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Dictation Time Length: 16:38
April 1, 2024

RE:
Katherine O’Donnell
History of Accident/Illness and Treatment: Katherine O’Donnell is a 73-year-old woman who reports she was injured at work on 10/07/21. On that occasion, she was taking an x-ray in the recovery room. A pacemaker technician moved her equipment behind Ms. O’Donnell without alerting her. While turning, she then fell and struck her left wrist. She believes she injured her wrist, hip, shoulder, elbow, and hand as a result and went to the emergency room that same day. She had further evaluation leading to what she understands to be a diagnosis of carpal tunnel syndrome, treated surgically. She initially was splinted and then saw orthopedics about 10 days later. She is no longer receiving active treatment as of approximately 05/12/23. She does admit to having a fractured bone in the right wrist before about 20 years ago. This was treated with surgery to remove a piece of bone and carpal tunnel release. She then received physical therapy. She denies any subsequent injuries to the involved areas.

As per the records supplied, she filed a Claim Petition alleging an injury of 06/26/02 when she tripped and fell on a speed bump in the parking lot. She received an Order Approving Settlement on 01/11/05 relative to the accident of 06/26/22. This was in the amount of 30% of the statutory right hand for orthopedic residuals of displaced hamate fracture of the right wrist, carpal tunnel syndrome, status post surgical intervention including removal of loose fragment from the fracture and carpal tunnel release. She was seen for a permanency evaluation by Dr. Barr on 12/29/03. He offered 66 and 2/3rd % permanency of the right hand. She was also seen for a permanency evaluation on 09/04/03 by Dr. Kemps. He offered 10% permanent partial disability of the right hand for carpal tunnel release with resection of a fractured carpal bone hook of the hamate due to the injury of 06/26/02. He opined there was no evidence of permanency to the cervical spine or right shoulder relative to brachial plexopathy secondary to the injury of 06/01/20.

Treatment records show the Petitioner was seen at the emergency room on 10/07/21. She complained of right wrist pain after tripping over a cord at work that day. She fell on her right hip and outstretched right hand. She had pain and swelling of the wrist. X-rays showed mild osteoarthritis and mild soft tissue swelling. There was no evidence of acute osseous injury or fractures of the right wrist. She was then treated and released. She was also seen orthopedically by Dr. Joseph Dwyer on 10/18/21. He evaluated her and took x‑rays in the office that showed a distal radius fracture which is nondisplaced and in good position for non-operative treatment. He then placed her in a short arm cast. She followed up with Dr. Dwyer periodically. On 01/17/22, Dr. Hu performed an EMG that was read as normal with no evidence of carpal tunnel syndrome. A repeat EMG was done on 12/30/21 by Dr. Anthony. His conclusion was that she did not have evidence for an acute or chronic right cervical radiculopathy, brachial plexopathy, neurogenic thoracic outlet syndrome, peripheral neuropathy, myopathy, or any of the common entrapment neuropathies such as involving the right median, ulnar or radial neuropathy.

On 12/02/22, she had an MRI of the wrist at the referral of Dr. Garberman. This was done at Larchmont Medical Imaging. To be added to the record review list. This demonstrated normal morphology and signal of the median nerve. There was no impinging mass or fluid collection. It showed intermediate grade partial thickness tear of the scapholunate ligament, moderate first carpometacarpal joint and mild radiocarpal joint degenerative changes, but no tendon pathology. She also attended physical therapy on the dates described.

She came under the hand specialist care of Dr. Garberman beginning 10/26/22. On 03/07/23, he performed right wrist radial bursectomy, synovectomy of the flexor tendons of the right wrist; right synovectomies; tenotomies (open, flexor tendons x 8), right wrist; distal forearm decompressive fasciotomy.
Dr. Dwyer had cleared her to return to work effective 04/01/22 with no restrictions. His assessment was right ulnar neuropathy at the wrist. It was then she was seen by Dr. Garberman. At a follow-up presentation with Dr. Garberman on 10/26/22, he noted she initially sustained a right distal radius fracture while at work on 10/07/21. She was treated with casting by an orthopedic specialist. She developed numbness to the thumb, index and middle finger subsequently. It was important to note she had a prior right hand fracture with “floating bone removed and carpal tunnel release surgery.” She had already undergone two EMGs on 12/30/21 and 01/17/22. Her treating hand surgeon has not offered any additional care outside of therapy which was completed in March. She still had numbness and paresthesias in a classic median nerve distribution and are quite troublesome to the patient as well as weakness of grip and limited mobility. Dr. Garberman referenced the two EMG procedures she had done as just described. He performed x-rays of the right hand that were within normal limits. X-rays of the right wrist were within normal limits. His diagnosis was clinical right carpal tunnel syndrome, posttraumatic changes status post right distal radius fracture, and right basal joint arthritis unrelated to the work injury. He performed a corticosteroid injection at the carpal tunnel. She then underwent an MRI as noted above. She followed up with Dr. Garberman on 05/12/23. She was concerned about a “lump” about her forearm. She has neural form discomfort. Physical exam found there was no palpable lump, but just mild tendinitis at the muscle belly along the extensor pollicis longus. He thought therapy could be extended. At her final visit with Dr. Garberman on 09/20/23, he placed her at maximum medical improvement with a permanent restriction of lifting no more than 10 pounds.

On 01/19/22, Dr. Dwyer noted her latest EMG was negative. He felt she may be suffering from a prior injury to her neck that was not related. She continued to complain of numbness and tingling in the first and third digits of her hand. She then followed up as above. She did end up having surgery on 03/07/23. You have advised that she had a prior right hand injury as a result of a Workers’ Compensation accident on 06/26/02. She was awarded 30% of the right hand on or about 01/11/05.
PHYSICAL EXAMINATION
GENERAL APPEARANCE: She showed this evaluator radiographic pictures on her phone of a distal radius fracture.
UPPER EXTREMITIES: There was swelling of the right index PIP joint, but no other bony or soft tissue abnormalities. Skin was normal in color, turgor, and temperature. Right wrist flexion and extension were to 45 and 50 degrees respectively, but were otherwise full in radial and ulnar deviation without tenderness or crepitus. Motion of the left wrist, both elbows, shoulders, 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.  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. 

HANDS/WRISTS/ELBOWS: She had an equivocally positive Finkelstein’s maneuver on the right, which was negative on the left. 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.  

LOWER EXTREMITIES: There was no visualization. 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. She was tender to palpation about the right iliac crest, but the not left.
PELVIS/HIPS: Normal macro
CERVICAL SPINE: Inspection of the cervical spine revealed normal posture and lordotic curve with no apparent scars. She states she does have disc bulging in her cervical spine of which she is already aware. 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.

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 flexed to 70 degrees and extended to 25 degrees. She was tender at the left iliac crest, but not the right. There was no palpable spasm or tenderness of the paralumbar musculature, sacroiliac joints, sciatic notches, 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.
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 10/07/21, Katherine O’Donnell tripped and fell while at work sustaining impact with her hip and right hand against the floor. She was seen at the emergency room where x‑rays were negative. She followed up with Dr. Joseph Dwyer. He repeated x-rays and diagnosed nondisplaced fracture of the distal radius to be treated conservatively. This was the case over the next few months. She had some complaints of numbness and tingling. An EMG was done on 12/30/21 and on 01/04/22, both of which were negative for carpal tunnel syndrome. She continued to see Dr. Dwyer through 04/01/22 when he released her for full duty. She also had a second opinion with Dr. Garberman beginning 10/26/22. He referenced the EMGs and treatment to date. He eventually performed surgery on 03/07/23 with postoperative diagnosis of inflammatory bursitis and synovitis of the right flexor tendons. She was also diagnosed with right transient synovitis and inflammatory flexor tenosynovitis. Interestingly, he also diagnosed her with some element of arthritis which could not have been the result of the subject event.

The current examination found slightly decreased range of motion about the right wrist. She was moderately tender at the distal radius at the connection to the wrist. She had an equivocally positive Finkelstein’s maneuver on the right. Both Tinel’s and Phalen’s maneuvers were negative for carpal tunnel syndrome. Examination of the hip was unimpressive. She did have decreased active range of motion about the lumbar spine.

There is 7.5% permanent partial disability referable to the right hand as a result of the subject incident. This was superimposed upon prior injury and surgery for carpal tunnel release and excision of a loose bony fragment.












