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Dictation Time Length: 08:35
September 23, 2022

RE:
Gloria Odom
History of Accident/Illness and Treatment: Gloria Odom is a 73-year-old woman who reports she was injured at work on 02/21/20. She fell on a mop pole that was lying on a rail at the job outside. As a result, she believes she injured her back, right shoulder, hands and foot, but did not go to the emergency room afterwards. She did not strike her head or experience loss of consciousness. She had further evaluation leading to what she understands to be a final diagnosis of a sprain and strain. This was treated without injections or surgery. She did have physical therapy but has completed her course of active treatment.

Per her Claim Petition, Ms. Odom alleges to have fallen, causing acute posttraumatic cervical spine strain and sprain with radiculopathy, right shoulder, right arm, right hand strain and sprain with permanent and chronic orthopedic residuals. Medical records show she was seen at American WorkCare on 02/24/20 and underwent numerous x-rays to be INSERTED here. Dr. Bojarski wrote she had a cervical sprain, right-sided cervical radicular pain, right shoulder sprain, and contusion of the right forearm and contusion of the right hand. He placed her in a light-duty capacity and recommended cryotherapy. He did note extensive degenerative changes on x-rays. He followed her progress through 03/23/20 when Ms. Odom failed to show up for her appointment or notify them that she was not going to be attending.

She was seen orthopedically by Dr. Ponzio on 03/25/20. This evaluation led to a diagnosis of low back pain, neck pain, and cervical radiculopathy. He recommended a course of physical therapy and made medication adjustments. He continued to treat her over the next several months as of 09/28/20 when he did recommend continued therapy. She was not participating in her usual job because of COVID. She was reassigned to a group home where she was working full time 40 to 48 hours per week. She monitors three ladies above 60 years of age and assists with their meals and *__________*.
PHYSICAL EXAMINATION
GENERAL APPEARANCE: It was noted that she was wearing a Depends garment.
UPPER EXTREMITIES: Inspection revealed bitten fingernails bilaterally. There was a healed longitudinal scar in the upper chest that she attributed to thyroid surgery and its complications. There was no swelling, atrophy or effusions. Skin was normal in color, turgor, and temperature. Motion of both shoulders was somewhat guarded passively. Abduction right was 115 degrees and left 130 degrees with flexion right 145 degrees and left 130 degrees. Active range of motion was improved. Motion of the shoulders, elbows, wrists, and fingers was otherwise full in all spheres without crepitus, tenderness, triggering or locking. Combined active extension with internal rotation was to the waist level bilaterally. 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: Normal macro
CERVICAL SPINE: Inspection of the cervical spine revealed normal posture and lordotic curve with no apparent scars. Active flexion was to 15 degrees, extension 30 degrees, bilateral side bending 10 degrees, rotation right 25 degrees and left to 15 degrees. She had superficial tenderness of the right paravertebral and trapezius musculature in the absence of spasm, but there was none on the left or in the midline. Spurling’s maneuver was negative.

THORACIC SPINE: Normal macro

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. She was unable to walk on her heels or toes. She changed positions slowly and was unable to squat and rise. Inspection of the lumbosacral spine revealed normal posture and lordotic curve with no apparent scars. She sat comfortably at 90 degrees lumbar flexion, but actively flexed to 25 degrees. Extension, bilateral rotation, and side bending were accomplished fully. There was superficial tenderness to palpation about the lumbosacral junction as well as the right sacroiliac joint, but not the left. There was no palpable spasm or tenderness of the 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. She was unable to step up on to the exam table due to her morbid obesity precluding supine straight leg raising maneuvers.
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 02/21/20, Gloria Odom tripped and fell at work. She claimed to have sustained multiple injuries and was seen three days later by Dr. Bojarski. She had several x-rays that showed widespread degenerative changes. He initiated her on conservative treatment. She was then seen orthopedically by Dr. Ponzio on 03/25/20. He made medication adjustments and referred her for physical therapy. His last documented visit was on 09/28/20.

The current exam found her to be morbidly obese. There was decreased passive range of motion about both shoulders, but actively these were improved. Provocative maneuvers at the shoulders, arms and hands were negative. She had decreased active range of motion about the cervical spine, but Spurling’s maneuver was negative for radiculopathy. She had decreased range of motion about the lumbar spine. She was unable to get herself on to the exam table precluding supine straight leg raising maneuvers. Sitting straight leg raising maneuvers were negative bilaterally at 90 degrees.
There is 0% permanent partial or total disability referable to the right shoulder, arm or hand or cervical spine. In this event, she sustained soft tissue injuries due to a fall from a standing height. These were superimposed upon extensive preexisting degenerative abnormalities that were not caused, permanently aggravated or accelerated to a material degree by the event in question. She has been able to return to her regular job without limitations. She does not require any assistance in ambulation.
