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Dictation Time Length: 19:08
August 23, 2022
RE:
Michelle Gleason

History of Accident/Illness and Treatment: Michelle Gleason is a 50-year-old woman who reports she was injured while working on 02/13/21. She was salting the sidewalks during an ice storm and fell. She struck her head and had a brief loss of consciousness. She also believes she injured her neck and shoulders. She went to Community Medical Center Emergency Room the next day. With this and subsequent evaluation, she understands her final diagnosis to be concussion, neck sprain, bulging disc in her neck, and a right biceps and labral tear. These were repaired surgically. She has completed her course of active treatment.

As per the medical records provided, Ms. Gleason was seen at the emergency room on 02/14/21. She reported she slipped and hit her head on the ground the previous day. She denied loss of consciousness. She complained of mild posterior headache, mild bilateral paraspinal neck pain, and some left arm pain. She had a history of asthma, lap band surgery, bronchitis, pneumonia, and morbid obesity. She smokes one pack of cigarettes per day. She underwent a CAT scan of her head that showed no acute bleed. She also had a CAT scan of her cervical spine that showed no acute fracture. There were no significant degenerative changes seen. She was then treated and released. They actually also noted a history of herniated disc and irritable bowel syndrome, obstructive sleep apnea and neck muscle strain.

Ms. Gleason was then seen at Urgent Care on 02/16/21. She told this provider when she hit her head, she blacked out for a minute or two and saw stars. She was rendered diagnosis of neck strain and concussion with loss of consciousness. She was prescribed the Medrol Dosepak. She followed up through 02/19/21. On that occasion, she reported not sleeping well because of her neck pain and had difficulty paying attention, photophobia and a headache, but no emesis. Upon exam, she appeared to be in mild distress and uncomfortable. She had slow, but appropriate answers. She drove herself here and was ambulating normally. She was then referred for specialist consultation.
On 03/10/21, the Petitioner was seen by Dr. Prince for psychological evaluation. She told him she was dazed for a few seconds, but was not really unconscious. She started panicking. She got up and went to the store. She sat in the office and called her boss who came to the store and gave her a ride home. Originally, the only problem she had was her head hurting. They noted a history of gastric bypass/bariatric surgery in 2016 with a 130‑pound weight loss. She smoked one-half pack of cigarettes per day for 36 years. Dr. Prince diagnosed rule out somatoform disorder, not otherwise specified. She was going to return in one month. She saw Dr. Prince again on 04/12/21. At that juncture, she remained out of work. He opined an objective neuropsychological/memory examination and objective psychological-pain management examination are indicated. She underwent the pain management psychological examination on 04/19/21 by Dr. Prince. Afterwards, he opined she had reached maximum medical improvement and did not have need or indication for any mental health or psychological treatment from this accident. He then did finalize a diagnosis of somatoform disorder. Ms. Gleason also underwent a neuropsychological examination on 05/17/21. Dr. Mayer and Dr. Prince concluded she had postconcussive neurocognitive/memory injuries requiring a standard course of care that would consist of cognitive and memory rehabilitation treatment for 15 weeks. She did receive such treatment over the ensuing weeks. On 08/12/21, she expressed she did not want to continue with the recommended final course of reduced care with this provider. He concluded maximum medical improvement and treatment termination had been achieved. He explained there was nothing significantly impairing or career ending or altering about her work incident from a concussive / neurocognitive memory point of view. On 08/16/21, Dr. Prince wrote correspondence reiterating she had reached maximum medical improvement on 08/12/21.

On 03/04/21, Ms. Gleason was seen by Dr. Bhatnagar who diagnosed cervical strain and postconcussive syndrome. He referred her for physical therapy and learned she was seeing a neurologist the following week. He placed her on activity modifications. She underwent a cervical MRI on 04/20/21 to be INSERTED here. She followed up with Dr. Bhatnagar and his colleagues over the ensuing months. On 05/27/21, she was deemed to have achieved maximum medical improvement.

However, on 07/01/21, she returned to the practice and complained of pain in the scapular region mainly, but also some pain in her upper arm. She stated the therapist “pushed her shoulder blade back in place.” She never had pain in the shoulder prior to that time. She also reported tingling in her hand and thumb as well as popping if she tries to reach overhead. Right shoulder x-rays were within normal limits. Dr. Petrosini diagnosed right shoulder sprain and contusion with possible labral tear or rotator cuff injury. He recommended an MR arthrogram of the shoulder.
She did undergo this study on 07/28/21 to be INSERTED here. Dr. Petrosini reviewed these results with her on 08/06/21. She had no gross instability about the shoulder. He thought her symptoms were likely due to instability following the right shoulder labral tear and ligament disruption. He recommended additional therapy incorporating the shoulder although previously it had been focused on the cervical spine. His diagnosis was right shoulder labral tear and a HAGL lesion. He also recommended electrodiagnostic testing. On 08/31/21, she did undergo EMG/NCV of the right upper extremity by Dr. Glasser. It showed median nerve entrapment at the wrist without acute denervation, but no electrophysiologic evidence for cervical radiculopathy or plexopathy. She remained symptomatic about the shoulder. On 10/25/21, Dr. Petrosini performed surgery to be INSERTED here. She had physical therapy postoperatively as well. Follow-up with Dr. Petrosini continued through 04/14/22. She had reached maximum medical improvement for the right shoulder. She had some chondromalacia of the glenoid and was using naproxen as needed for achiness. At that juncture, he thought most of her pain appeared to be non-shoulder related. She asked about her left arm for which he recommended a home exercise program.

PHYSICAL EXAMINATION

UPPER EXTREMITIES: Inspection of the upper extremities revealed no bony or soft tissue abnormalities. There were healed portal scars about the right shoulder, but no swelling, atrophy, or effusions. Skin was normal in color, turgor, and temperature. She demonstrated guarded range of motion in both shoulders. Abduction was bilaterally to 85 degrees, flexion 85 degrees on the right and 110 degrees on the left, internal rotation 70 degrees on the right and 65 degrees on the left, with external rotation on the right 65 degrees and left to 70 degrees. Right shoulder adduction was limited to 15 degrees, but was full on the left. She had full extension bilaterally to 50 degrees. Combined active extension with internal rotation was to the T11 vertebral level on the right and T10 vertebral level on the left. Motion of the 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 in bilateral hand grasp, pinch grip, and throughout the upper extremities. There was no significant tenderness with palpation of either upper extremity. 
SHOULDERS: Normal macro
LOWER EXTREMITIES: She remained in her pants limiting visualization and pinprick testing. 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. 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. She had non-reproducible active range of motion about the cervical spine when knowingly being observed. Active flexion and extension were to 10 degrees, bilateral rotation to 20 degrees, with sidebending right 15 degrees and left to 20 degrees. She complained of tenderness in all spheres. When distracted, she had improved range of motion with no outward signs of distress. She was tender at the right paracervical musculature in the absence of spasm, but there was none in the midline. 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 tender at the right interscapular musculature in the absence of spasm, but there was none on the left. There was no palpable spasm or tenderness of the parathoracic 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. Inspection of the lumbosacral spine revealed normal posture and lordotic curve with no apparent scars. She had variable mobility about the lumbar spine. She sat comfortably at 90 degrees lumbar flexion, but actively flexed to 60 degrees and extended to 10 degrees. Sidebending right was 10 degrees and left to 15 degrees with bilateral rotation full to 45 degrees. 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 are 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 02/13/21, Michelle Gleason slipped and fell while salting ice at work. She first sought treatment the next day at the emergency room where she denied experiencing loss of consciousness. She later gave variations on this occurrence relative to losing consciousness. She had a CAT scan of the brain that was normal. A CAT scan of the cervical spine was benign. She followed up at Urgent Care and then was seen psychologically by Dr. Prince. She ultimately was diagnosed with a somatoform disorder.

She also came under the orthopedic care of Dr. Bhatnagar for her cervical spine. A cervical MRI was done on 04/20/21 to be INSERTED here. She participated in physical therapy. She then was seen by Dr. Petrosini for her shoulder. An MR arthrogram was done to be INSERTED. She had an EMG by Dr. Glasser on 08/31/21 to be INSERTED. On 10/25/21, she submitted to surgery to be INSERTED here. She had physical therapy postoperatively concurrent with follow-up by Dr. Petrosini through 04/14/22.

It is notable that Ms. Gleason does have a history of morbid obesity treated with gastric bypass surgery. She also reports injuring her lower back at work about 15 years ago. She was diagnosed with herniated discs at that time, but did not undergo any surgery for them. She does offer myriad subjective symptomatic complaints. She was neurologically intact. She had guarded range of motion about both shoulders including the non-injured left shoulder. Nevertheless, provocative maneuvers at the right shoulder were negative. She had variable mobility about the cervical spine.

There is 7.5% permanent partial total disability referable to the right shoulder. There is 0% permanent partial total disability referable to the cervical spine. There is also 0% permanent partial total disability referable to the head. She has been able to return to her former full-duty capacity with the insured.
