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Dictation Time Length: 31:30

August 18, 2023

RE:
Brandi Cuspilich
History of Accident/Illness and Treatment: Brandi Cuspilich is a 39-year-old woman who reports she was injured at work on two occasions. On 09/29/15, a student held her hand. He pulled her arm to the side and she dropped to the floor, without letting go. As a result, she believes she injured her right shoulder, arm, wrist, and hand. She also describes on 12/12/16 a student jumped on a chair and then onto Ms. Cuspilich’s hip while she was in a standing position. As a result, she believes she injured her right hip, leg and buttocks. She did not go to the emergency room after either event. She had further evaluation leading to a diagnosis of a torn labrum in the shoulder repaired surgically on 01/27/16. She also had a torn labrum in her hip repaired surgically on 08/04/22. She completed her course of active treatment in the early part of 2023. She admits to having right shoulder labrum reconstruction in October 2012 after sustaining repetitive dislocations due to gymnastics. This was treated with surgery and implantation of three anchors. She denies any subsequent injuries to the involved areas.

As per the records provided, Ms. Cuspilich filed a Claim Petition relative to the event of 09/29/15 as well as one for the event of 12/12/16. Treatment records show she was seen at MedExpress on 12/12/16 complaining of pain in the lower back. She was at work, leaning over a student’s desk when he jumped on her and landed against her right hip. She was evaluated and diagnosed with contusion of the right hip, lower back, and pelvis for which she was prescribed Naprosyn. She followed up at MedExpress running through 02/06/17. She stated her pain was slightly better. She was discharged from care.

However, on 02/20/17, she was seen orthopedically by Dr. Lipschultz. He was concerned about possible right hip labral pathology as well as mild trochanteric bursitis. He empirically started her on Celebrex and ordered an MRI of the hip. This was done on 02/23/17, to be INSERTED here. She followed up with him to review these results on 03/16/17. He did not see a surgical lesion. She could use Celebrex if needed and could continue working full duty. She did follow up on 04/13/17 and was going to continue Celebrex. On the visit of 05/11/17, she walked with a non-antalgic gait and had full range of motion. She was able to squat. He recommended observation only at that point.

On 08/06/18, Dr. Lipschultz performed a need-for-treatment evaluation. He noted initially evaluating her on 10/22/15 with a history of right shoulder symptomatology. Dr. Carey performed shoulder arthroscopy for instability in October 2013. Following that procedure, she always had a mild restriction of motion, but no sensation of instability. She sustained a work-related injury to her shoulder on 09/29/15. A student grabbed her arm and yanked her causing her to feel a pop and click. She had a shoulder MRI on 11/03/15 revealing an abnormality of the anterior labrum around 3-4 o’clock consistent with a tear. There was also low-grade tearing of the rotator cuff with bursitis and tendinitis. On 01/27/16, she underwent arthroscopic anterior labral capsular repair with decompression. She also had complaints of tingling in her fingers on the right. EMG was done by Dr. Ragone on 07/05/16. It revealed an early mild chronic carpal tunnel syndrome with no evidence of cervical radiculopathy, brachial plexopathy, or myopathy. Dr. Lipschultz wrote she had last seen her on 07/26/16 when she was working full duty. She had approximately 170 degrees of forward flexion and abduction, mild tightness with rotation. She informed him that a year after he evaluated her she did work, but not last year. She had a child approximately five and a half months ago. She was currently complaining of increased discomfort in the right shoulder. He opined she was still capable of working full duty. Most likely increased discomfort in the right shoulder is from having to care for her child. She is probably doing more physical work than she had in the past. He thought a short course of physical therapy would be reasonable, noting she most likely had a degree of deconditioning. He typically recommended a 4- to 6-week course of therapy at a rate of three times per week. Following that, he would assume she would be at maximum medical improvement. On 10/15/18, she returned to Dr. Lipschultz having just completed a month of physical therapy. Upon exam, she had 160 degrees of abduction and forward flexion. She was now having numbness around the right shoulder in addition to the numbness in the right hand. Relative to the work injury of 09/29/15, he thought she was at maximum medical improvement. He recommended continued home exercises. She was already utilizing a carpal tunnel splint.

On 10/31/19, Ms. Cuspilich was evaluated by Dr. Peacock. He noted her diagnoses were right shoulder labral tear and impingement operated upon, right hip contusion, and right carpal tunnel syndrome. She had other diagnoses including prior right shoulder internal derangement operated upon, obesity, asthma, prior cesarean section, and prior tonsillectomy. He noted the results of her diagnostic testing to date that will be INSERTED as marked. He deemed she was at maximum medical improvement and had reached a plateau. With regard to the 12/12/16 claim for her right hip and buttocks, he found causal relationship. For the right shoulder, he offered 5% permanent partial disability. For the right hand, he gave 5% permanent partial disability noting two-point discrimination and sensory testing was normal. For the right hip and right buttocks, he found 0% permanent partial disability. There was no objective medical evidence of disability to either region. She had diminished range of motion of the hips bilaterally and gait was normal. She had residual subjective complaints, but no objective findings.

She underwent another need-for-treatment evaluation with Dr. Lipschultz on 11/05/20. He initially had seen her on 02/20/17 when a student had jumped on her from a chair and hit her in the right hip. She did not fall. She was seen the day of the accident at MedExpress where x-rays of the hip were taken. He initiated her on conservative care. Right hip MRI was done on 02/23/17 where there was noted to be increased signal in the right gluteus medius and minimus tendons consistent with mild tendinitis. There was a small hip joint effusion. She was treated conservatively. He last evaluated her on 05/11/17 with some mild discomfort of the hip and occasional popping. She had no radicular symptoms. She ambulated with a non-antalgic gait and was working full duty. She complained that she had a gradual worsening of her right hip discomfort. She was status post right shoulder surgery and two cesarean sections. He concluded she was about four years status post injury to the right hip, but continued to complain of pain and discomfort. He suggested a direct MRI arthrogram to assess for a possible tear. He related this to the incident of 12/12/16. If it was normal, he would place at maximum medical improvement with no indication for further treatment. On 12/29/20, she underwent an MRI whose results will be INSERTED here. On 02/03/21, Dr. Lipschultz performed surgery on the right hip to be INSERTED here. She followed up with him postoperatively and accepted cortisone shots and he recommended a second opinion for hip arthroscopy. On 08/09/21, Dr. Lipschultz performed another Fitness for Duty evaluation regarding the right shoulder. He noted his previous treatment of her beginning on 10/22/15 after the injury on 09/29/15. He had last seen her on 11/05/20 in the form of a need-for-treatment evaluation. She denied any significant change in her overall symptomatology and was not sure why an appointment was scheduled for her on this day. Exam found findings very similar to those present on 11/05/20. She does have some clinical findings consistent with right shoulder impingement syndrome which she was not relating to the work of 09/29/15. With respect to that incident, he felt she was at maximum medical improvement.

She was then seen orthopedically by Dr. Wu for a second opinion on her right hip on 05/17/21. He gave diagnosis of tear of the right acetabular labrum and right hip pain. He ascribed this to the original injury of 2016. He then referred her to Dr. Ayzenberg to see whether she was a candidate for labral repair. He explained to the patient that hip arthroscopy is usually reserved for high-level athletes and may come with a more guarded prognosis when compared to other labral surgeries. She understands this and she would see Dr. Ayzenberg. She did so at the same group on 06/21/21. He diagnosed tear of the right acetabular labrum, greater trochanteric bursitis and right hip pain. He recommended a trial of an injection to gauge her potential response to surgery. On 08/02/21, she stated her hip felt better in the bursa area and she was attending physical therapy. Improvement was especially the case with her greater trochanteric bursitis and iliotibial band. Additional physical therapy was rendered. Follow-up with Dr. Ayzenberg continued on 08/23/21. On 02/11/22, he performed right hip PRP injection under ultrasound and radiographic guidance. The postoperative diagnosis is right hip labral tearing. On 06/27/22, she had x-rays of the right hip that were read as normal. On 08/04/22, he performed right hip arthroscopy with extensive debridement and synovectomy; right hip arthroscopic acetabuloplasty; and right hip arthroscopic labral repair. The postoperative diagnoses were right hip femoral acetabular impingement with pincer lesion and right hip acetabular labral tear. She followed up with Dr. Ayzenberg through 11/04/22. She was slowly improving with therapy. She gave him multiple reports suggesting she is being placed in unsafe conditions. He wrote it was critical for her restrictions to be followed strictly or she may be placed at high risk for a re-injury and a slower return to full duty. She was going to return in three weeks. He also recommended avoidance of placing her in situations where she may be around children with unpredictable behaviors.

Earlier records show Ms. Cuspilich was seen by Advocare Family Practice on 06/27/13 as a new patient. She complained of shoulder pain. It popped out about three weeks ago and she was still having pain. She went to Urgent Care on Saturday, but did not have x‑rays. She was given Naprosyn without relief. The nurse practitioner here referred her for x-rays of the shoulder and orthopedic consultation. She returned on 06/10/14, this time for asthma. She was treated intermittently in this practice over the ensuing years. She was diagnosed with various conditions including polycystic ovarian disease, GERD, fatty liver, and shoulder pain. He referred her for neurologic laboratory studies. On 06/24/14, she was seen for a follow-up after having had diarrhea. They noted a history of right shoulder surgery in October 2013. Ongoing treatment was rendered for other medical conditions including anxiety through 04/04/17.

She had right shoulder x-rays on 06/28/13 that were read as normal. The history given was pain and paresthesias. She had an MRI of the right shoulder on 07/12/13. It found supraspinatus tendinosis with no apparent full thickness rotator cuff tear. There was prominent sublabral foramen versus small linear labral tear. She was seen on 07/08/13 by orthopedist Dr. Carey for right shoulder injury. She had previous dislocations that were not treated operatively. Over the last few months, she noted increased symptoms as well as some radiculopathy down to the arm. She denies any frank injury. He diagnosed right shoulder instability as well as radiculopathy. He thought she had chronic instability of the shoulder and referred her for an MRI. On 10/11/13, Dr. Carey performed right shoulder anterior labral reconstruction. The postoperative diagnosis is right shoulder instability. She followed up postoperatively. She also was treated concurrently for *__________* type symptoms with other specialist. She also saw a GI specialist on 10/12/15. Ms. Cuspilich had an MRI of the right shoulder again on 11/03/15 after a re‑injury of 09/29/15. She had labral repair two years earlier. This study found abnormalities that will be INSERTED. On 01/27/16, Dr. Lipschultz performed right shoulder arthroscopic anterior labral/capsular repair with decompression. The postoperative diagnoses were right shoulder anterior recurrent labral tear with instability and impingement. She was seen physiatrically by Dr. Ragone on 07/05/16. He performed EMG/NCV study that showed right median neuropathy across the wrist consistent with an early/mild right chronic carpal tunnel syndrome. There was no evidence consistent with cervical radiculopathy, brachial plexopathy, or myopathy.
She saw Dr. Lipschultz again on 05/10/16 and wanted her to continue physical therapy. He monitored her progress. This continued over the next several months through 07/26/16. She reported having an interview for another position. He felt she could be discharged to follow up as needed. She had already been on full-duty status, but had been out of work since her last office visit on 07/11/16. At that earlier visit, he noted the results of her EMG and surgery by Dr. Carey. He had already cleared her for full duty. She was out of work during the summer as a teacher. She was going to finish her therapy. She did pick up a carpal tunnel splint from the drugstore and she was using it at night.

PHYSICAL EXAMINATION
She states she sleeps with her braces on her elbow, shoulder and wrist. She has patches of numbness in her right arm. She reports she has a bump in the right palm that needs to be pressed in. She has swollen fingers and no sensation upon awakening at 9 a.m.

UPPER EXTREMITIES: Inspection of the upper extremities revealed no bony or soft tissue abnormalities. Inspection revealed healed portal scars about the right shoulder, but no swelling, atrophy, or effusions. Skin was normal in color, turgor, and temperature. Right shoulder abduction and flexion were to 155 degrees with tenderness, but no crepitus. Motion was otherwise full in all independent spheres. Combined active extension with internal rotation was to the waist level. Motion of the left shoulder, both elbows, wrists, and fingers was full in all planes 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 for resisted right shoulder abduction, but was otherwise 5/5. She was tender to palpation anteriorly at the right shoulder and clavicle, but there was none on the left.
SHOULDERS: Normal macro

LOWER EXTREMITIES: Inspection of the lower extremities revealed no bony or soft tissue abnormalities. There was no leg length discrepancy with the examinee supine, as measured at the medial malleoli. Inspection revealed two small scars about her hip consistent with her arthroscopic surgery there. There was no swelling, atrophy, or effusions. Skin was normal in color, turgor, and temperature. Right hip external rotation was to 30 degrees with tenderness. Flexion was full to 110 degrees with tenderness. Left hip external rotation was also slightly diminished to 40 degrees. Motion of the hips, knees, and ankles was otherwise full in all spheres 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. There was no significant tenderness with palpation of either lower extremity.

PELVIS/HIPS: Normal macro

CERVICAL SPINE: Normal macro

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 changes positions fluidly and was able to squat and rise. Inspection of the lumbosacral spine revealed normal posture and lordotic curve with no apparent scars. She flexed actively to 75 degrees, but motion was otherwise full. She had mild tenderness to palpation of the right greater trochanter and iliac crest, but not the left. 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 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. Supine straight leg raising maneuvers were negative bilaterally for low back or radicular symptoms at 90 degrees. Lasègue’s maneuver was negative bilaterally. Braggard's, Linder, and bowstring's maneuvers were negative for neural tension. There were negative axial loading, trunk torsion, and Hoover tests for symptom magnification.

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.

Brandi Cuspilich was injured at work on 09/29/15, sustaining injury to the right shoulder, hand and carpal tunnel. She had a history of recurrent dislocations of the right shoulder initiated by gymnastics injury as a youth. After this event, she had additional diagnostic testing and submitted to another surgery. Dr. Lipschultz followed her progress afterwards. He evidently had seen her possibly before this event. On 12/12/16, Ms. Cuspilich alleges to have been injured again involving her right hip, leg and buttocks. She was found to have a tear in the labrum of her hip that was repaired arthroscopically. She had rehabilitation postoperatively running through the dates listed above.

The current examination of Ms. Cuspilich found her to have mildly decreased range of motion about the right shoulder. Provocative maneuvers about the shoulders and hands were negative. She had mildly decreased range of motion about the right hip. Provocative maneuvers there were negative. She had full range of motion of the cervical, thoracic and lumbar spine. She could squat to 70 degrees and rise. She did not use a hand-held assistive device for ambulation.

With respect to the right hip, I would offer 7.5% permanent partial total disability. With respect to the right shoulder, there is 10 to 12.5% permanent partial total disability. The majority of this is attributable to her preexisting conditions status post surgery with recurrent dislocations. At the right hand, I would offer 2.5% permanent partial disability for the orthopedic and neurologic residuals of carpal tunnel syndrome. This was treated conservatively. She was able to return to work in a position as a special education teacher after the events in question. She states she last worked in June 2023 and evidently is in a “nonrenewal” status. She obviously also would have been off from school for the summer. She did provide a several-page handwritten description of her pain and limitations that will be INSERTED to this report.
