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Dictation Time Length: 31:07
March 10, 2022
RE:
Laura Dillon
History of Accident/Illness and Treatment: Laura Dillon is a 57-year-old woman who reports she was injured at work on two occasions. On 02/22/17, the bus accelerated backwards. On 03/07/19, she fell backwards over a student. On another occasion of 01/02/18, she woke up and was unable to move her left arm. As a result of these injuries, she believes she injured her head, neck, back and left arm. She did undergo treatment, but no injections or surgery. She completed her course of active care in May 2021. She admits that in 1983 she was involved in a motor vehicle accident. This resulted in injuries to her neck and lower back treated with physical therapy. She was unsure if she had any injuries to these same body parts after the events in question.

According to her first Claim Petition, Ms. Dillon asserts the bus driver asked the Petitioner to check the alarm on the back door and then took off before she was back in her seat, causing her to fall. As a result, she alleged permanent injuries to her neck, back and head and neurologic system. In her second Claim Petition, she alleged she fell backwards over a student on 03/07/19, injuring her neck and head with neurologic residuals.

Treatment records show she was seen at Virtua at Work on 02/22/17. She related getting up from her seat to check on the alarm that was going off on the rear windows while the bus was stopped. As she was heading back to her seat, the bus driver accelerated and she flew backwards. Her right side hit a seat and she was caught by another teacher who was seated nearby. She reported pain in the left scapula and lower back. She was initiated on conservative care. She returned on 03/01/17 for follow-up of bilateral lumbar pain, cervical and trapezius and thoracic pain on the right greater than left. She remained symptomatic with no numbness or weakness. Her diagnostic assessments at that time were sprain of the thoracic spine for which physical therapy was ordered. She continued to be seen in this facility through 03/17/17, expressing minor concussive symptoms that were not previously noted, but do seem related to the incident. They diagnosed a concussion without loss of consciousness and recommended neurology referral for this. She was going to continue physical therapy she found helpful.

On 03/01/17, she was seen by a neurologist Dr. Ingala. She had been treating Ms. Dillon for trigeminal neuralgia on the right. Since the last visit, she fell on a bus at work on 02/22/17, and was having pain in her neck and back. She also had symptoms in her left neck, shoulder and left hip. Prior to this, she had right-sided sciatica that was feeling better and was very manageable. The right-sided trigeminal neuralgia pain was well controlled. She only seems to get pain when she is stressed. She does feel numbness and tingling, but this is managed well with gabapentin 400 mg three times per day. She documented earlier treatment from 01/22/16 that will be INSERTED as marked from the first page of this report. It was also noted she had a CAT scan of the head on 01/22/16 and 01/25/16 that were normal. An MRI of the brain was done on 06/29/16 and was unremarkable. Ongoing history includes osteoarthritis, elevated cholesterol, and trigeminal neuralgia. Her mother had a history of atypical facial pain as well. Ms. Dillon reported symptoms involving pains in her joints, allergies, neck pain, low back pain, blurry vision, arm weakness, leg weakness, difficulty walking, headaches, insomnia and fatigue. On exam, she was not in distress. There was no dysarthria and ptosis was absent. She did not have a facial drop. Dr. Ingala diagnosed right trigeminal neuralgia responsive to gabapentin. It was noted the MRI/MRA did not reveal a structural cause such as a vascular loop abutting the right trigeminal nerve. Accordingly, she was going to continue on gabapentin and return in six months. Dr. Ingala did not institute any substantive treatment for the asserted work injuries.

She saw Dr. Ingala again on 09/05/17 reporting the trigeminal neuralgia had been aggravated. She has been going through a lot lately since the fall and concussion and residual neck and back pain. She fell at work on 02/22/17. She already had seen a neurologist and was diagnosed with a concussion. She just finished concussion and vestibular therapy at Strive. She got positional vertigo in May. She was still symptomatic in terms of her back and neck. She also had dizziness and tingling in her head. She had a pain up her neck, which feels like a burning sensation that she gets when she swallows. Dr. Ingala ascertained additional history of a spider bite sustained the past summer and pinkeye for which she was finishing up moxifloxacin. Dr. Ingala reviewed the lumbar MRI report which showed only mild degenerative changes. She noted Ms. Dillon’s left‑sided sciatica and concussion was being managed by another provider through Workers’ Compensation.

On 12/07/17, Dr. Ingala wrote she was struggling with effects of the concussion from February 2017. She also was diagnosed with cervical and lumbar radiculopathy. She was still having pain, but was released from the Workers’ Compensation doctor. She had unexplained excessive tearing and felt like she is drooling on the right side of her mouth, but is not actually doing so. She continued taking gabapentin. Dr. Ingala observed the lumbar MRI showed only mild degenerative changes. She offered occipital nerve blocks that the patient was going to consider. She was also going to continue on her usual gabapentin. On 12/11/18, the Petitioner saw Dr. Ingala again. Her trigeminal neuralgia symptoms were worse with wind and a little less well-controlled compared to last year. She was getting dental implants right now which she believes is aggravating it. She did not want to change her medications which involve gabapentin 400 mg three times per day and Advil at nighttime. She related the vertigo she experienced after the fall of February 2017 was severe for two months, but now is better. It still could occur with some head movements. She advised she did not want occipital nerve blocks at that time. She was having right knee pain and hand pain and wanted to be referred to rheumatology again. Dr. Ingala accommodated her request to return to rheumatology. Ms. Dillon wrote an Email to Dr. Ingala on 12/19/18 stating the next available rheumatology appointment was not until August. However, if the doctor wrote urgent on the order they would take care of Ms. Dillon sooner. Dr. Ingala accommodated her in that regard as well.

On 12/12/19, she was seen again by Dr. Ingala at Penn Medicine Neurology. She related having another concussion in March 2019, and was dealing with the same issues of left cervical radiculopathy, occipital neuralgia, postconcussion syndrome, fatigue, anxiety, and depression. She declined occipital nerve blocks again. She was undergoing physical therapy at Strive. She had seen a “neuropsychiatrist” one time, but the insurance would not pay for more visits even though he recommended it. She is considering cervical epidural steroid injections. She also reported occipital neuralgia symptoms. Dr. Ingala followed her periodically. Gabapentin was renewed. On 11/05/20, Ms. Dillon reported experiencing side effects from gabapentin such as fatigue, imbalance, and switching words. She was still dealing with the effects of concussion including occipital neuralgia, cervicalgia and cervical radiculopathy. She was seeing Workers’ Compensation for that and could not legally see Dr. Ingala for this issue. She was going to return in one year or sooner if needed.

Neurosurgical evaluation was done by Dr. Siddiqui on 04/17/17 in follow-up. She related her headaches had resolved, but she does have a pressure feeling at times. Her neck pain had improved significantly and so has her range of motion there. As far as the lower back is concerned, it just improved. She does have left thigh pain that goes into her left knee. She was neurologically intact. Dr. Siddiqui ordered another two weeks of physical therapy as suggested by the therapist. She was going to return in two weeks, anticipating maximum medical improvement. There was then a gap in care until she saw Dr. Siddiqui again on 03/08/18. Exam found tenderness to the paracervical musculature. She complained therapy for the cervical spine aggravated her concussion symptoms and it was discontinued on her last visit. Since then, her concussion symptoms had lessened. She had seen an otolaryngologist named Dr. Shah on 06/19/17. He suspected that bruxism and temporomandibular joint related symptoms may be the source of her ongoing pain. Dr. Siddiqui suggested a one-time need for treatment evaluation with him. He also recommended a cervical epidural steroid injection at C5-C6 to relieve some of her cervical pain. The Petitioner was going to consider this after seeing Dr. Shah. She was authorized to continue working full duty. On 07/02/18, she told Dr. Siddiqui that she had canalith repositioning maneuver and vestibular therapy as suggested by Dr. Shah. The therapist tested Ms. Dillon for positional vertigo and she was asymptomatic. However, she still complained of vertigo every now and then. Dr. Shah evidently concluded she had reached maximum medical improvement. Dr. Siddiqui also opined she had reached MMI within his specialty.
However, on 10/10/19, the Petitioner returned to Dr. Siddiqui. She related on 03/07/19 she turned and fell over a student who was behind her and fell backwards. She had no loss of consciousness. She was seen at Voorhees Emergency Room where she was diagnosed with a cerebral concussion. He also reviewed reports of a psychologist named Dr. Colis dated 04/30/19. It was his opinion Ms. Dillon did not require a comprehensive neuropsychological evaluation. Ms. Dillon was also seeing an orthopedic surgeon who recommended she can return to modified duty. He also referenced a repeat cervical spine MRI from 06/06/19, compared to the prior study of 02/13/18. There were no changes or evidence of herniated disc in her new cervical MRI. Dr. Siddiqui diagnosed concussion with postconcussion syndrome as well as cervical strain and sprain. She had 77 therapy sessions and he recommended discontinuing them. On 11/14/19, she not only complained of neck pain, headaches and tinnitus, but also having difficulty with her peripheral vision. This is a clearly late onset symptom relative to an incident of March 2019. She was going to continue to work light duty as Dr. Siddiqui indicated. She was going to continue on the gabapentin she was taking for her trigeminal neuralgia. She continues to be seen by Dr. Siddiqui and reinstituted therapy. On 12/19/19, he reviewed correspondence from Dr. Franz, a doctor of optometry, dated 12/12/19. She recommended Ms. Dillon reduce her vestibular therapy to twice a week and start vision therapy. He explained as long as she was participating in the same, he would not consider her to have reached maximum medical improvement. Curiously, he stated this is her second concussion in two years and she is very motivated to return to work full duty. On 02/20/20, Dr. Siddiqui noted a letter from Dr. Colis dated 04/30/19. In it, he stated Ms. Dillon did not require a comprehensive neuropsychological evaluation as it was not clinically indicated until three to four months following the injury. He did, however, recommend a short course of cognitive behavioral psychotherapy which had not been approved. She had over 124 visits of vestibular therapy at that juncture. Dr. Siddiqui was concerned she had not shown any significant improvement after 10 months of vestibular therapy. He therefore recommended she return to Dr. Colis. She also recommended continuation of eye therapy. However, he discontinued her vestibular therapy since she seemed to have reached a plateau. On 04/30/20, Dr. Siddiqui concluded that at the present from a concussion point of use he had no further curative treatment plan to recommend. Vestibular therapy had stopped and she had plateaued. He was awaiting the reports from the neuropsychiatrist and the ophthalmologist with her opinions and treatment plans if recommended. At this point, Ms. Dillon was working from home during the coronavirus. Her hours were 9 AM until 2 PM. Her restrictions remain the same as it had been. On 05/18/20, he saw her perhaps through telemedicine. He recommended continuing psychotherapy with Dr. Tremaine who recommended a total of 12 sessions of psychotherapy for cognitive rehabilitation. As far as her neck pain is concerned, she had therapy and no further conservative treatment was needed. She was doing therapy recommended by her ophthalmologist and would continue with her home eye therapy program. She was going to follow up after being discharged from psychotherapy. On 03/11/11, Dr. Siddiqui wrote she felt her balance was off. She had an attack of vertigo at Christmas and another one in January 2022. She had no interval injury. She complained of neck pain and was awaiting cognitive therapy. Dr. Siddiqui cleared her for full duty at that time.
On 06/08/17, she had a CAT scan of the brain that showed no acute intracranial pathology. On 08/15/17, she had a CAT scan of the brain that will be INSERTED as marked. On 08/28/17, she had an MRI of the lumbar spine that will be INSERTED. On 02/13/18, she had an MRI of the cervical spine to be INSERTED. On 06/06/19, she had another cervical spine MRI that was compared to the study of 02/13/18. Those results will be INSERTED as well.
The Petitioner presented herself to the Minute Clinic on 06/24/17, complaining of eyelid swelling for two days. She was diagnosed with a bacterial infection and was prescribed antibiotics for her left upper eyelid hordeolum. She was seen on 06/30/17 Dr. Hancq. She reported her whole face was puffy and her eyes were itchy, but not watery. She felt a little congested and some pressure, but had no postnasal drip. She has been taking Pataday and Flonase to help with her allergies. She thought she had a spider bite on her right hip, but now thinks it was a boil and would like it looked at. Ongoing diagnoses included severe osteoarthritis of the hands, Raynaud’s, and trigeminal neuralgia. It would appear this physician is her primary care doctor. She diagnosed bilateral conjunctivitis, allergic rhinitis, and spider bite for which she was prescribed medications. She continued to be seen by Dr. Hancq and her colleagues. On 01/08/18, she related having trouble sleeping at night. She had to sleep on her back and was given prednisone 20 mg twice per day for five days and cyclobenzaprine 10 mg. INSERT the rest of what is marked on that page. She was seen on 04/09/18 again reporting more issues with recurrent vertigo. She was advised to return to physical therapy for more vestibular therapy and canalith repositioning maneuver. She continues to have ear pain, headaches and tinnitus despite normal ear exam and normal audiogram, but it was suspected TMJ was the source and she was referred for consultation in that regard. She was given a note to be excused from jury duty by Dr. Bruneau on 04/06/16 given a diagnosis of “chronic pain syndrome.” She asserted prolonged sitting would exacerbate her illness.

Ms. Dillon went to Virtua Emergency Room on 01/02/18. She complained of left arm pain. She had a history of trigeminal neuralgia and states she took her gabapentin without much relief. The pain is mostly to the left neck and radiates down her fifth finger. She is able to find a comfortable position, but certain movements exacerbate the pain. She states she was cleaning the day before symptom onset. She had some radiation to her upper chest and back. She denied a history of cardiovascular disease, pulmonary embolus, or deep vein thrombosis. She was evaluated and underwent CAT scans to be INSERTED here. She was diagnosed and discharged with chest pain, left arm pain, and radiculopathy.

On 02/22/19, she saw a rheumatologist named Dr. Glattino.

She later underwent a CAT scan of the brain on 03/07/19, compared to a study of 01/25/16, at the referral of Physician Assistant Pinto. It showed no acute intracranial abnormalities. There was worsening of chronic mucosal thickening in the right maxillary sinus. That same day, she also had a CAT scan of the cervical spine whose results will be INSERTED here as marked. Cardiology consultation was performed by Dr. Hamaty on 01/23/18. He diagnosed chest pain, Raynaud’s syndrome, trigeminal neuralgia, and cervical radiculopathy. He did not believe her pain was cardiac in etiology. She was seen at Urgent Care on 10/22/19 by Dr. Chen. This was to treat an injury of the right foot. X‑rays of the foot were performed. She related stubbing her toe against the doorframe to her bedroom. The middle toe to the pinky toes were swollen and bruised. She had the x‑rays that showed no acute fracture. She was treated and released. On 02/13/20, she was seen at the same Urgent Care Center complaining of flu-like symptoms for one week and a right swollen gland she noticed that day. She had been under stress and states she had been recovering from a concussion. She also had anxiety issues which she plans to discuss with her primary care physician. She was taking her routine gabapentin. After evaluation, she was treated and released.
