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Dictation Time Length: 21:39
May 22, 2023
RE:
Adeline Lemaistre
History of Accident/Illness and Treatment: Adeline Lemaistre is a 54-year-old woman who reports she was injured at work on 08/11/22. At that time, she was entering a resident’s room for PM Care. She slid and fell on liquid and feces. She reports she fell face down on the feces, hurting her chest, shoulder, and knees. She did not experience loss of consciousness. She did not go to the emergency room afterwards. She had further evaluation, but remains unaware of her final diagnosis. She completed her course of active treatment on 11/07/22. Ms. Lemaistre admits she was previously injured on 03/29/19. She was rushed by a patient and injured the left shoulder. This was dislocated and had a torn rotator cuff. She had therapy and injections, but declined surgery. She relates she was still symptomatic from that incident at the time of the 08/11/22 event. She denies any subsequent injuries to the involved areas.

As per her Claim Petition, Ms. Lemaistre alleges on 08/11/22 she slipped and fell, injuring her left shoulder and chest/breast. Medical records show she was seen on 08/23/22 at Concentra. She related the mechanism of injury in this case as well as her prior injury. She was still under the care of the orthopedic surgeon for that injury involving rotator cuff tear from injury in 2019. She had accepted a cortisone injection to the left shoulder on 08/03/22. She was placed on regular work activities at that visit for her left shoulder injury. She states the current fall made her left shoulder pain worse. She had elected not to undergo surgery, but did accept a cortisone injection on 08/03/22. She was diagnosed with chest wall contusion and breast contusion as well as left shoulder pain and strain with fall from slipping on a wet surface. She was initiated on conservative care and underwent x-rays of the chest, left shoulder and ribs. She followed up on 08/29/22 and remained symptomatic. She was begun on acetaminophen and cyclobenzaprine.

On 08/02/22, she had MRI arthrogram of the left shoulder ordered by Dr. Moskwa, to be INSERTED here. The 08/23/22 x-ray of the shoulder showed mild osteoarthritic changes, but no acute osseous abnormality. The rib and chest x-rays that same day showed no acute displaced fracture and no acute cardiopulmonary disease.
She returned to the orthopedic care of Dr. Moskwa on 08/31/22. She related accepting an injection on 08/03/22 that was helping until her accident on 08/11/22. At that time, she fell again when she was taking up a colostomy and slipped and fell forward onto her outstretched hands. X-rays of the left shoulder did not show obvious fracture or loose body. The previously noted type III acromion with some AC joint osteoarthritis was noted, but she had no fracture or loose body. He was concerned that maybe the rotator cuff tear had advanced. He recommended physical therapy and activity modifications.

She had already come under the care of Dr. Moskwa on 06/29/22 relative to the left shoulder injury of 03/29/19. He noted she had an MRI on 04/03/19 that showed a partial rotator cuff tear, some edema, tendinopathy of the long head of the biceps, AC joint osteoarthritis with some impingement. She was treated with three injections the last one being on 07/24/19, as well as therapy and activity modification. She stated she had some improvement, but her pain never really went away and she tried to "work through it”, but now the pain is much more persistent. She used Advil, ibuprofen, and Aspercreme with minimal relief. He had her undergo cervical spine x-rays that showed at C2, C3, and C4 spondylotic changes with some decrease in foramina. Left shoulder x-rays showed type III acromion with AC joint osteoarthritis, but no fracture or loose body. He then started her on Celebrex and referred her for MR arthrogram of the shoulder. As noted above, she had the MRI arthrogram and returned on 08/03/22. Dr. Moskwa noted its results and explained part of her component is that she has some adhesive capsulitis to the left shoulder issue with preexisting osteoarthritis of the AC joint. A corticosteroid injection was then instilled. She then returned on 08/31/22 as already noted. On that visit, he wrote she was responding to her left shoulder discomfort with the injection on 08/03/22. Her current symptoms are associated with the new injury of 08/11/22 to her left shoulder when she fell and had increased pain in her left shoulder.

The Petitioner was seen orthopedically by Dr. Chern on 10/03/22 for her left shoulder pain. He noted her course of history to date including the fact she had a prior shoulder injury in 2019. She developed a frozen shoulder from that injury and was treated with multiple injections and quite a bit of physical therapy by Dr. Moskwa. She was discharged approximately six months after her initial injury in March 2019. She subsequently saw Dr. Moskwa prior to this new injury of 08/11/22. She had re-presented to him in June 2022. She was treated with an injection and further physical therapy for her frozen shoulder. After 08/11/22, she had one visit of physical therapy and was working. Dr. Chern performed an exam and noted the results of her arthrogram from 08/02/22. X-rays done on this visit showed acromioclavicular joint space narrowing. There were no fractures or calcifications noted. There was a type II acromion morphology on the outlet view. He diagnosed strain of the left rotator cuff and left shoulder pain. He then ordered what I believe is another MR arthrogram. The study was done on 11/02/22 and compared to a plain MRI of 08/02/22. She followed up on 11/07/22 to review these results with Dr. Chern. He opined she has no significant pathology that would require curative treatment. He recommended she return to work full duty without any restrictions. She had reached maximum medical improvement for the work injury of 08/11/22. In terms of the arthrogram, there was some supraspinatus tendinosis, but no labral tears or rotator cuff tear.

Prior records show the Petitioner was seen on 03/29/19 at the emergency room. She complained of left shoulder pain secondary to a fall. She was working in a nursing home when her chair was pushed back and she fell onto the left side. She did not have head injury or loss of consciousness. She was evaluated and discharged with a diagnosis of left shoulder sprain on medications. She did undergo x-rays of the left shoulder that revealed scattered degenerative changes, but no recent fracture. An MR may provide additional information. Left humerus x-rays the same day were read in the same fashion.
On 04/02/19, Ms. Lemaistre was seen at Concentra relative to the 03/29/19 accident. Her symptoms were unchanged. She still had pain in the anterior, lateral, and posterior shoulder on a constant basis. She was diagnosed with contusion and sprain of the rotator cuff capsule of the left shoulder. Physical therapy was ordered as was cryotherapy to administer to herself. Ms. Lemaistre returned on 04/04/19 with her symptoms unchanged. The pain is located diffusely around the left shoulder and proximal humerus on a constant basis. She was diagnosed with a traumatic complete tear of the left rotator cuff as well as contusion of the left shoulder. She had undergone an MRI of the left shoulder on 04/30/19, to be INSERTED here. The sequence of these dates seems inconsistent. She continued to be seen at Concentra through 04/18/19. She was to discontinue use of the arm sling and start moving the elbow and wrist that had become uncomfortable due to immobilization.

On 05/01/19, Dr. Moskwa evaluated the Petitioner relative to the incident of 03/29/19. He noted the left shoulder x-rays and MRI. He diagnosed left shoulder partial rotator cuff tear with type II acromion and acromioclavicular joint osteoarthritis. He performed a cortisone injection and referred her for physical therapy. She was monitored over the next several weeks. On 07/24/19, she accepted another cortisone injection to the shoulder. As of 09/04/19, she had full range of motion with only trace positive impingement sign and Hawkins sign. Rotator cuff strength was 5/5. She was going to simply return on an as‑needed basis and continue with Celebrex. On 06/29/20, she was evaluated by Dr. Diamond relative to permanency. On 11/03/20, she was also seen by Dr. McClure. He estimated 5% partial total disability referable to the left shoulder with a history of shoulder strain or contusion with supraspinatus and subscapularis tendinopathy, partial thickness tearing, long head of the biceps tendinopathy, tendinitis with mild AC arthritis, and degenerative labral tear.
PHYSICAL EXAMINATION
GENERAL APPEARANCE: She complained of pain and swelling in her left arm across to her ribcage into her left breast for which she uses a topical analgesic.
UPPER EXTREMITIES: She winced with range of motion and manual muscle testing and was hyperreactive. She had excessive adipose tissue bilaterally, but no overt atrophy or effusions. Left shoulder motion was variable with abduction between 160 and 180 degrees and flexion to approximately 160 degrees. This was not consistent on a repetitive basis. Motion of the shoulders, elbows, wrists, and fingers was otherwise full in all spheres without crepitus, tenderness, triggering, or locking. Combined active extension with internal rotation on the left was to the buttocks level. Manual muscle testing was 5–/5 for resisted left shoulder abduction and external rotation with associated tenderness. Strength was otherwise 5/5 without discomfort. There was mild tenderness to the lateral left shoulder, but there was none on the right. 

SHOULDERS: Normal macro

CERVICAL SPINE: Inspection of the cervical spine revealed normal posture and lordotic curve with no apparent scars. Range of motion was accomplished fully in flexion, extension, rotation, and side bending bilaterally without tenderness. She was mildly tender at the left paravertebral and trapezius musculature in the absence of spasm, but there was none in the midline. Spurling’s maneuver was negative.

THORACIC SPINE: Inspection of the thoracic spine revealed normal posture and kyphotic curve with no apparent scars. Range of motion was accomplished fully in flexion, rotation, and sidebending bilaterally. She was tender at the left interscapular musculature in the absence of spasm, but there was none on the right or in the midline. There was no winging of the scapulae.

TORSO: She was tender at the lateral upper chest wall. She complained of swelling, but there was actually lots of hanging adipose tissue. She identified that the tenderness was not in the breast itself. It was 2 inches inferior to the axilla. In light of her deconditioned fatty muscles, one could not distinguish any swelling.
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 08/11/22, Adeline Lemaistre slipped and fell while at work. She believes she injured her left shoulder and torso. She was seen at Concentra shortly thereafter and was initiated on conservative care. They noted she was still symptomatic from the 2019 shoulder injury and had only recently undergone cortisone injections to it. She eventually was seen by Dr. Chern who sent her for additional diagnostic testing. On 11/07/22, he deemed she had reached maximum medical improvement and could work full duty.

The records in fact show she was continuing to treat with her prior orthopedic specialist named Dr. Moskwa at the time of the subject event. In fact, she had undergone a corticosteroid injection only shortly before this incident. She did have a left shoulder arthrogram on 08/02/22 and 11/02/22, both to be INSERTED here. X-rays failed to identify any fractures or dislocations at the shoulder or chest.
The current exam found her to be hyperreactive from the outset indicative of symptom magnification. She complained of swelling and pain under her left arm, but this was not clinically evident. In fact, she had excessive adipose tissue hanging in that region. There was inconsistent range of motion about the left shoulder on a repetitive basis. Provocative maneuvers at the shoulder were negative for internal derangement or instability.

With respect to the incident of 08/11/22, there is 0% permanent partial total disability at the left shoulder, chest, or breast. Her underlying problems with the left shoulder that were ongoing were not caused, permanently aggravated, or accelerated to a material degree by the event in question.
