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Dictation Time Length: 01:16 & 30:22
April 2, 2024

RE:
Elizabeth Volpe
History of Accident/Illness and Treatment: Elizabeth Volpe is a 63-year-old woman who reports she was injured at work on 08/31/22. A client had a seizure in her chair and Ms. Volpe had to hold her up and wrap her wrists in her shirt. As a result, she believes she injured her wrist and went to urgent care afterwards. She had further evaluation and treatment leading to a diagnosis of basal joint arthritis treated surgically on 06/16/23.
As per the records supplied, she was seen by Dr. Tulipan on 04/10/23, complaining of left wrist pain. This was associated with numbness and tingling affecting the left hand and radiating up to the forearm proximal to the elbow. She works as an aesthetician and had a client who had a seizure. The client grabbed the patient’s shirt and her left wrist was wrenched as a result. She was experiencing pain at the base of the left thumb as well as paresthesias radiating through the left hand proximally to the forearm into the lateral arm. She denies neck pain or contralateral symptoms. The pain in the base of the thumb was worse with motion and gripping as well as using the thumb especially at work and it improves at rest. She had a history of bladder cancer and a spinal tap. Dr. Tulipan performed an exam that showed slight swelling at the base of the left thumb. She had a grossly positive CMC grind test on the left that was negative on the right and positive tenderness ovation of the left STT joint that was negative on the right. He also had her undergo x-rays. He rendered diagnoses of left wrist pain and left carpal tunnel syndrome. He expressed signs and symptoms were consistent with left carpal tunnel syndrome as well as left STT arthritis; all these are likely not caused by her injury, but were likely exacerbated by this incident. He recommended nerve conduction study. She did undergo such a study with Dr. Falcone on 05/18/23 who I believe is in the same practice as Dr. Tulipan. The study revealed no EMG evidence to suggest acute cervical radiculopathy, plexopathy or myopathy on the left. There was no electrodiagnostic evidence of carpal tunnel syndrome, ulnar neuropathy, or large fiber polyneuropathy. He rendered diagnoses of left wrist pain and cervicalgia. She followed up with Dr. Tulipan on 05/22/23. She was no longer working at her prior job as the position was limited. She has since taken a job at a golf course. She denied any numbness or tingling at that time, but had been using a brace that provides good relief. She was also taking meloxicam. He then rendered diagnoses of arthritis of the carpometacarpal joint of the left thumb. They discussed various treatment options. She was seen by Occupational Therapist Blair on 06/29/23 to fashion a hand splint. She continued to see Dr. Tulipan and submitted to surgery. This was done on 06/16/23 and involved left basal joint arthroplasty and left partial trapezoidectomy. The postoperative diagnoses were left basal joint arthritis. The surgery was done at AtlantiCare Surgery Center.
He saw her again on 07/27/23 status post basal joint arthroplasty. She was still having pain and in addition notes numbness on the dorsal aspect of the thumb. He recommended discontinuation of splinting and aggressive range of motion exercises for strengthening and motion with therapy. On 09/07/23, she had a visible tremor of the thumb and the digits on the left with no other tremors elsewhere and a normal gait. The tremor was visible when directly examining her thumb and when asked to move the thumb, but during their conversations the thumb was completely still. She had no tenderness to palpation. He thought her tremors appear to be related to pain inhibition rather than any neurologic issue; would not be consistent with any peripheral nerve injury. There were no notable trophic changes to be consistent with the diagnosis of complex regional pain syndrome. He recommended she see pain management and potentially having her see a neurologist. She followed up regularly through 11/16/23. She is not yet back to work due to issues with her back and neck although she had been cleared to return to work with regards to her hand. She ultimately did not end up seeing neurology.

She then came under the care of Dr. Schutz who I believe is a family practitioner. This was for transition of care via telehealth due to the pandemic. She recently was admitted on 03/09/22 and discharged on 03/30/22 with headaches status post lumbar puncture and lower extremity paresthesias. She recently had a lumbar puncture on 03/25/22 ordered by her neurologist to evaluate white matter disease with concern for multiple sclerosis and developed a headache shortly thereafter. She was treated in the emergency room with pain medication and discharged home. She had a blood patch placed to help with her continuing headaches at AtlantiCare on 03/27/22. After that, she started to experience feelings of fogginess in her head and then she developed numbness and tingling running down her legs to her feet and toes so she presents to the hospital where she was admitted for observation. She did have a neurologic consultation. MRI of the brain did not show any acute changes. The CSF studies were reported to show nothing significant and lumbar MRI showed degenerative disc disease, likely chronic. Her symptoms had resolved and felt to be partly due to anxiety and she was discharged home. She initially presented to the hospital with elevated blood pressure readings, but they decreased prior to discharge. She was also finishing a course of antibiotics at that time for urinary tract infection. She felt she may have COVID-19 before it was known in their part of the world. She did walk three to four days per week weather permitting as well as use a rowing machine and dance classes and golf. He diagnosed headache following a lumbar puncture, paresthesia of the lower extremity, white matter disease, elevated blood pressure, and elevated white blood cell count. She did have an EMG along with her lumbar puncture for the white matter disease. Dr. Schutz referred her for a CAT scan of the abdomen and pelvis to assess a cyst on her kidney. There was a calcification nearby. She had a history of malignant neoplasm of the bladder. Cytology showed no malignant cells and a cystoscopy was going to be rescheduled. CAT scan of the abdomen and pelvis was then done at Shore Medical Center on 04/27/21. It was compared to a prior CAT scan of 2013 and a prior ultrasound of 2020. It showed stable appearance of right renal cysts and possible cyst of the right kidney; colonic diverticulosis mild degree without diverticulitis; small fatty umbilical hernia for which follow-up was as indicated. She had an EKG on 09/17/20.
She was seen by Dr. David May on 02/21/22. He appears to have been part of one of the earlier practices. He diagnosed hernia of the anterior abdominal wall without obstruction and without gangrene. This was a long-standing ventral hernia in the midline of the abdomen. It was soft and somewhat reducible, but larger and more symptomatic for her over the last few months. She was interested in surgical repair. She followed up regularly. On another visit with primary care nurse practitioner Ms. Snyder, she was 61 years old reporting confusion for about one year that comes and goes about three times per week. It can last for hours to days and some early confusion, but she does feel that she is not totally there. She feels foggy and feels off. She works as an aesthetician and a bartender as well. She gave examples of when she felt overwhelmed while at work as a bartender. She had a very comprehensive evaluation and each issue was addressed separately. However, her symptoms were of unknown etiology. At this period of time, reviewed the MRI and he was quite concerned to see some changes especially with her symptoms. He advised further workup with laboratory studies and a 24-hour ambulatory EEG to rule out any type of seizure. This recommendation was made by Dr. Daniel in particular with his nurse practitioner. They discussed they would need to rule out any type of demyelinating disease or infectious etiology for symptoms. They discussed the broad differential diagnosis. She had an additional diagnostic assessment of transient altered mental status. Follow-up was rendered here through 07/18/22. Due to her fatigue, Dr. Daniel referred her for pulmonology evaluation and nerve conduction study/EMG. She related all of her symptoms had subsided that she first presented to him for. He reviewed at length her hematologic studies and advised her to take over-the-counter B12. She also was advised to see her primary care physician for the CBC. He reviewed the hematologic studies, the ambulatory EEG, MRI of the head and carotid ultrasound as well as the lumbar puncture studies. She was advised to get intermittent carotid scanning as well. He reviewed at length all of the CSF workup. She wanted to hold off on seeing neurosurgery or pain management for lumbar back issue because she had no pain there. So far she was doing quite well. She then was seen at Shore Physicians Group Center for neurology on 03/10/22. An ambulatory EEG was performed at that time. It was a normal study. She also had carotid ultrasound on 03/22/22. The right and left internal carotid arteries were within normal limits. There was no significant disease noted within either side. She also had an MRI of the brain on 03/22/22 that was read as within normal limits. She was seen by Dr. Florio on 03/25/22 who performed lumbar puncture under fluoroscopy. This was also done at Shore Medical Center.
Ms. Volpe was seen by AtlantiCare Occupational Health on 09/01/22. She related the previous day she grabbed onto a client while what looked like she was having a seizure. While trying to hold the client up, she hurt her left wrist. She was diagnosed with a sprain of the wrist and initiated on conservative treatment. She also was seen by Dr. Vandersluis on 01/09/23 to discuss her migraines. She described not having them until her spinal tap. He performed an evaluation and wrote she had transient altered mental status. She has intermittent memory problems conceivably secondary to confusional migraine. She also gets anxious during these and was very worried about her memory, etc. He thought the mild white matter changes in the brain were likely not significant.

A CAT scan of the cervical spine was done on 04/17/23, but not compared to any prior studies. It showed no acute bony abnormalities of the cervical spine. CAT scan of the thoracic spine on 04/17/23 revealed scoliosis with minimal degenerative changes.
She continued to be seen by Dr. Meredith on 04/20/23. She related on 04/17/23 she was in a motor vehicle accident when hit from behind. She was seen at the emergency room the same day where she had a CAT scan of her head, back and shoulders. She also complained of bilateral shoulder and neck pain with a cracking sound with neck range of motion. She had a headache for four days. Ibuprofen and a muscle relaxer were prescribed for her, but she had not yet picked them up. All her x-rays and CAT scans reportedly were normal. She did not have a direct blow to the head or experience loss of consciousness in this accident. He diagnosed a lumbosacral strain, head injury, post-concussion syndrome, strain of the neck and thoracic muscles as well.

She was seen by a neurologist on 05/01/23 named Dr. David Smith relative to the motor vehicle accident on 04/17/23. Past medical history was significant for vertigo, arthritis of the left wrist, and bladder cancer that was in remission. She also had cataract removal and bladder tumor dissection. He rendered diagnoses of cervical sprain, thoracic and lumbar sprain with myofascial pain and right shoulder sprain. He referred her for chiropractic treatment under the care of Dr. Rossi. They would consider pain management and diagnostic studies. She was prescribed cyclobenzaprine. Follow-up here continued on 06/05/23 at Comprehensive Pain Solutions.

At Atlantic Diagnostic Imaging, Ms. Volpe underwent a cervical spine MRI on 06/05/23. This was after a fall on 04/17/23 resulting in neck pain and upper extremity radiculopathy. It showed malalignment. At C3-C4, there was left disc herniation effacing the anterior thecal sac, impinging upon the left nerve root; at C5-C6, there was left paracentral disc herniation effacing the anterior thecal sac, impinging upon the cervical spinal cord; at C6-C7, there was disc bulging impinging upon the anterior thecal sac. She also had a lumbar MRI on 06/06/23 after the same fall injury. There was malalignment. At L2-L3 she had central disc herniation impinging upon the anterior thecal sac; at L3‑L4, left neuroforaminal disc herniation with annular tear impinges upon its nerve root; L4-L5 disc bulging narrows the neuroforamina bilaterally; L5-S1 disc bulging narrows the right neuroforamina.
Ms. Volpe was seen at Coastal Neuroscience by Dr. Glass for a neurosurgical consultation. He diagnosed cervicalgia with cervical radiculopathy as well as herniations and disc bulges. She also had thoracic back pain and low back pain with lumbar radiculopathy and bulges and herniations. She was advised various treatment options on this and subsequent visits. She was also prescribed various medications. Follow-up with Dr. Glass continued through 11/13/23. She was continuing pain management and chiropractic care. She was seen by chiropractor Dr. Rossi at Spine One Chiropractic on 05/10/23. She also was seen by gastroenterology by Dr. Eneanya. She had pain management evaluation on 01/04/24 at the referral of chiropractor Dr. Murphy. This was at Comprehensive Pain Solutions of New Jersey. They noted EMG on 07/17/23 showed acute right L5 radiculopathy. Right upper extremity EMG on 08/14/23 was a normal study. Dr. Smith noted she was scheduled for cervical spine medial branch blocks on 02/09/24 after which she would follow up with Dr. Eneanya.
PHYSICAL EXAMINATION
UPPER EXTREMITIES: She wore long sleeves and simply rolled them up, limiting visualization. Inspection revealed mild swelling of the left CMC joint and dorsal first metacarpal, but there was none on the right. There was no atrophy or effusions. Left wrist extension was mildly limited to 50 degrees and ulnar deviation to 15 degrees with tenderness, but no crepitus. Motion of the wrists, elbows, shoulders and fingers was otherwise full in all spheres without crepitus, tenderness, triggering, or locking. Manual muscle testing was 4+/5 for resisted left hand grasp and pinch grip, but was otherwise 5/5. She was tender to palpation of the left first metacarpal, but there was none on the right. 

HANDS/WRISTS/ELBOWS: She had a positive Grind maneuver on the left thumb, but this was negative on the right. Tinel's, Phalen's, Finkelstein's, Adson's, Watson, 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.  

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.

Elizabeth Volpe alleges to have injured her left wrist at work on 08/31/22 as noted above. She was seen apparently at the emergency room and followed up at AtlantiCare Occupational Health. She also had follow-up with various specialists. It was noted she had arthritis. If I recall correctly, she had surgery on her wrist done.

The Petitioner had an extensive preexisting history and subsequent injuries as well. The latter involved motor vehicle accident and a fall. She presented with various mental status issues of uncertain etiology despite the comprehensive workup.

The current exam found she had slightly decreased range of motion about the left wrist. There was some swelling as noted above. Manual muscle testing was slightly decreased in left hand grasp and pinch grip. There was a positive Grind maneuver on the left, which was negative on the right. With hand dynamometry, she had reduced force generated on the left. Her distribution on both sides was consistent with good effort.

There is 5% permanent partial disability referable to the statutory left hand.












