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Dictation Time Length: 29:49
December 21, 2022

RE:
Jessica Sanchez
History of Accident/Illness and Treatment: Jessica Sanchez is a 42-year-old woman who reports she was injured at work on 08/04/20. On that occasion, she was manually cleaning very dirty windows, mirror, and glass in a very dirty room. As a result, she believes she injured her right shoulder. She was not doing any heavy lifting, pushing or pulling at this time nor did she sustain any direct trauma to the shoulder. She did not go to the emergency room afterwards. She had further evaluation, but remains unaware of her final diagnosis. She accepted injection, but no surgery in this matter. She completed her course of active treatment on 01/26/22.

As per her Claim Petition, Ms. Sanchez alleges she was reaching to clean on 08/04/20, and injured her right shoulder and neck. Medical records show she was seen at the Onsite Clinic on 08/04/20. She stated she was cleaning her first room of the day and felt a stabbing pain in her right shoulder when she was in the bathroom. This was her seventh day working. “They let us work seven days per week, eight hours per day, and mandatory two to two and a half hours daily overtime. I am really tired. I wish I have a new job, not cleaning job. I tried to work in sauna, but it did not work. I was allergic to creams.” She showed a video of the “messy room” to the provider and observed beds with sheets all over the place, disarranged furniture and toiletries and towels all over the bathroom floor and shower door. They elicited a history of low back and neck injury in a motor vehicle accident in April 2019. She was treated by Dr. Glass at Rothman and was out of work for six months. She had physical therapy at English Creek and was seen by a chiropractor named Dr. Matthews. She also suffered from frequent headaches whose cause was unknown. On 03/08/20, she had right wrist pain due to a work injury. On 12/06/18, she had left knee pain due to a work injury. On 11/28/16, she had a broken left fifth digit nail. After the current evaluation, she was diagnosed with right shoulder pain and initiated on ibuprofen. She returned on 08/06/20, stating she could raise her arm a little bit above her shoulder, but still with pain. She was off that day and would be on vacation from tomorrow until 08/19/20. She showed pictures of her yard on her cell phone with some trees that fell on the roof and walls of her house after the storm two days ago. “I’ll get somebody to remove the trees and clean my yard.” She was released from care at full duty. Exam was unimpressive. She returned on 08/09/20 and continued to complain of right shoulder pain. She returned to regular duty work this morning at 9 AM and had only been able to clean one room because her pain was too intense for her to complete necessary tasks. She applied heat to her right shoulder prior to reporting to work and her last dose of ibuprofen was that morning, but denied any relief or change in her level of pain. During this phone call, it was explained to the employer that her assumed injury may take a sustained period of time until it returns to normal and that discomfort may be experienced throughout the healing process. She opined the acute phase of her injury had resolved. They also explained it was in the employee’s best interest to resume regular duty at work to preserve function of the right shoulder. She also was encouraged to take advantage of assistive device while on duty such as a bed wedge. The employee became highly agitated and combative. She expresses “I cannot and will not be able to do my job, so who am I supposed to talk to about that?” Supportive measures were advised for pain control and the plan of care was reiterated. The medical assistant on duty during the time of the phone call with this physician assistant explains that this case will be discussed with the supervisor and if other action needs to be taken, the employee would be contacted. The employee then begrudgingly ended her phone call.

About 15 minutes after the phone call, the employee presented to the clinic. She was well groomed with her hair styled in a high ponytail and shirt tucked firmly into her pants. She was again noticeably agitated. She explains that her boss sent her down to the clinic because she has refused to complete her job duties. She restates that she has completed conservative measures and now explains that after cleaning her first room of the day, her pain has already worsened. Employee explained that she refuses to transfer care to her primary care physician as this was a work-related injury and she demands it be fully addressed in the clinic. After consulting with risk management, the clinical team and supervising staff, the employee was determined to remain full duty for the time being until further evaluated by Dr. Shinkle who was consulted for further assessment. This was verbalized to the employee and she expressed understanding. During this *__________*, she does openly threaten “if you send me back to work right now, I am going to further injure myself.” While confirming with the employee understanding her care, she proceeded to text “my representative” while holding her cell phone in her left hand and freely using index finger in her right hand to text with noticeable motion of the right shoulder used in the process. She was referred to Dr. Shinkle for further evaluation by Physician Assistant Probasco. This note is actually from 09/08/20 as opposed to 08/09/20 or 09/09/20. To clarify, on the morning of 09/08/20, Mark from NovaCare was consulted regarding the employee’s physical therapy progress. He ultimately expressed concern that she may be eliciting an exaggerated response and explained that she has shown minimal improvement throughout his sessions. For this reason, he did not recommend that further physical therapy would be beneficial at this time.

On 08/20/20, she called that morning, still complaining of right shoulder pain radiating to her arm and wanted to be seen again. She had been discharged on 08/06/20, and was feeling better and going away for a vacation the next day. She reported she did go on vacation on 08/07/20 and just came back to work today, 08/20/20. She did not go to Connecticut as planned because her son came down here. She just stayed home and did not do anything because her shoulder continued to hurt. She stated she can raise her arm a little bit above her shoulder, but still with pain. She asserted that nothing makes it better and it was worse when she moves. She cannot even reach her back. Upon exam, she was ambulatory, wearing a mask and uniform and carrying a plastic bag on the left shoulder weighing approximately 10 pounds. She was morbidly obese. She had tenderness to palpation about the right shoulder and mild pain with slow abduction and adduction. She appeared to be exaggerating her symptoms upon various planes of motion. She was cleared to return to work with restrictions and to pursue additional physical therapy. On an unspecified date, she was seen by Dr. Shinkle. She reported tenderness to light superficial palpation about the right shoulder anteriorly showing an overreaction to light touch. Her active range of motion is within normal limits, but reports pain with movement in all planes. When he passively attempted to move the right shoulder, she showed good 5/5 strength, resisting him. There was no spasm, atrophy or edema present. She had a negative Neer impingement sign and negative drop arm test. He commented there are nonorganic findings as noted above and she appears highly functional on exam. He was going to send her for an MRI looking to see if there were signs consistent with acute injury and if so, to what degree versus chronic preexisting pathology as she has clearly had issues of chronic pain to the shoulder in the past. He was also looking to better assess the degree to which nonorganic findings are playing a role. She returned to Dr. Shinkle on 09/29/20 and he reviewed the MRI done that day. It showed no significant findings other than some slight degenerative changes including tendinosis and AC joint subchondral edema. There was no rotator cuff tear seen. Overall, there was no sign of any acute structural work-related injury on MRI and only some slight degenerative findings for which she should follow with her personal insurance. Considering the MRI findings and her presentation and prior exams, it was Dr. Shinkle’s opinion that Jessica has recovered fully from her acute injury, shoulder sprain, and any continued complaints are not work related in nature. They needed to be filed with her personal physician under her personal insurance. She was discharged to full duty.

We can INSERT the MRI report from 09/29/20.
On 10/03/20, she was seen by her primary care physician named Dr. Williams. She reported she twisted her right ankle about 24 hours ago and inverted it. He examined her and diagnosed a sprain of the right ankle for which she was advised to elevate and ice it and avoid weightbearing until seen at urgent care. History was remarkable for several other conditions. This included pulmonary embolism on 01/10/18, headache on 10/25/18, as well as swelling of both legs on 05/04/18. She continued to be seen in this general practice over the ensuing months. No substantive treatment was rendered to the right shoulder. On a visit of 02/20/21, they learned she had asthma with a childhood onset. She also had anxiety. About two years ago, she was hospitalized for meningitis. Follow-up at Unite Here Healthcare continued through 07/07/21. On that occasion, she was diagnosed with swelling of both lower limbs, peripheral venous insufficiency for which compression stockings were ordered as well as pain in the right ankle joint. On 12/23/21, she was told by Ms. Pincus that intermittent family medical leave was recommended to cover for lost time due to her appointments. Disability papers would be completed. She states that her job is requiring it. She told the Petitioner it usually is more family medical leave papers versus state disability.

X-rays of the right ankle were done on 10/08/20, to be INSERTED. On 11/19/20, she was seen by podiatrist Dr. Iezzi for a fracture of her ankle that had been present for six weeks. She was advised to maintain the CAM walker for another month due to this healing fracture of the right fibula.

On 01/26/22, Ms. Sanchez was evaluated by Dr. Dwyer for a need-for-treatment evaluation. He noted her course of treatment to date. He also wrote there were no medicals or information on any prior shoulder injury. However, she was involved in a motor vehicle accident on 04/16/19 and 01/28/20, she presented herself to Dr. Glass with right shoulder complaints. They needed more medicals and more information. She was working full duty at this visit. Dr. Dwyer diagnosed right shoulder pain and biceps tendinitis. He also noted her ongoing signs and symptoms are consistent with impingement syndrome and biceps tenosynovitis of the right shoulder. He recommended a subacromial and biceps tendon sheath injection followed by continuation of a home exercise program. Other than this, he did not believe the knee required further diagnostic testing or therapeutic intervention. (I believe this is likely a misuse of word there). Dr. Dwyer did ascertain a history of prior work-related injury to her right shoulder in the early 2000s. A vent had fallen onto her shoulder resulting in right shoulder pain. She was treated with physical therapy and an injection, but did not have any imaging. She acknowledged that she did have on again off again issues, which are activity related in nature since this incident. She had also injured her lower back in a 2006 motor vehicle accident for which she was seen by Dr. Glass. She denied an injury to her cervical spine or right shoulder as a result of this incident. A corticosteroid injection was administered to the shoulder on 03/23/22. On 04/20/22, Ms. Sanchez reported 50% relief from the injection. He noted range of motion and strength in all planes of motion are markedly improved over her preinjection level. She could continue to work full duty and continue with her vigorous home exercise program. He then discharged her from care.
Prior records show Ms. Sanchez was seen by Nurse Bonilla on 12/04/14 for a rash over her body. She also related having problems at work with the new management and she has been having anxiety around the work issues. The stress at work started on Monday and was associated with heart palpitations, nausea, and dizziness. She was diagnosed with anxiety. The patient felt the anxiety attacks were related to work and requested time off from work to mentally and physically heal. She was going to apply for FMLA to cover her leave. Laboratory studies were ordered and she was to return in two weeks. On 12/18/14, she interestingly stated her boyfriend had rotator cuff surgery recently and because she is a shop steward, she had been… She was here to get her back-to-work clearance. Presumably, the… references to her being out of work. Ms. Sanchez continued to be seen by the providers in this medical practice frequently over the next few years for a variety of general medical problems. On 06/25/15, for example, she was requesting an extension for time off from work stating she was not ready to return to work. She just had off one week and is due to go back tomorrow. She was taking trazodone to help her sleep, but wakes in the middle of the night. She will be having help from her mother to help with the daughter, but her mother was not available for another week. The patient desires to have someone in the house while her child is home so there is always a responsible adult in the house. She is afraid her daughter was going to get into trouble without parental supervision. Ms. Sanchez was slowly recovering with the stress of the last week’s information on her daughter acting out. Accordingly, Ms. Sanchez has a documented history of attempting to acquire secondary gain dating back many years before the subject event. On 08/26/19, she was rendered a diagnosis of allergic rhinitis and conjunctivitis.

She did have a lumbar MRI on 06/07/16, to be INSERTED. On 11/20/19, she was seen neurosurgically by Dr. Glass after being injured in a motor vehicle collision on 04/16/19. She had been getting spinal chiropractic therapy through Dr. Pagliarini twice per week. Regarding the cervical region, she denies symptoms of a similar nature prior to the time of this accident. However, regarding the lumbar spine she had a preexisting history of low back pain worsened following this accident. After evaluation, Dr. Glass diagnosed cervicalgia and low back pain with an L3-L4 left herniation. The latter was based on a lumbar MRI of 06/07/19. Cervical MRI that date showed no focal cervical disc herniation. Ms. Sanchez preferred to continue chiropractic therapy with modification of physical activities to tolerance. She did return on 01/28/20, reporting right paramedian cervicalgia with right shoulder extension with numbness and paresthesias in the right upper extremity and bilateral mid lumbar back pain non-radicular in nature. She was continuing home exercise and modifying her physical activities. The right shoulder symptoms represent preexisting issues in this area before the subject event. She again preferred to continue expectant management and home exercise program. She was counseled regarding the MRI findings and potential for future lumbar operative intervention.
PHYSICAL EXAMINATION
UPPER EXTREMITIES: Inspection of the upper extremities revealed no bony or soft tissue abnormalities. There were no scars, swelling, atrophy or effusions. Skin was normal in color, turgor, and temperature. Active right shoulder motion was full in all spheres without crepitus, but flexion elicited tenderness. Motion of the left shoulder, both 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: Neer maneuver on the right shoulder elicited a pulling sensation, but no pain. She also had equivocally positive responses to O’Brien’s and Apley’s scratch test on the right which were negative on the left. Yergason, Hawkins, apprehension, empty can, drop arm, crossed arm adduction, and Speed's tests were negative bilaterally for impingement, rotator cuff tear, dislocation, tendinopathy, or instability at the shoulders.

CERVICAL SPINE: Normal macro
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. Inspection of the lumbosacral spine revealed normal posture and lordotic curve with no apparent scars. Range of motion was accomplished fully on an active basis in flexion, extension, sidebending, and rotation bilaterally. 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.

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.

Jessica Sanchez alleges to have injured her right shoulder and neck on 08/04/20 when reaching during the cleaning of a room. It does not appear to this evaluator that she actually had begun the physically strenuous work of this task. She was seen at the Onsite Clinic and initiated on conservative care. She had a right shoulder MRI on 09/29/20 to be INSERTED. She participated in physical therapy. She was told on more than one occasion that her ongoing symptoms were unrelated to the work event. She did demonstrate inappropriate illness behavior on several occasions.

Despite her denials, currently she did have cervical spine and right shoulder symptoms as recently as January 2020 after a motor vehicle accident. She was under the care of Dr. Glass relative to those symptoms. Another provider also ascertained a history of prior right shoulder injury in the early 2000s. Even while being treated for personal medical conditions through her primary care physician, Ms. Sanchez repeatedly demonstrated inappropriate illness behavior and attempts at attaining secondary gain by extended absences. Relative to the event in question, she ultimately was discharged from the care of Dr. Dwyer.

The current exam found full range of motion of the right shoulder. Provocative maneuvers were not clinically meaningful. She did not have any weakness, atrophy or sensory deficits. She had full range of motion of the cervical spine where Spurling’s maneuver was negative for radiculopathy.

There is 0% permanent partial total disability referable to the right shoulder or cervical spine. Any soft tissue injuries Ms. Sanchez may have sustained on that occasion have clearly resolved from an objective orthopedic perspective. The Petitioner’s ongoing subjective complaints are disproportionate to the objective findings and mechanism of injury in this matter.
