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Dictation Time Length: 08:00
October 7, 2023

RE:
Sharon McGlynn
History of Accident/Illness and Treatment: Sharon McGlynn is a 56-year-old woman who reports she was injured at work on 05/15/22 when a box fell on her head. This was from a height of about 6 to 7 feet. She did not experience loss of consciousness or see stars. She also did not fall. Later on, during her break, she began to experience a headache for which she was seen onsite at AmCare. She now indicates she injured her head, neck and left lower back, but did not go to the emergency room. She had further evaluation, but remains unaware of her final diagnosis. She did not undergo any surgery and is no longer receiving any active care.
As per her Claim Petition, Ms. McGlynn indicates she was hit in the head by a box causing permanent injuries of closed head injury and cervical spine injury. Treatment notes show she was seen at Concentra on 06/01/22. She stated a 40-pound box fell on her head. Since the injury, she has been feeling better, but still feels pain. She more specifically related she initially had headache, fogginess and nausea all of which had resolved. Now she was experiencing posterior neck stiffness. She was evaluated and underwent x-rays. These show degenerative changes. She was diagnosed with acute head injury for which she was placed on a gel tube, to apply ice, and placed in a soft collar. The x-rays were of her cervical spine. The radiologist’s interpretation of the cervical spine x-rays were degenerative joint disease and straightening of the normal lordotic curve possibly secondary to muscle spasm. There was narrowing and spurring at several levels inferiorly. She was then seen neurosurgically by Dr. Mitchell for her neck pain on 11/17/22. She reported 80% improvement overall and was currently working regular duties without restrictions. He noted the cervical spine x-rays and performed a clinical exam. This led to diagnostic assessments of cervical strain and sprain. He concluded she did not require further treatment for this and was at maximum medical improvement. She could continue to work full duty without restrictions.

She was also seen neurologically by Dr. Sharetts on 05/24/23. He opined she had mild head trauma without loss of consciousness, vomiting, amnesia, or contact seizure. She also sustained a cervical musculoskeletal injury without a radicular component. There was nothing objective on clinical exam that day. Despite subjective neck discomfort, there was no objective spasm identified nor other findings to suggest a radiculopathy or occipital neuralgia. He explained that “one would not predict persistent symptoms following this type of head trauma for somewhat over a year.” He would raise concern of hypertension contributing to the subjective head pain as well as frequent use of over-the-counter antiinflammatories in terms of rebound/dependency headache. No further recommendations were made for neurologic testing or treatment and she did not sustain any permanent neurologic injury or disability. He deemed she had reached maximum medical improvement.

PHYSICAL EXAMINATION
GENERAL APPEARANCE: She states she did not undergo a CAT scan or an MRI of her head or neck. 

NEUROLOGIC: Normal macro
UPPER EXTREMITIES: 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. There were no scars, swelling, atrophy, or effusions. Skin was normal in color, turgor, and temperature. Motion of the knees was full with crepitus, but no tenderness. Motion of the hips and ankles was full in all planes 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.

CERVICAL SPINE: Inspection of the cervical spine revealed normal posture and lordotic curve with no apparent scars. Active rotation right was 65 degrees and left to 60 degrees with side bending left to 40 degrees. Right side bending was full to 45 degrees. Flexion and extension were full to 50 and 60 degrees respectively. 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: There were excessive adipose hanging folds, but normal kyphotic curve. Range of motion was accomplished fully in flexion, rotation, and sidebending bilaterally. There was no palpable spasm or tenderness of the parathoracic or interscapular musculature. There was no tenderness over the bony prominences of the scapulae or spinous processes. There was no winging of the scapulae.

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 changed positions without difficulty and was able to squat and rise fluidly. There was excessive hanging adipose tissue and normal lordotic curve.  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 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 maneuver on the left at 80 degrees elicited only mild low back tenderness without radicular complaints. On the right, at 90 degrees, no low back or radicular complaints were elicited. 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.

On 05/15/22, Sharon McGlynn was struck in the head by a box weighing approximately 40 pounds. She states that this was from height of about 6 feet. She did not fall or lose consciousness. She did not vomit. She was seen on site and then followed up at Concentra on 06/01/22. They diagnosed her with a cervical strain with x-rays showing some degenerative disease. She also was seen neurosurgically by Dr. Mitchell on 11/17/22. He opined she had reached maximum medical improvement and did not have much of any objective abnormalities. Dr. Sharetts performed neurologic exam on 05/24/23 and concluded similarly. He also elaborated that it would be unexpected for her to have a headache at that juncture, one year after the subject event. He postulated this could be due to unrelated hypertension or rebound headaches from overuse of antiinflammatories.
The current exam is normal from a neurologic perspective. She has mildly reduced active range of motion about the cervical spine, but there was no associated spasm or tenderness and Spurling’s maneuver was negative for radiculopathy. There were excessive hanging adipose folds in the thoracic and lumbar region commensurate with her morbid obesity.
There is 0% permanent partial total disability referable to the head or spine.
