in a rather acute situation by a physician at Virtua. She was in a motor vehicle accident on 11/14/18, and had been having severe pain. He was unaware that she was a patient of Dr. *__________* to chiropractor and continued to be seen does he came and then filled back her paperwork. He ascertained a history of symptoms involving the neck, back and left shoulder. He offered several diagnostic impressions to be INSERTED as marked. He also explained that she has significant change to her left rotator cuff. He was going to reevaluate her next week and give her injection to the subacromial space. He felt it was imperative she had an MRI scan of the left shoulder. He did not think therapy should begin on the shoulder because she has such severe pain spasm and limited motion. He was also concerned about her overall bone health. She had evidence of possible COPD and osteoporosis and back x-rays and left shoulder x-rays. He discussed with her the need for a DEXA scan unrelated to her injuries. She followed up with Dr. *__________* through 02/07/19. He wanted her to continues to who provide physical therapy program. There were going to try to obtain the reports of her MRI of the left shoulder. On 03/07/19, he wrote numerous diagnostic impressions to be INSERTED as marked. He performed a cortisone injection to the left subacromial space. On 04/04/19, he gave further diagnoses that will be INSERTED here. He noted the results of her lumbar MRI and cervical MRI on 02/28/19, also to be INSERTED as marked from his letter. The Petitioner continued to see Dr. *__________* regularly through at least 05/22/19. They had been unable to obtain approval for left shoulder surgery. He felt the only thing that is going to give her significant relief was the surgery and it was medical necessary and medically appropriate. INSERT the results of numerous diagnostic studies in Pennsauken diagnostic Center on 02/05/19, including MRI of the left shoulder, brain MRI on 02/28/19, cervical spine MRI on 02/28/19, and lumbar MRI done on 02/28/19.

She was seen physiatrically by Dr. Matthew McClure. He noted MRIs of the brain cervical spine and lumbar spine were performed. He observed them and demonstrated the disc herniation at C4-C5, disc bulge at C5-C6 and lumbar disc herniation at L4-L5. He prescribed Topamax and ordered electrodiagnostic testing. On 03/13/19,. Dr. McClure performed an EMG that showed acute left C5 radiculopathy. However, in correspondence of 04/17/19, he wrote EMG/NCV was a normal study. She was going to followup with Dr. *__________* regarding possible cervical spine surgery. This consideration for neck surgery was made many months before the first claimed subject event. She did have EMG/NCV by Dr. McClure on 04/17/19, involving the lower extremities. This was a normal study.

On 03/27/19, she was seen neurosurgically by Dr. *__________*. His comments will be INSERTED as marked over several pages. He saw pain specialist Dr. Lee on 06/10/19, with respect to the motor vehicle accident on 11/14/18. He gave diagnostic assessment that will be INSERTED as marked overlapping to a second page. They discussed various treatment options including injection therapy. On 10/14/19, he learned she had a work-related fall on 09/29/19. On the visit of 09/21/19, the closure to the event of 09/29/19, he wanted her to continue tramadol and ibuprofen. He wrote she had a 54% whole body impairment level. His diagnoses included a long list that will be INSERTED as marked the he related to the 11/14/18, accident. Accordingly, they do not correlate with the subject events. She did undergo medial branch blocks in the cervical spine on 09/21/19. Lumbar facet blocks were given on 10/14/19. She followed up with Dr. Lee through 07/27/20. He wanted her to continue current conservative treatment and followup in four weeks. They had been provided with handwritten and eligible progress note by unknown provider on 06/20/19. On 07/10/19, Dr. Lee performed with cervical epidural steroid injection. He performed the lumbar epidural injection on 07/24/19. On 12/06/19. he performed cervical facet injections. On 12/20/19, he performed lumbar facet injections. On 02/22/20, Dr. Lee performed radiofrequency neurolysis of medial branch nerves for cervical facet joints bilaterally at C4-C5, C5-C6 and C5 and C6 nerves. He performed radiofrequency neurolysis on the lumbar spine on 03/13/20.
PHYSICAL EXAMINATION
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. 

There were healed portal scars about the right shoulder that she attributed to a prior job and surgery. The scars about her left shoulder for possible surgery when visualized her likely she did not have that surgery. Motion of the left shoulder was associated with tenderness. Abduction was 150 degrees, flexion 145 degrees, internal rotation 70 degrees and external rotation to 80 degrees. Motion of the shoulders, elbows, wrists and fingers was otherwise full in all spheres without crepitus, tenderness, triggering or locking. Manual muscle testing was 4+/5 for resisted right shoulder abduction, but was otherwise 5/5. There was severe tenderness to palpation about the left acromioclavicular joint, but there was none on the right.
SHOULDERS: Normal macro.

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.

Manual muscle testing was 5-/5 for resisted left plantar flexor strength, but was otherwise 5/5. Spine cervical inspection revealed an anterior transverse scar consistent with her surgery. Flexion was to 45 degrees, rotation right 75 degrees and left at 60 degrees Extension with bilateral side bending were full.
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. 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.

She changed positions fluidly and was able to squat to 40 degrees and rise. She sat comfortably at 90 degrees lumbar flexion, but actively flexed only 60 degrees. Extension bilateral rotation and side bending were accomplished fully with no discomfort. She was tender to palpation about the left sacroiliac joint and sciatic notch, but not the right. The rest was tendon areas were normal. Supine straight leg raising maneuver on the left at 75 degrees elicited only low back tenderness without radicular complaints. In the right at 90° no low back radicular complaints were elicited.
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.

Maria Ramirez alleges she sustained acute injuries at work due to slip and fall on 09/29/19. These involved her neck, left shoulder and low back. She also claimed occupational exposures involving her back, neck and left shoulder from 06/15/22, through 08/16/21. She underwent an extensive diagnostic workup and course of treatment relative to these events. There was superimposed upon were clearly pre-existing symptoms and injuries to the involved areas. She in fact had undergone cervical spine surgery before these incidents. She did have comparative MRIs read by Dr. *__________* predated and postdating the work accident in order to evaluate causation relative to the left shoulder. I should also point out that surgery for the cervical spine was advised before these events. She remains symptomatic due to her nonwork-related injuries up through the time of the incident on 09/29/19.

There is 10% permanent partial total disability referable to the cervical spine. There is 0% permanent partial total disability referable to the lumbar spine. There is 3.5% permanent partial total disability referable to the left shoulder. None of these assessment is attributable to her alleged occupational exposure with varied activities.
