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Dictation Time Length: 27:29
January 4, 2024
RE:
Ruthann Pratt
History of Accident/Illness and Treatment: As per the information provided by the examinee, Ruthann Pratt is a 59-year-old woman who reports she was injured at work on 11/21/19 when she fell. As a result, she believes she injured her neck. She did have evaluation, but is unaware of her final diagnosis. She did not undergo any surgery in this matter. She has been receiving pain management beginning with Dr. Chara and currently with Dr. Burham. He administered her most recent injection on 12/06/23 and continues to participate in therapy and pain management.

As per her Claim Petition, Ms. Pratt alleged she slipped on the floor in the course of her employment sustaining a pinched nerve and injury to her left arm/hand. Medical records show she was seen at Inspira Health on 04/09/21. She saw Dr. Breen and was diagnosed with centrilobular emphysema, ground-glass opacity present on imaging of lung of unclear etiology; high risk for occult malignancy. She needs repeat imaging now for comparison. She would also need to have an appointment for pulmonary function test once she is fully vaccinated. The centrilobular emphysema was diagnosed with a CT of the thorax on 04/09/21. She was seen on 04/08/20 at Complete Care via telemedicine. She complained of pain in her left hand with radiation to the elbow that is worse at night and while asleep. She denies a fall or injury. She was empirically diagnosed with left carpal tunnel syndrome for which she was advised to wear a hand brace 23/24 hours per day. There was a note from 12/16/20 with a telephone call visit stating she needed her inhaler. She was diagnosed with COPD with an acute exacerbation. She also had another listed diagnosis for cervical radiculopathy. She followed up here and on 03/06/21 was seen for hypertension. Comorbid conditions included chronic kidney disease. She recently stopped smoking. She was given another diagnosis of closed fracture of one of the ribs on the right side for which she was to follow up with pain management. The etiology of this fracture was not given. On 04/03/21, she was rendered another diagnosis of chronic pain syndrome that was being followed by pain management. There was no description as to where on her body she was having pain. Her medication list did not include any analgesic or antiinflammatory medicines. Physical exam found inspection and palpation of the neck to be normal. There was no edema of the extremities and she was neurologically intact. Her hypertension was poorly controlled due to medication noncompliance. She continued to be seen at Complete Care through 06/02/21 for her hypertension and chronic kidney disease. She had been referred to pulmonary specialist for her COPD. She was given an inhaler that had not helped. She had requested another referral. An additional diagnosis of cervical spine pain was rendered and she was referred for pain management. There was no description as to any precipitating activities that led to her cervical spine pain. Moreover, physical exam did not document any abnormalities around the cervical spine. Musculoskeletal exam was indicated as normal.

On 05/19/20, she had x-rays of the left shoulder given a history of arm pain and numbness. They showed old left-sided rib fractures. Two views of the elbow demonstrated no evidence of fracture, swelling or effusion. X-rays of the left wrist showed a small rounded calcific density just distal to the ulnar styloid similar to the study of 11/21/11. Left shoulder x-rays showed no acute osseous abnormalities. She was seen orthopedically by Dr. Monaghan on 06/15/20. She complained of left wrist pain and was currently employed as a bread packer where she had been doing this for two years. Her pain had been ongoing for about two months. She was seen at Inspira who diagnosed carpal tunnel syndrome. She did not have an EMG. She was using a wrist brace that provided little to no relief. She also complained of numbness, tingling, and burning. He reviewed the x-rays from 05/19/20. Surgical history was also remarkable for bunionectomy. Physical exam found a positive Spurling’s test on the left. She has decreased numbness and tingling with elevation of the arm above her head; shoulder relief sign. He noted the x-rays showed no acute osseous abnormalities. He rendered diagnosis of left wrist pain and cervical radiculopathy. He recommended electrodiagnostic testing. She was also referred for a cervical spine MRI. She was seen in the same group by Dr. Mariani on 06/26/20 for an EMG. It indicated she tolerated the procedure well, but the specific findings were not enumerated. She did see Dr. Monaghan again on 06/29/20. He noted her EMG/NCV showed C6-C7 radiculopathy of the correlate with her symptomatology. She had yet to obtain her cervical spine MRI. She was initiated on gabapentin for pain relief. On 07/30/20, Dr. Monaghan wrote she was seeing Dr. Shah for her back pain. She stated the gabapentin provided little relief. She was then to follow up with Dr. Monaghan on an as-needed basis since she was seeing Dr. Shah for the cervical spine. We actually do have the EMG report from 06/26/20 done by Dr. Mariani. It did not show evidence of left median nerve compression at the wrist nor was there evidence of ulnar neuropathy at the left elbow. There was evidence of mild left C6-C7 chronic cervical radiculopathy. Cervical spine MRI was done on 07/26/20 given a clinical history of “neck pain, left arm numbness, prior fall at work six months ago.” It was compared to a CT of the cervical spine report from 05/07/16. Those results will be INSERTED here. It identified multilevel disc disease that could not have been caused by the alleged single traumatic event. Moreover, her having undergone a CT in 2016 would reflect she had symptoms in that region years before the incident in question. I will also highlight some of the findings from the body of the MRI report.
On 08/18/20, she was seen by spine surgeon Dr. Shah with a chief complaint of cervical pain since a fall last year. She has seen Dr. Monaghan who sent her for an MRI and an EMG. He referenced these results. His independent review of the MRI was that it showed significant neuroforaminal stenosis from C4-C7 with foraminal narrowing and osteophyte formation. These obviously are chronic changes. In fact, he stated there was a significant amount of degenerative changes in the cervical spine, but he believed these were exacerbated and rendered symptomatic after she slipped and fell and had a jarring force with flexion and extension of her neck when she landed. He recommended therapy and cervical spine injections.

To that end, she was seen by Dr. Fitzhenry on 08/27/20. His diagnoses were cervical pain and cervical radiculopathy. The plan was for a cervical epidural injection and a prescription for Zonegran. She followed up with Dr. Fitzhenry on 10/16/20, having undergone an epidural injection on 09/28/20. She admitted to having 50% relief from the injection. On 11/23/20, she reported 50% relief from another injection given on 11/10/20. However, later in his note, Dr. Fitzhenry wrote she reported no relief after two cervical epidural injections. He asked her to follow up with Dr. Shah and return to him on an as-needed basis.

She did follow up with Dr. Shah on 12/08/20, reporting the injections gave her no relief. Dr. Shah opined the patient has signs most consistent with cervical stenosis and radiculopathy. She has been refractory to non-operative treatment thus far including activity modification and pain management intervention. She does not wish to proceed with any type of surgical solutions. Therefore, he encouraged her to maximize non-operative treatment with physical therapy and return in a few weeks for clinical check. She saw Dr. Mariani on 12/18/20 for a new pain management evaluation. She continued gabapentin and started her on tramadol for the cervical pain. Ms. Pratt was seen by Physician Assistant Ferraro on 01/19/21. She this time claimed she had a fall on 01/05/21 and was in the hospital for a few days. She had been attending physical therapy three times per week. Her neck feels sore today with a pain score of 5/10. She did admit the tramadol and gabapentin for pain had been providing her with relief. The Petitioner reiterated that she was not interested in surgical interventions. She was referred for formal physical therapy. She had tried medication and pain management with minimal improvement, but was interested in physical therapy. She had a positive Spurling’s maneuver on the left. She had difficulty with in-line walking. She had 4/5 strength in left-sided biceps, wrist extensors, and interossei. She also had diminished temperature and light touch in left-sided C6 distribution. Dr. Mariani saw Ms. Pratt again on 01/22/21 for her cervical spine pain. She had taken a fall on 01/05/21 and was treated at the hospital with pain medication. She stated her pain level is now 8/10. She asserted tramadol did not help with her pain. She was then prescribed Percocet. She saw Dr. Mariani again on 02/19/21 and then 03/19/21. She states she went to Complete Care due to her back pain and was treated for this. There was no mention of what may have led to her back pain particularly as opposed to her neck pain. She was continued on Percocet and gabapentin. She stated she lost her prescription for physical therapy so was issued another one. On 04/16/21, she told Dr. Mariani she felt good today. She was taking Percocet 5/325 mg with no side effects. Follow-up continued on 01/08/22 when her tramadol was refilled. She was to continue with a home exercise program. She was now able to go back to work and she is allowed to do so on 01/25/22. She can use her tramadol as needed for moderate to severe pain.

Dr. Fitzhenry did administer cervical epidural injections on 09/28/20 and 11/09/20.

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. Motion of the left shoulder was limited in abduction and flexion to 100 degrees without crepitus. Motion was otherwise full without crepitus. Range of motion in all spheres elicited subjective tenderness. Combined active extension with internal rotation was to T12 compared to T10 on the right. Motion of the right shoulder, both elbows, wrists and fingers was otherwise full in all spheres 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. During manual muscle testing, she complained of tenderness throughout every muscle group, but strength was intact. She had superficial global tenderness to palpation about the left shoulder, but there was none on the right.
HANDS/WRISTS/ELBOWS: Normal macro
SHOULDERS: She had a positive Neer impingement maneuver on the left, which was negative on the right. Yergason, Hawkins, apprehension, empty can, O’Brien’s, drop arm, crossed arm adduction, and Speed's tests were negative bilaterally for impingement, rotator cuff tear, dislocation, tendinopathy, or instability at the shoulders.

CERVICAL SPINE: Inspection of the cervical spine revealed normal posture and lordotic curve with no apparent scars. Extension was to 55 degrees, side bending right 35 degrees and left 30 degrees with tenderness. Flexion as well as bilateral rotation were full without discomfort. She had superficial tenderness to palpation about the left paracervical and trapezius muscles in the absence of spasm, but there was none on the right or in the midline. 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.

Ruthann Pratt alleges that on 11/21/19, she slipped and fell on the floor sustaining various injuries. Initially, she complained of left upper extremity symptoms in particular. She reported a history of broken ribs and had pain with inspiration at the left lower ribs. X-rays of the ribs and elbow were negative for acute fractures or dislocation. At the emergency room visit, she was diagnosed with contusion of the left elbow and forearm and rib. She evidently returned to the emergency room again on 12/11/20, complaining of chest and back pain following a fall two days earlier when she was standing on a chair. She landed on the left side of her chest. X-rays of the chest showed no acute findings in the chest or ribs. She was diagnosed with a contusion of the left chest wall for which she was prescribed naproxen and lidocaine 5% patch. She then went on for the aforementioned described care with Dr. Monaghan and his colleagues. She had cervical spine MRI and EMG, both to be INSERTED here. She accepted injections from Dr. Fitzhenry with inconsistent reports of their effectiveness. When she saw Mr. Ferraro on 01/19/21, she stated she recently had a fall on 01/05/21 and was in the hospital for a few days. This would be a plausible explanation for her ongoing symptomatology. She was offered possible surgery, but was not interested in pursuing the same nor any additional injections. It is noteworthy that her course of treatment was remarkable for many medication changes and escalation in the potency of her analgesics. She currently had mildly decreased range of motion about the cervical spine. She had superficial tenderness in the absence of spasm, but Spurling’s maneuver was negative. She had decreased range of motion about the left shoulder and complained of tenderness throughout all motion here. Nevertheless, provocative maneuvers were negative except for Neer impingement on the left. During manual muscle testing, she complained of left upper extremity tenderness throughout that is non-physiologic. Provocative maneuvers at the hands, wrist and elbows were unremarkable.

I will offer estimates of impairment for the left arm and hand. Per her Claim Petition and your cover letter, I have not been asked to opine as to permanency involving her cervical spine. It is clear this Petitioner had chronic preexisting abnormalities as seen on radiographic studies. She also had falls unrelated to the subject incident. There is likely 2.5% permanent partial total disability at the neck regardless of cause. The multilevel disc involvement could not have been a result of a single fall such as she claims here. However, there were some disc herniations and she had mild cervical radiculopathy on EMG.
