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Dictation Time Length: 22:27
November 25, 2022
RE:
Brenda Jackson

History of Accident/Illness and Treatment: As you know, I previously evaluated Ms. Jackson as described in my report of 11/07/18. This pertained to widespread injuries she allegedly sustained in a work-related motor vehicle collision on 05/17/18. She is now a 60-year-old woman who recounts that she was involved in a head-on car accident at that time. As a result, she believes she injured her shoulder, back and neck. She eventually underwent left shoulder surgery in 2020. She completed her course of active treatment in July 2022. She was unwilling to fully complete the intake questionnaire relative to other injuries she may have sustained. This is notwithstanding the fact that she has filed three other claims that you cite.

Treatment records show Ms. Jackson was seen at WorkNet on 01/21/19 after an incident of 01/17/19. She was at her place of employment when a patient who was using a walker with wheels somehow struck her at the bottom of her leg. She points to the pretibial area of both lower extremities. She claims she was thrown backwards and struck her lower back against the wall. She complained of back pain in the middle of her lower back as well as difficulty with ambulation. Upon examination of the extremities in the pretibial area, there was no swelling or ecchymosis throughout the tibial shaft bilaterally. Sitting root stretch sign was negative. Deep tendon reflexes were unremarkable. Motor exam was within normal limits. She transferred without difficulty from a seated to standing position. Palpation of the bilateral paralumbar areas revealed no evidence of spasm or step-off. Dr. Levy diagnosed bilateral pretibial contusions as well as lumbar strain for which he advised use of ibuprofen and acetaminophen. She was also referred for x-rays. She returned to Dr. Levy who noted x-rays of the lumbar spine and tibia and fibula showed no acute findings. On the lumbar films, intradiscal heights were normal and there were minimal degenerative changes. He then added a diagnosis of lumbar contusion and sprain. She was to return on 01/28/19 and anticipated return to regular duty status shortly thereafter. She followed up on 01/26/19 when musculoskeletal exam was negative. She nevertheless was referred for physical therapy.

There was then a long gap in care until she returned to WorkNet on 02/04/19. She had no pretibial pain, but had continued to have lower back pain. She recalled sustaining another injury when she was pushed into a wall by another client that she believes has contributed to her lower back discomfort. She did report the separate work incident and was going to see a medical provider separately from WorkNet for her lower back at that point. She had additional diagnoses given of neck and bilateral pretibial contusions. The physician assistant discharged her from care.

On 12/16/19, Ms. Jackson again presented to WorkNet this time claiming she was hurt on 12/11/19. She complained of global left-sided pain including left shoulder, left thoracic region and left lumbar region. She claimed this occurred when she was attempting to lift a 300-pound client and experienced pain in these regions. She did have x-rays of the thoracic spine, left shoulder and lumbar, which showed no acute findings. However, there was calcified fibroid in the pelvis region. She was made aware of that finding. X-rays of the shoulder demonstrated degenerative changes at the acromioclavicular and glenohumeral joints. She reported no improvement since her last visit. She was tolerating the medications that were prescribed. The following diagnoses were offered by Mr. Jones: left shoulder strain and sprain, left thoracic sprain and strain, and left parathoracic strain and sprain. He recommended ongoing use of acetaminophen as well as cryotherapy and ibuprofen. She was also referred for physical therapy. She continued to be seen on 12/30/19 when continued treatment was advised. On 01/06/20, she returned to WorkNet for the 12/11/19 incident. She was working light duty and participated in therapy. She was referred for an MRI of the left shoulder.

This MRI was done on 01/20/20 to be INSERTED here. She followed up at WorkNet on 01/23/20 to review the results. She was then referred for orthopedic consultation. She saw WorkNet a final time on 01/30/20 reporting she saw the orthopedist the previous day who recommended more physical therapy.

Ms. Jackson was seen orthopedically by Dr. Wetzler beginning 01/29/20. He diagnosed traumatic complete tear of the left rotator cuff, osteoarthritis, and bursitis of the left shoulder. He explained many of the findings on MRI suggested a chronic process, but she was fully functional with no symptoms until the event when she was lifting a client. He performed a corticosteroid injection to the shoulder. She followed up on 02/14/20 somewhat better after the injection. Another injection was given on that visit. On 02/28/20, Dr. Wetzler gave additional diagnoses of biceps tendonitis and strain of the lumbar region as well as lumbar facet arthropathy. Lumbar spine x-rays showed minimal degenerative changes of the disc space and moderate facet joint arthrosis especially over her lower lumbar spine. These were from x-rays done in the office.
Dr. Wetzler performed surgery on 04/06/20, to be INSERTED here. He referred her for a cervical spine MRI on 09/28/20, to be INSERTED here.
She also came under the pain management care of Dr. Sackstein on 10/27/20. She complained of neck pain to the left upper extremity involving the second through fifth fingers with numbness and paresthesias. She was already taking alprazolam, cephalexin, cyclobenzaprine, fluticasone, gabapentin, ibuprofen, nabumetone, and tramadol. He rendered diagnoses of cervical radiculopathy and prolapsed cervical intervertebral disc. He was told she was helping lift a heavy patient up out of bed and once she put her down, she felt a bad pain in her neck. This occurred in November 2019. There were further details in his note stating on 12/07/19 she was lifting a patient off the floor when she injured her neck. About four hours later, she developed increasing pain in her neck and shoulder. She then treated with Dr. Wetzler. She was currently undergoing physical therapy. MRI revealed multilevel disc herniations from C3-C4 through C6-C7. Dr. Sackstein then treated her with medications and injections such as on 11/12/20 when cervical epidural was given. She does not appear to have had follow-up with Dr. Sackstein after this procedure.

She had been monitored by Dr. Wetzler over the intervening months through 03/11/20. On 09/09/20, she returned five months status post surgery on the left shoulder. She complains of pain between her neck and shoulder as well as periscapular area. He then referred her for cervical MRI with concern for radiculopathy. He felt this was causally related to the work injury.

On 10/07/20, Ms. Jackson saw Dr. Wetzler again. This would have been only five days after the alleged event of 10/02/20, but she did not mention the same. She was following up for her left shoulder and MRIs. He reviewed the cervical MRI and wrote its detailed findings that we do not have to repeat. This was done on 09/28/20. He continued her on modified duty and started her on gabapentin. Ongoing care was rendered by Dr. Wetzler through 10/26/20 when he kept her out of work and was going to have her do physical therapy and return in two weeks. She returned on 11/04/20 and he sent her to pain management for injections. The next note from Dr. Wetzler is dated 06/22/22 by which time she had a functional capacity evaluation. She stated she was feeling better after the left shoulder surgery, but has gotten somewhat worse. He did not cite the details of the functional capacity evaluation. She claimed participating in the FCE exacerbated her shoulder. He wrote they had maximized treatment for the cervical spine, but she is still having shoulder pain. Prior to this injury, she was working three jobs without problems. She now has stopped working her third job and having problems with normal activities and her main job even with restrictions. She had an MRI that showed superior capsular reconstruction intact, but progression of the osteoarthritis. They discussed treatment options including a second opinion. However, she decided she did not want anything else done. She was continued on permanent restrictions and placed at maximum medical improvement. I do not see any distinct reference to the alleged work injury of 10/02/20.

Per your cover letter, she filed a Claim Petition relative to an incident of 10/02/20 when she was allegedly assaulted by a resident. She alleged aggravation of her left shoulder injury status post surgery as well as cervical spine injury. On 12/17/19, she claimed she was lifting a heavy resident off of a floor to put him/her into bed. She claimed an aggravation of a left shoulder injury. She also filed a claim relative to an event of 01/17/19 when she was assaulted by a patient. She was alleging injury to her lower back. She filed a Claim Petition relative to an incident of 05/17/18 when she was involved in a work-related motor vehicle accident. She was alleging injuries to her neck, left shoulder, left arm, back, chest and right leg/shin.

PHYSICAL EXAMINATION

GENERAL APPEARANCE: She arrived very late for her appointment, but was accommodated in that regard. At first, she refused to fill out our intake questionnaire fully. This was reviewed with her verbally during which time she gave some additional information, but not all of that which was asked in the questionnaire.
She did have a thin body and was underweight. She did carry a heavy purse with her right arm.
UPPER EXTREMITIES: She wore a long T-shirt. Inspection revealed a 1 inch open healed scar about the left shoulder laterally, but no swelling, atrophy or effusions. Passive left shoulder motion was associated with tenderness in all spheres. Adduction was to 20 degrees, abduction 90 degrees, flexion 110 degrees, internal rotation 60 degrees, and external rotation 65 degrees, but extension was full to 50 degrees. Combined active extension with internal rotation was to the L2 vertebral level. Motion of the right shoulder was full in all spheres with crepitus, but no tenderness. Motion of the elbows, wrists and fingers was full in all planes without crepitus, tenderness, triggering, or locking. She was tender at the left shoulder superior and lateral aspects, but there was none on the right. Manual muscle testing was 4/5 for resisted left shoulder internal rotation, but was otherwise 5/5.
SHOULDERS: She had positive Hawkins, Neer, crossed arm adduction and Speed’s tests of the left shoulder, but these were negative on the right.
LOWER EXTREMITIES: She remained in her pants and she declined gowning properly. Within those constraints, she had a normal exam. 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. 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 flexion was full to 50 degrees with tenderness. Extension was to 35 degrees. Rotation right was 60 degrees and left 70 degrees. Bilateral sidebending was full to 45 degrees without discomfort. There was tenderness to palpation about the left trapezius in the absence of spasm, but there was none on the right 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. 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. Range of motion of the lumbar spine was full, but extension elicited numbness in her left hand which is non-physiologic. 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 were negative bilaterally for low back or radicular symptoms at 90 degrees. 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.

Brenda Jackson alleges to have been injured at work on 05/17/18, 01/17/19, 12/17/19, and 10/02/20 as described above. The most serious pathology was found of her left shoulder for which she underwent surgery to be INSERTED here. She also had a cervical spine MRI that showed multilevel changes unrelated to the subject event. She did accept an epidural injection to her neck by Dr. Sackstein.

The current exam found her to be underweight. There was decreased passive range of motion about the left shoulder. She remained in a long T-shirt preventing accurate circumferences to be measured. She had pain with several provocative maneuvers about the left shoulder. Motion of the lower extremities was full. Cervical spine motion was somewhat decreased, but Spurling’s was negative for radiculopathy. She had full range of motion of the thoracic and lumbar spines.

There is 7.5% permanent partial total disability referable to the statutory left shoulder. I will have to correlate this with what I gave in my prior report. I offer 0% permanent partial total disability referable to the low back, right leg, chest, left arm, or neck particularly as it relates to the subject events.
