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Dictation Time Length: 10:30
November 17, 2023

RE:
Tamara Johnson
History of Accident/Illness and Treatment: As you know, I previously evaluated Ms. Johnson as described in my report of 08/04/21. That pertained to injuries she allegedly sustained at work on 02/07/20. She currently relates as a 54-year-old woman indicating she was injured again on 07/16/21. She tripped over her resident’s foot as he stuck it out while she was walking past him. She struck her left shoulder and neck against a wall and did go to the emergency room. She believes she injured her back, neck, shoulder, and tore her left rotator cuff. She receives physical therapy, but no surgery. Her course of active treatment has been completed.

As per the records supplied, Ms. Johnson was seen at Inspira Urgent Care on 07/19/21. She had x-rays of her neck, left shoulder, chest and ribs that were negative. She was diagnosed with sprains of the cervical spine and contusion of the left shoulder, front wall of the thorax, and left lower leg. She was placed on activity restrictions and quickly referred for an MRI of the cervical spine and left shoulder. These were done on 08/23/21, to be INSERTED here. Ms. Johnson followed up at Inspira through 08/26/21. At that juncture, she was referred for orthopedic consultation based upon the herniated nucleus pulposus in the cervical spine and partial supraspinatus tear of the left shoulder.

Ms. Johnson was seen orthopedically by Dr. Murray on 09/22/21. She reported getting up to go to the kitchen to grab water and when she got up and walked by her patient, the patient stuck his leg out and she tripped and had an impact on her left shoulder. She received self-treatment, but did not have physical therapy. She did have an MRI of the left shoulder. Dr. Murray described that showed some rotator cuff tendinosis, but no full thickness tearing. His diagnosis was traumatic incomplete tear of the left rotator cuff for which he performed a corticosteroid injection. Dr. Murray followed her progress over the next several months. She was prescribed various medications and placed on activity restrictions. She had difficulty attending physical therapy due to her work schedule. On 02/09/22, he wrote she had a cortisone injection at the last visit with relief. She reports she was doing well. She had an unrelated fall in her home and injured her right wrist. She did not injure the shoulder during that fall. She was currently working in a light duty capacity. Overall, he wrote her shoulder was doing well and she could return to work full duty. She would return on an as-needed basis.

On 10/14/22, she was seen in the same medical group by Dr. Salim. INSERT what is highlighted from the first page of his report. His diagnoses were cervical radiculitis, myofascial pain, trigger point, and strain of the left trapezius muscle. She did see this physician through 05/17/23 when a return-to-work note was given with no restrictions. She also received some pain management by Dr. Corda. He performed a trigger point injection on 01/31/23. On 03/07/23, he wrote she had trigger point injections in her cervical and trapezius area with good results for about four weeks. The pain then returned. She states her orthopedic surgeon told her she had two herniated discs in her neck. Dr. Corda could not find an MRI of her cervical spine nor did he see any news from the orthopedic surgeon stating she had herniated disc. He did receive a note from orthopedics stating she had a cervical epidural injection. However, the Petitioner claimed she never had any injections in her cervical spine. Dr. Corda recommended she undergo an MRI of the cervical spine.
PHYSICAL EXAMINATION
UPPER EXTREMITIES: Inspection of the upper extremities revealed no bony or soft tissue abnormalities. There were no scars, swelling, atrophy or effusions. Skin was normal in color, turgor, and temperature. Left shoulder flexion was minimally limited to 165 degrees, but was otherwise full without crepitus or tenderness. Motion of the right shoulder as well as 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 4+/5 for resisted left shoulder abduction, but was otherwise 5/5. There was no significant tenderness with palpation of either upper extremity. 
SHOULDERS: Normal macro
LOWER EXTREMITIES: Inspection revealed pes planus deformities bilaterally. There was no leg length discrepancy with the examinee supine, as measured at the medial malleoli. There were multiple scars on the legs. There was one on the anterior left thigh, the medial left ankle, and anteriorly at the knee. She attributed this to an unrelated surgery. There was no swelling, atrophy, or effusions. Skin was normal in color, turgor, and temperature. Range of motion was accomplished fully in all planes at the hips, knees, and ankles 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 range of motion revealed hypermobility greater than normal without discomfort.  There was tenderness to the left trapezius in the absence of spasm, but there was none on the right or in the middle. 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 had tenderness of the left interscapular musculature in the absence of spasm, but there was none on the right. There was no winging of the scapulae.

LUMBOSACRAL SPINE: She had a mild limp on the left without an assistive device. She could not walk on her heels or toes. She changed positions fluidly and was able to squat to 70 degrees 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 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.

I have written that supine straight leg raising maneuver was 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 07/16/21, Tamara Johnson tripped at work and fell into a wall. She was seen at urgent care three days later and initiated on conservative treatment. She quickly underwent MRI of the left shoulder and cervical spine to be INSERTED here.
She then was seen orthopedically by Dr. Murray. He had her undergo therapy with which she was somewhat noncompliant. She did accept a trigger point injection from Dr. Corda on 01/31/23. He cleared her to return to work in a full-duty capacity.

The current examination found her to have virtually full range of motion of the left shoulder where provocative maneuvers were negative. She had hypermobility of the cervical spine. She was tender at the trapezius, but did not have any trigger points. She ambulated with a mild limp on the left that seems to be unrelated to this incident. I previously offered 10% permanent partial disability at the left leg for the residuals of a closed fracture of the left tibia and fibula treated successfully by surgery. I also estimated 0% permanent partial total disability referable to the lower back. So, her gait changes would be attributable to her prior injury.

There is 0% permanent partial or total disability referable to the cervical spine, left shoulder, ribs, chest, or left leg.
