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Part 2
Dictation Time Length: 35:48
March 12, 2022
RE:
Laura Dillon

Ms. Dillon was seen by rheumatologist Dr. Glattino on 02/22/19 at the referral of family physician Dr. Bruneau. She was being seen actually at the referral of Dr. Ingala for a possible lupus. She previously saw Dr. Gonzalez Rivera in 2015 for osteoarthritis of her hands and another rheumatologist in 2013 with the same diagnosis. Over the last year, she had right knee pain. It hurt and is swollen. She will sometimes at night when the knee is bent cannot straighten it out without pain or catching. After crossing legs for a prolonged period, it is hard to get back up and get moving. She denies injury to the right knee. She wears a ring splint for the right second DIP joint for her osteoarthritis. She also has trigeminal neuralgia and was on gabapentin. In February 2017, she had a concussion and was now left with occipital neuralgia. She also had cervical and lumbar radiculopathy, being treated by the Workers’ Compensation doctor. She was doing physical therapy, but it brought on vertigo. This rheumatologist noted x-rays of the feet, hands and knees that will be INSERTED as marked. She diagnosed osteoarthritis of both hands, arthralgia of both hands, right volar wrist pain, and chronic right knee pain. She was ordered arthritis gloves at night and a right wrist brace as well as physical therapy. Knee brace was also provided. It was thought her chronic right knee pain was due to osteoarthritis and perhaps more bothersome recently related to weight gain. She followed up with Dr. Glattino on 01/31/20. Her left wrist was okay. It was not really completely better and she actually attributes this to doing a lot of manual labor with her hands/wrists during work. She has to lift a child with a weighted vest often and they just increased the weight of the vest. She tried the knee brace briefly as well until the fall, but finds it too cumbersome. On this visit, she was being seen in the same practice by another rheumatologist named Dr. Wasserman. Her main diagnosis was generalized osteoarthritis of multiple sites especially the knees and hands. She also had left wrist pain, right knee pain, and long-term use of NSAIDs. Medication adjustments were made.

On 03/07/19, Ms. Dillon was seen by emergency physician Dr. Guest. The presenting history will be inserted as marked. History was also notable for trigeminal neuralgia and vertigo. Examination of the head found it to be normocephalic and atraumatic. She apparently received some type of unspecified and undocumented treatment there. On 03/08/19, Ms. Dillon presented herself to MedExpress Urgent Care. She complained of injuring her neck one day ago when she fell straight on her back. She was having pain on the left side of her neck radiating into the back of her head and down her left arm. She was in the ER the previous evening and had a CAT scan of her neck and head, which came back normal. On this visit, she was given discharge instructions for a head injury and cervical radiculopathy. Medication recommendations were also given. On 03/15/19, she tried ibuprofen without relief. She was struggling with her symptoms interfering with her ability to work with special needs children. She was then referred for neurologic consultation.
On 03/25/19, the Petitioner was seen orthopedically by Dr. Disabella for evaluation of a concussion that occurred at work when she fell backwards on 03/07/19. She admitted to a previous injury to this body part and a previous work-related injury. He rendered a diagnosis of concussion without loss of consciousness. He thought she had a concussion and cervical strain superimposed upon cervical degenerative joint disease. He wanted to put her in oculovestibular therapy along with therapy for her cervical spine to help reduce her headaches. She was going to continue on her current medications. Dr. Disabella followed her progress closely. On 04/24/19, she was doing better with physical exam, but continued to complain of anxiety when driving or in loud situations. She was then referred to a clinical neuropsychologist due to the fact it was six weeks since her injury and she continues to have these symptoms. She returned to Dr. Disabella on 06/06/19 by which time she had seen Dr. Collis. He agreed with Dr. Collis that her symptoms were emotional. She was doing well with concussion, but continued to have cervical pain and intermittent radiculopathy. He ordered an MRI of the cervical spine, activity modifications, and for her to continue physical therapy. At follow-up on 06/24/19, she stated she was feeling a little better. She had seen the neuropsychologist. She was working within limited activities. He reviewed her cervical spine MRI that was unchanged from her previous MRI a few years ago. She was going to continue therapy and recommended she see a clinical psychologist to work on her emotional issues. As of 07/16/19, Dr. Disabella opined that her concussion had resolved at that point. He wanted her treated by Dr. Collis or another psychologist for her anxiety. He also recommended transfer of care of psychologist to neuropsychologist in the near future due to the fact that her concussion symptoms have resolved. On 08/01/19, she related doing very well cognitively and her balance has improved greatly. She was going to continue with physical therapy and vestibular therapy. She was off work at that time. On 09/16/19, he again recommended she follow up with Dr. Collis for evaluation for cognitive and postconcussive issues. If she was not able to do so, he was going to refer her for a post head injury functional capacity evaluation at Bancroft.

On 06/11/19, she underwent a pelvic evaluation by Dr. Claydon. He rendered numerous diagnoses including postmenopausal bleeding, complete uterine prolapse but she was not ready for surgery, left lower quadrant pain, perivaginal cystocele, rectocele, urinary frequency, overweight, and microhematuria.
She was then seen on 04/30/19 by Dr. Collis. History was remarkable for concussion in February 2017 when she was a passenger on a school bus trip. She apparently fell and the bus accelerated unexpectedly causing her to strike her head. She had been diagnosed with cervical radiculopathy and occipital neuralgia. In 2016, she already had been diagnosed with trigeminal neuralgia and had osteoarthritis in her hands. After his evaluation, Dr. Collis explained she was exhibiting postconcussion syndrome related to the 03/07/19 fall at work and possibly an exacerbation of a concussion from 2017 bus accident. Her cognitive complaints seem to be related to emotional factors and ongoing pain and sleep problems. Additional spontaneous recovery is expected. He opined she did not require a comprehensive neuropsychological evaluation at that point. Neuropsychological testing was not clinically indicated until three to four months post injury, to allow for spontaneous healing. He thought she would benefit from a short course of cognitive-behavioral psychotherapy to teach her coping skills for her anxiety and depression. She was not disabled as she continued to work. She continued to see Dr. Collis and his colleagues. A neuropsychological evaluation was in fact done on 04/20/20 and 04/24/20. The history given on page 2 will be INSERTED as marked. He noted she had also been diagnosed with adjustment disorder with mixed anxiety and depression for which she has not had psychological treatment. He then gave the results of his evaluation that will be INSERTED from page 6. He wrote symptoms of traumatic brain injury are expected to remit within weeks to months often even in the case of a secondary concussion with no loss of consciousness. Residual symptoms are believed to be related to psychological and physical factors and are likely due to injury sustained while working as a teacher’s aide in the absence of any known psychological or neurological history. He would defer to her physician to comment on any residual physical deficits in terms of ongoing need for intervention or causality. He did recommend psychotherapy to address her anxiety and depression. Medical evaluation did not appear indicated to manage her psychological symptoms. Any cognitive rehabilitation can be addressed in psychotherapy and would not require separate cognitive rehabilitation treatment. On 02/23/21, she had another neuropsychological assessment done in the same group. Dr. Tremaine wrote at this point symptoms have not remitted. Neuropsychological reevaluation would not be indicated given mostly normal performance on initial neuropsychological testing with psychological factors believed to be the reason for prolonged symptom report. She should undergo 8 to 12 sessions of psychotherapy prior to being deemed at maximum medical improvement and could continue to work at the current capacity. Her medical diagnosis was postconcussion syndrome and psychological diagnosis was adjustment disorder with mixed anxiety and depression. Ms. Dillon was seen on 05/24/20 by an ophthalmologist named Dr. Makar due to floaters in both eyes that have been going on for the past three months. She performed a dilated fundoscopic exam and there were no signs of any retinal tears or detachment. She was then seen neurosurgically by Dr. Mitchell on 06/03/20. He reviewed her treatment records in detail and her diagnostic results. He wrote her imaging findings have no structural pathology to account for left upper extremity complaints or even cervical spine complaints. Her physical examination is unremarkable. She has undergone therapy on numerous occasions. He concluded her imaging showed no left-sided nerve root compression. As such, surgery would not be considered for her current complaints relative to both the cervical and lumbar spines. As far as her spine was concerned, he deemed she had reached maximum medical improvement and could continue working without restrictions. He also observed there appeared to be significant psychosocial components to this case and even her subjective complaints. They were without objective findings.

She did see an optometrist Dr. Franz again on 06/18/20. She wrote lowest convergence insufficiency has improved, but had not resolved. She still has dry eye syndrome and vestibular dysfunction. She recommended change from her home program to office-based vision therapy. That way they can incorporate vision and vestibular therapy to resolve both conditions. She did receive treatment from Dr. Franz on the dates described. On 10/22/20, she concluded lowest convergence insufficiency had resolved. She still had lingering vestibular symptoms, but her therapy was previously discontinued. She also was previously approved for cognitive therapy, but never received treatment. Dr. Franz concluded she no longer requires office-based vision therapy. Her new glasses will resolve her blurriness when reading. She still recommended 5-minute breaks after 30 minutes of reading due to lingering vestibular and cognitive symptoms. She should continue her home program one time a week to maintain her visual skills. She had reached maximum medical improvement in regards to visual improvement.

Prior records show Ms. Dillon was seen by Dr. Shawna on 01/25/07 for an injury to the right middle finger and hand as well as marks on the toes of her right foot. She related having such marks on her toes in the past. She was told to wear two pairs of socks in the winter. She states she saw a specialist for this in the past. She also had an episode in her teens when hospitalized for acute edema of that leg and was put on heparin. There was no cause identified. On 01/25/07, her doctor noted she has Raynaud’s phenomenon to rule out secondary cause as unilateral and history of admission for thrombosis for that leg. She was referred for various laboratory studies as well as an x-ray of her finger. On 02/05/07, she wrote the blood work was normal. She still had pain in her finger even though the x-ray was negative. She was then referred for hand surgical consultation. She continued to be seen by Dr. Shawna frequently over the next several years for various general medical ailments. On 04/12/13, she was diagnosed with osteoarthritis of the hands for which labs and x-rays were ordered. She also had Raynaud’s phenomenon of the right third toe. She was advised to wear her socks on at all times if no better with Norvasc. On 04/25/13, Dr. Shawna diagnosed severe arthritis in her hands as seen by x-ray. She was referred to a hand specialist as previously recommended. On 04/26/13, she returned to Dr. Shawna. She complained of back pain and was referred for low back imaging. She denied a history of unexplained weight loss, recent fall, motor vehicle accident, urinary symptoms, IV drug abuse, or history of cancer, skin infection, trauma or steroid use. On 02/11/16, Dr. Bruneau reviewed the emergency room records from 01/22/16 and 01/25/16. These included a CAT scan, EKG, and labs all within normal limits. She was going to increase gabapentin to 400 mg four times per day and schedule follow-up with Penn Neurology who will order further workup including an MRI. She was given a note to excuse her from outside recess at work for temperatures under 50 degrees. On 02/11/16, a paragraph called End Note was written and will be INSERTED as marked. The last documented visit by Dr. Bruneau was on 06/09/16. This was the last visit before her alleged injury of 02/22/17. She requested and was accommodated as far as getting a letter to excuse her from jury duty.

She was seen on 04/26/13 by hand specialist Dr. Sattel. He concluded she had painful arthritis especially for the index and middle finger DIP joints of the right hand. He recommended initially nonoperative measures and that surgery would require an arthrodesis. He referred her to occupational therapy for supportive brace fabricated splint for the right index finger as well as recommending a home paraffin unit. If symptoms progress, he recommended evaluation with a rheumatologist for medical management. She was going to return to Dr. Sattel on an as-needed basis.

Ms. Dillon underwent x-rays of the hands on 04/16/13 to be INSERTED. On 06/29/16, she underwent an MRI of the brain to be INSERTED.
She was seen by a rheumatologist named Dr. Silver on 08/29/13. She reported having right hand pain since 2007. She was painting and just moved and she had an x-ray at the time that was negative. Her symptoms have progressively worsened and involve both hands starting for the first time six months ago. She also had painful nodules in her hand, but no significant stiffness. Sometimes grabbing her hands or with vacuuming, the hands hurt. He concluded she had osteoarthritis of her hands and did not have symptoms suggestive of inflammatory arthritis. He explained the difference to her and also discussed various treatments. He observed she also had long-standing Raynaud’s, which had not worsened.

On 11/27/13, she was seen by Virtua Urgent Care for a rash whose onset was one day earlier. She returned on 06/16/15 for acute pharyngitis. On 05/22/16, she was diagnosed with acute conjunctivitis of both eyes.

On 01/22/16, the Petitioner went to Virtua Emergency Room and was diagnosed with paresthesias of the right side of her face. She was seen at the emergency room again on 05/15/16 and diagnosed with left eye conjunctivitis. She did undergo a CAT scan of the brain on 01/22/16 that showed no acute abnormalities.
She was seen at Penn Medicine Neurology by Dr. Ingala on 06/14/16. She noted Ms. Dillon’s course of symptoms and treatment relative to pain on the right side of her face. Her assessment was right trigeminal neuralgia responsive to gabapentin. To rule out structural causes such as vascular loop abutting the right trigeminal nerve, an MRI of the brain was ordered. At follow-up with Dr. Ingala on 11/30/16, she complained of a new problem involving right-sided sciatica. The gabapentin was definitely helping for her right facial pain. She has speech difficulty, inverting words sometimes and was sometimes off balance. Her back went out in September 2016 having just moved in August 2016. She had a car accident at the age of 19 and had physical therapy at that time. She had some herniated discs. She went to the emergency room. She was given muscle relaxants. She stayed out of work for four days. Her back is still bothering her now. She had pain radiating down the right leg with no numbness or tingling. It was worse with sitting, depending on positions. She works with disabled children and cannot work with ones that need to be picked up. Dr. Ingala rendered an additional diagnosis of right-sided back pain with sciatica likely due to right lumbar radiculopathy status post heavy lifting. There was some right foot dysesthesia on exam, but no weakness or footdrop. She was to continue her gabapentin and take Advil and begin physical therapy. She also recommended a lumbar MRI and potential referral to a physiatrist, spine orthopedics, or pain management. On 09/11/16, she went to Virtua Emergency Room again for right-sided low back pain. She was prescribed Flexeril.

PHYSICAL EXAMINATION

HEAD/EYES/EARS/NOSE/THROAT: Examination of the head found it to be normocephalic. She was tender to palpation in the anterolateral right maxilla that she attributed to her trigeminal neuralgia. Sclerae were anicteric and there was no corneal or conjunctival injection. The extraocular muscles were intact. Pupils were equal and reactive to light and accommodation. Fundi were unremarkable by undilated exam. External ear canals were clear. There were good light reflexes at the tympanic membranes bilaterally. The nares were patent and the septum was midline. There was no pharyngeal exudate. The tongue was midline. Dentition was satisfactory. There was no palpable thyromegaly or cervical adenopathy.

UPPER EXTREMITIES: Inspection revealed swelling of many DIP joints attributed to osteoarthritis. She was wearing an index finger splint that was removed for evaluation. Skin was otherwise normal in color, turgor, and temperature. Motion of the wrists, elbows and shoulders was full in all planes without crepitus or tenderness. She had somewhat decreased range of motion about the fingers due to her arthritis. 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 in bilateral hand grasp, pinch grip, and throughout the upper extremities. There was no significant tenderness with palpation of either upper extremity. 
HANDS/WRISTS/ELBOWS: 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. Right hip internal rotation was full to 45 degrees with right-sided low back tenderness. 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.

CERVICAL SPINE: Inspection of the cervical spine revealed normal posture and lordotic curve with no apparent scars. Active flexion was to 20 degrees, extension 40 degrees, bilateral sidebending 20 degrees, and rotation right 70 degrees and left 60 degrees. She was tender in the left suboccipital area in the absence of spasm, but there was none on the right. 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 mildly tender to palpation about the left interscapular muscles in the absence of spasm, but there was none on the right. 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. Inspection of the lumbosacral spine revealed normal posture and lordotic curve with no apparent scars. She was able to actively flex to 80 degrees and side bend fully on the left to 20 degrees. Extension was declined since she was afraid this might precipitate an episode of vertigo. Right sidebending and bilateral rotation were full. 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 right at 90 degrees elicited only low back tenderness without radicular complaints. On the left, 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.

Laura Dillon has alleged being injured at work on both 02/22/17 and 03/07/19. Her course of treatment has been detailed extensively above. She has undergone numerous specialist consultations and various diagnostic studies. She ultimately was thought to have a psychological component to her subjective complaints. Neuropsychological evaluation was essentially normal. She did receive some psychotherapy nonetheless. This Petitioner had a history of prior musculoskeletal problems. She had seen hand specialist Dr. Sattel on 04/26/13. She also saw rheumatologist named Dr. Silver on 08/29/13. She had been treating with Cooper Primary Care as early as 2007. She had already undergone a CAT scan of her head on 01/22/16 and presented herself to the emergency room several times in 2016.
The current examination confirmed the presence of swelling of many finger joints consistent with osteoarthritis. She had full range of motion of both lower extremities. She had decreased range of motion actively about the cervical spine. Spurling’s maneuver was negative for radiculopathy. Lumbar extension was deferred due to her fear of experiencing vertigo. Range of motion of the lumbar spine was otherwise virtually normal. Supine straight leg raising maneuver on the right at 90 degrees elicited only low back tenderness without radicular complaints. This is not of clinical consequence. She ambulated with a physiologic gait and did not require a handheld assistive device to do so.

I will offer impairment ratings for the neck; back; and head. This will primarily be a result of diagnostic studies. Her current clinical exam is not impressive from a neurologic or orthopedic perspective.
