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Re: (Client)

Dear (Attorney):

I have reviewed the medical records you provided on (Client) regarding his care received in the (Hospital Emergency Department) on (Date).  (Client) alleges he has severe and ongoing nerve and tissue damage to his right arm after undergoing multiple attempts to have blood drawn in the (Hospital ED) (he also ties his damages to the IV placed in his right hand).  Much data is missing from (Client) presentation to your office, and the following issues factor into my conclusion this case may not have merit:

I.   Most critical in this analysis is the timeline of events.  

· (Client) IV access was obtained at 8:00am, just 15 minutes after his admission to the ED for treatment of a kidney stone.
· There were no IV fluids administered. This was an “INT”, or a1inch catheter, inserted solely for intermittent access to IV medication.  Patency was maintained by a small amount of fluid to flush the catheter.  
· He stated his lab studies were drawn over an hour later from the antecubital (bend of the elbow) area above the site of this INT after “6-8” attempts.  This description is unlikely for the following reasons:
· A lab technician would not choose to draw blood from the same arm where the IV catheter was placed.  
· Drawing blood requires a tourniquet and likely a flashback of blood into the catheter which could obstruct patency of the IV catheter
· Blood drawn could be contaminated with whatever was being administered through the IV catheter. 
· (Client) was discharged 3.5 hours after the IV catheter insertion and less than 2 hours after lab studies were drawn.  Although the nurse should have specifically documented the appearance of the IV site upon removal of the catheter, the lack of documentation suggests this site was benign and was never an area of complaint.


· Irritation from medication would have been at its worst at the level of the hand, not in the arm-bend after dilution with normal blood flow.   Irritation at that level would have been more likely if IV fluids with additives been infusing during that same timeframe.

· Emergency Department records do not mention multiple venous punctures.  (Client’s spouse) repeatedly refers to the “young nurse” whose name she cannot recall, but a lab technician would have performed these needle punctures since they were for lab purposes, not IV access.  
· Technicians will not repeatedly attempt the same vein.  They will try the other arm, or a hand, but they will not look for the same vein in the same spot for as many times as (Client) alleges.

II.   There is inconsistency between two physician reports. 

(Physician) of the Vascular Institute of ____ saw the patient on April 13, 2020 and diagnosed with superficial thrombophlebitis but noted the swelling was “largely gone”.  He advised (Client) he could return to work the next week, continue taking Indocin for another week and then switch to aspirin for its anticoagulant properties.  The firmness of the basilic vein was attributed to (Client) IV, but it appears (Physician) thought the patient had received continuous fluids in that arm.  Fortunately, a later scan confirmed there was no obstruction of arterial flow or venous circulation despite a lengthy clot in the basilic vein.

On (date), (Physician) wrote a “To Whom It May Concern” letter that rephrased (Physician) opinion. (Physician) stated (Physician) advice had been to “avoid working as much as possible”.  He also erred in stating the blood clot was in the brachial artery rather than basilic vein.  He then references the patient taking pain pills but nowhere in the records is an order for pain medication aside from 15 Lortab from the ED on (date).  

III. (Client’s spouse) handles all communication.

The (Client) did not submit medical records from the physician prescribing his pain medication (unless he was obtaining medication from his wife).   Could (Physician) also be (Client’s spouse) treating physician?

(Client’s spouse) states she has multiple diagnoses: severe fibromyalgia, RSD, degenerative arthritis of the spine, and hypertension.  There may be a correlation between her experience of pain and the presentation of her husband.  (Reflex sympathetic dystrophy is a term no longer used in favor of the more specific Sympathetically Mediated Pain Types I and II.)  However, historically, “RSD” has been a diagnosis used to describe pain and nerve related complaints that sometimes have no objective verification.  

In her emails, (Client’s spouse) describes her husband’s pain, numbness and tingling in a pattern similar to a diagnosis of RSD.  However, true RSD/SMTP includes such symptoms as temperature changes, cold and clammy skin, hair loss, and skin discoloration.   No complaints are reported.


IV. There is no longer any objective evidence of pathology.  

(Physician) saw (Client) on (Date) for subjective complaints of right arm tingling, pain and swelling. He found the basilic and all other veins to be soft and compressible, with no evidence of thrombophlebitis, and suspected a carpal tunnel-like finding from previous EMG studies may have been a transient symptom from edema on that nerve, but was now resolving. He had no recommendations for further care.  

In (Client’s spouse) email from the same day, she stated (Physician) wanted (Client) “off the pain meds because they would become addictive”.  Again, what pain meds and who is prescribing?

V.  Reports of a benign medical history are inconsistent with the records available.

This is a 50 year-old man with diverticulosis who denies prior injuries, illnesses or surgeries aside from tonsillectomy.  Yet, he is allergic to codeine and latex, and later records indicate Darvocet and Ultram (although these may be charting errors).  Under what circumstance would these allergies have occurred, if not prior care?

(Physician) objectivity and competence in this case has yet to be established.  

If (Client) seeks care at a pain clinic, it is likely his treatment regimen will expand further.  

The motivation for seeking treatment is unknown, but two primary concerns would be: Drug seeking behavior and solidification of the malpractice claim.

Unless a highly respected neurologist submits documented evidence for Sympathetically Mediated Pain Type I (where there is known causation behind the symptoms), this case would not appear meritorious.

Please feel free to call me in confidence if further clarification is needed.


Respectfully,




Name, Credentials
Title, Company Name



NOTE: RSD is also known as “Complex Regional Pain Syndrome/CRPS”
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