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Dictation Time Length: 14:15
January 30, 2023
RE:
Lorene Horton-O’Neill

History of Accident/Illness and Treatment: Lorene Horton-O’Neill is a 59-year-old woman who reports she was injured at work on 01/08/20. On that occasion, she slipped on the ice outside of her school and landed on her back. She states she hit her head, neck, and shoulder on the landscaping wall. This brick wall was broken by her fall. She also bent her thumb back, trying to protect her head. She believes she injured her head, neck, shoulder and thumb and was seen at Washington Township Emergency Room the same day. She had further evaluation and understands her final diagnosis to be “concussion, sprains and strains, and confused.” She did not undergo any surgery and is no longer receiving active treatment. She asserts that when the Board of Education closed down for the quarantine, her doctor let her go. He said she would heal on her own.

As per her Claim Petition, Ms. Horton-O’Neill alleges she slipped and fell on ice on 01/08/20 sustaining permanent injuries to her head, neck, shoulder, and left thumb. Treatment records show she was seen at the emergency room on 01/08/20. She had CAT scans of her head and cervical spine done to be INSERTED here. They noted a history of coronary artery disease, hypertension, osteoarthritis, and type II diabetes mellitus. Although she struck her head, she denied losing consciousness. There was a large hematoma with abrasion at the posterior skull, but no obvious depressed skull fracture. Her Glasgow Coma Scale was normal. She was then treated and released with a diagnosis of closed head injury for which she was instructed to use Tylenol.

On 01/24/20, she was seen orthopedically by Dr. Disabella. He diagnosed her with concussion with loss of consciousness of 30 minutes or less. He thought she had a mild concussion and minor cognitive difficulties at a higher level testing, but has done well on the rest of her test. She obviously gave him contradictory information to that obtained at the emergency room relative to a concussion. He had her continue expectant management. She followed up with Dr. Disabella through 03/27/20. At that time, she was feeling “somewhat better” having attended three sessions of physical therapy. She continues to work full duty. He had added another diagnosis of neck strain and cervical pain.

The Petitioner was also seen on 03/04/20 by Dr. Carey for knee arthritis as a follow-up. She had a long history of symptoms and exacerbations related to activity. There is no specific trauma or injury with regards to her knee. However, she did have a recent fall and hit the back of her head as currently being treated for a concussion. Dr. Carey diagnosed primary osteoarthritis of the left knee for which a corticosteroid injection was given. Then she received an Orthovisc injection beginning 05/20/20. She followed up with him over the next several months and received similar treatment. She participated in physical therapy on the dates described as well. The last Orthovisc injections were administered on 01/19/22 for bilateral primary osteoarthritis.

Prior records show the Petitioner was seen on 01/24/18 by Dr. Carey. She reported greater than one year of bilateral knee stiffness, pain and decreased range of motion. The mechanism of injury was atraumatic. He also noted a history of asthma, weight gain and diabetes. His assessment was degenerative joint disease of the knees. X-rays were done in the office demonstrating bone-on-bone contact in the medial compartment with significant degenerative change at the patellofemoral joint and both knees. The only curative option would be knee replacement surgery. Given her weight and age, he recommended continued conservative management. Such treatment was administered over the next many months. Orthovisc injections were given to the knees also. She remained symptomatic over the next many months despite injection therapy. Orthovisc injections continued through 03/27/19. After a short gap in treatment, she returned on 10/09/19 with return of symptoms despite no recent trauma or injury. He administered another set of Orthovisc injections. He followed her progress through 12/04/19. She had good improvement on the right knee, but continued symptoms on the left after recent viscosupplementation injections. This was only a few weeks before the subject incident on 01/08/20.

PHYSICAL EXAMINATION

GENERAL APPEARANCE: She focused on her dissatisfaction with Board of Education, her injury, their treatment, and her overall situation. She volunteered that her daughter is a teacher in the school where she works as a teaching assistant.
HEAD/EYES/EARS/NOSE/THROAT: Examination of the head found it to be normocephalic. She was tender to palpation about the occiput slightly to the right with no swelling or step-off. Sclerae were anicteric and there was no corneal or conjunctival injection. The extraocular muscles were intact. Pupils were equal and reactive to light and accommodation. Fundi were unremarkable by undilated exam. External ear canals were clear. There were good light reflexes at the tympanic membranes bilaterally. The nares were patent and the septum was midline. There was no pharyngeal exudate. The tongue was midline. Dentition was satisfactory. There was no palpable thyromegaly or cervical adenopathy.

NEUROLOGIC: Normal macro
UPPER EXTREMITIES: Inspection of the upper extremities revealed no bony or soft tissue abnormalities. Inspection revealed a recent burn scar in the left upper arm that she attributed to her hobby doing canning. There was also a healing scab burn at the right forearm. Skin was otherwise normal in color, turgor, and temperature. Motion of the left shoulder abduction was 130 degrees and flexion 135 degrees, but was otherwise full in all independent spheres without crepitus. Combined active extension with internal rotation was to the waist level. Motion of the right shoulder, both elbows, wrists and fingers was full in all planes without crepitus or tenderness. Motion of the left thumb elicited tenderness, but there was no triggering or locking there. 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 for resisted left hand grasp, but was otherwise 5/5. She was tender to palpation at the left CMC joint and with left thumb flexion, but there was none on the right.
HANDS/WRISTS/ELBOWS: She had a positive Finkelstein’s maneuver on the left, which was negative on the right. 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.

SHOULDERS: She had positive Neer and O’Brien’s maneuvers on the left, which were negative on the right. Yergason, Hawkins, apprehension, empty can, 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. Left rotation was to 50 degrees and right sidebending to 30 degrees with tenderness. Left sidebending, right rotation as well as flexion and extension were full. 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 declined attempting to squat and rise. 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 and supine straight leg raising maneuvers were deferred.
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 01/08/20, Lorene Horton-O’Neill slipped and fell on ice outside of work. She hit her back and head without loss of consciousness. She denied loss of consciousness when seen at the emergency room. They had her undergo CAT scans of the head and neck that showed no acute abnormalities. She then came under the care of Dr. Disabella to whom she reported she did experience loss of consciousness. He diagnosed her with a concussion and treated her conservatively. She participated in physical therapy through 03/19/20 and last saw Dr. Disabella on 03/27/20. She concurrently was seeing Dr. Carey for long-standing arthritis in the knees since as early as 01/24/18. He administered a series of corticosteroid and Orthovisc injections. Such treatment was rendered up through only a couple of weeks before the subject event.

The current exam is remarkable primarily for her localized dissatisfaction. She was neurologically intact, but had tenderness at the occiput of the skull. She had decreased range of motion about the left shoulder. There was tenderness to left thumb flexion. She described discomfort with Neer, O’Brien’s and Finkelstein’s maneuver on the left, which were negative on the right. She had mildly decreased range of motion about the cervical spine. There was full range of motion about the thoracic and lumbar spines.

There is 0% permanent partial or total disability referable to the head, neck, shoulder or left thumb. This Petitioner sustained contusions and sprains, which have long since resolved from an objective orthopedic perspective. Her ongoing subjective complaints are disproportionate to the objective findings and mechanism of injury from three years ago.
