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Dictation Time Length: 32:18
January 2, 2023
RE:
Dawn Law

History of Accident/Illness and Treatment: Dawn Law is a 48-year-old woman who reports she was injured at work on two occasions. On 10/30/20, she claims to have injured her left shoulder. She did reveal she injured the same shoulder in 2008 while at work. She was diagnosed with a sprain and strain and biceps tendonitis, but declined surgery. She also admits to a motor vehicle accident resulting in a left lumbar disc herniation.

On 07/30/21, she was lifting a patient and felt pain in her lower back. She did not go to the emergency room afterwards. She had further evaluation leading to a diagnosis of a lumbar strain. This was treated with a facet joint injection with significant relief. She completed her course of active treatment on 08/10/20. Ms. Law revealed being involved in a 1994 motor vehicle accident resulting in an injured lumbar disc. She also had neck pain. She had occasional symptoms after physical therapy for this accident. She denies any subsequent injuries to the involved areas.

Relative to her first Claim Petition, Ms. Law alleges on 10/30/20, she was lifting a patient and injured her left shoulder. Her second Claim Petition alleges she was lifting a patient on 07/02/21 and injured her lower back.

Treatment records show she was seen on 10/26/20 by Dr. Zucconi for COVID straining. She was diagnosed with acute COVID-19 infection. Her earliest return-to-work date would be likely Monday 11/02/20 following 10 days since symptom onset. On 10/30/20, she saw Dr. Zucconi again who cleared her to return to work as of 11/02/20. On 11/19/20, she was seen orthopedically by Dr. Dwyer relative to her left shoulder. She stated she was lifting a patient on a stretcher and felt pain in the left shoulder down to her elbow. Within the same week, she was diagnosed with COVID and had to quarantine for 14 days, so did not receive any shoulder treatment. She gave a history of a prior left shoulder injury in 2008 while working for Deptford Township EMS as an EMT where she was employed for 20 years. At that time, she was lifting a patient on a stretcher when she injured her shoulder. She was seen by Dr. Rosen who gave her cortisone injections for biceps tendonitis. Dr. Rosen had recommended surgery for the biceps tendon, but she declined it. She states she had two other opinions with orthopedic surgeons and they stated this surgery was not completely necessary. He also ascertained a history of a motor vehicle accident in 1994 resulting in injuries to her lumbar spine and cervical spine. She had also undergone left hip labrum repair. Dr. Dwyer evaluated her and she had x‑rays. Clinical exam was consistent with a SLAP lesion. She may also have a small partial articular surface supraspinatus rotator cuff tear as well. X-rays of the left shoulder were normal. He recommended an MR arthrogram of the left shoulder. She followed up with Dr. Dwyer on 12/17/20. He noted the arthrogram was a negative study and she did not have a SLAP tear. He recommended nonoperative measures. He injected the biceps sheath under aseptic technique with Xylocaine and Depo-Medrol. She could continue full duty at that time. He monitored her progress such as on 01/20/21. At that juncture, he discharged her from care, allowing her to continue working full duty. She then complained of elbow pain both medially and laterally. She stated this was authorized under Workers’ Compensation. He recommended further treatment under the purview of her private insurance unless he hears from the carrier otherwise. On 02/17/21, he evaluated her regarding the elbow and simply diagnosed elbow pain. He could not relate these to the index injury in question. She still has pain over the biceps with a positive Speed’s and Yergason’s maneuvers, but the remainder of the exam was negative. He recommended observation and recheck in two months. She did see Dr. Dwyer again on 04/19/21. Another corticosteroid injection was administered to the left biceps tendon sheath. On 05/27/21, she had mildly positive biceps provocative testing. Strength was excellent and range of motion was full in all planes. She had recently been started on Medrol Dosepak for a presumptive diagnosis of Crohn’s disease. He expressed this should help her biceps. He simply recommended observation for the shoulder.

However, Ms. Law saw Dr. Dwyer on 08/04/21 complaining of not only left shoulder pain that was feeling pretty good. She is working light duty due to a back injury. He found full range of motion of the left shoulder with the exception of a slight restriction in internal rotation. All biceps provocative testing was negative. He discharged her from care relative to the left shoulder.

On 12/16/20, she had left shoulder MRI arthrogram to be INSERTED here.
On 01/27/21, she was seen by Dr. Morel and was diagnosed with chronic left-sided thoracic back pain. Mobic was prescribed. Dr. Morel advised her to schedule follow-up with her primary care physician for further management. She had thoracic back pain/posterior chest pain that has lingered after COVID infection four months ago. Chest x-ray was negative by preliminary reading. There were mild degenerative thoracic spine changes per radiology. She admitted to a history of spinal changes status post motor vehicle accident years ago. They discussed nonpharmacologic interventions for pain. She was to follow up with her PCP if not improving. Dr. Morel noted “no trauma or injury triggering back pain.” This was before the event of 07/02/21. The chest x-ray on 01/27/21 showed no active disease, but did show degenerative changes of the thoracic spine. She did undergo an ultrasound and a CAT scan of the abdomen and pelvis on 05/10/21 unrelated to the subject event.
Ms. Law was seen on 07/03/21 at Inspira Health Network Urgent Care complaining of constant back pain with central lower back and left hip pain since 07/02/21. She reported it was a result of an injury work-related and that she had a similar problem in the past. She was examined and diagnosed with a lumbar sprain. She was placed on activity modifications and begun on a tapering dose of steroid. On 07/10/21, she had some spasm and some inflammation. Medication adjustments were made and she was to begin gentle stretching. On 07/15/21, she was seen by psychiatrist Dr. Hu. She stated she was working as a paramedic on 07/02/21 and was lifting a person on a stretcher. She felt an acute pain in her lower back and felt a pop in her lumbar spine region. Her pain was tolerable and she was able to complete her shift. She then treated on her own, but awoke with severe axial low back pain radiating into the left groin, anterior thigh, and anterior leg. She then went to urgent care where no diagnostic testing was performed. She was given a 10-day course of steroids and Flexeril for pain control. She followed up on 07/14/21 with some improvement. She revealed to Dr. Hu she had a history of an L4-L5 herniated disc secondary to a motor vehicle accident in 1994. She describes this as a head-on collision. She also notes a possible cervical fracture. She underwent a course of formal physical therapy and did not note any significant long-lasting back pain from her accident. She does note also axial low back pain and evaluation at the Rothman Institute in 2020. This was axial low back which she noted as a morning time stiffness. She underwent x-rays that demonstrated degenerative disc disease. She reported a work injury on 07/02/21. After evaluation, Dr. Hu diagnosed lumbago with sciatica as well as acute back pain for which he recommended an MRI and possible EMG in two to three weeks. She did undergo a lumbar MRI on 07/19/21, to be INSERTED here. She followed up on 07/21/21 to review these results. Dr. Hu then recommended formal physical therapy, pain medication adjustment, and possible spinal injection evaluation. She saw him again on 08/02/21 along with an EMG. EMG did not demonstrate any findings of radiculopathy, plexopathy or peripheral neuropathy in either lower extremity. Her subjective pain complaints are significant, without significant objective acute findings at this point. She was going to continue with pain specialist Dr. Kwon and undergo evaluation with spine surgeon Dr. Kirshner.

Ms. Law did see Dr. Kwon on 07/29/21 and noted her course of treatment and past medical history. His assessment was low back pain associated with a spinal disorder other than radiculopathy or spinal stenosis; lumbar spondylosis. He placed her on a second dose of oral steroids while awaiting the results of the EMG/NCV. She saw Dr. Kwon again on 08/09/21 when he recommended surgical evaluation by Dr. Kirshner although no surgical lesions were noted. He recommended additional therapy and injections. However, due to the EMG/NCV, he did not believe the patient is a candidate to undergo lumbar epidural steroid injections. He gave another diagnosis of left-sided sacroiliac joint dysfunction for which a corticosteroid injection was suggested. She saw Dr. Kwon again on 08/09/21. He reviewed her physical therapy notes and again expressed to her that there appeared to be a lot of confusion surrounding her various statements about her pain levels. He asked her about her pain level on 08/06/21. The patient agreed following steroids, she was having very little pain and had improved sleep. He then read the quotations from the physical therapy notes on 08/09/21 that indicated she was having “a bit of pain today, but I want to try lifting a bit so that I can tell if I can go back to work.” The patient stated this is not what she said. She indicated that she was not having pain, but then indicated that she was having pain, mentioning her lower back pain. Ongoing care with Dr. Kwon was rendered on 08/12/21. She had increased pain on the Wednesday following the procedure, but currently had a pain level of 1/10. She had completed her lumbar facet injections on the left side. He cleared her to return to work full duty from a pain management perspective. However, he believed she had orthopedic restrictions and should follow those until released. Ms. Law had a final visit with Dr. Kwon on 09/02/21 by which time she had an FCE. Her pain level was 0/10, having been pain free since the injection. She related being back to her pre-injury baseline stiffness in the lumbar spine. He referenced the FCE and referred her to Dr. Kirshner as to whether she should remain on permanent medium-duty or return to her full-duty status as an EMT. From interventional pain management perspective, she was at maximum medical improvement for her current injury.

Ms. Law was seen by Dr. Kirshner on 08/03/21. He ascertained a further history of a 1994 motor vehicle accident, back pain in 2000 for which she saw her primary care physician, and injury two years ago. She moved her home and had some back pain. She had x-rays done at Rothman and continued to have pain on waking up in the morning. This was mostly stiffness, but improved as she went on with her day. She also had a previous history of neck pain from that 1994 motor vehicle accident. She did have physical therapy for her neck. Dr. Kirshner diagnosed lumbago and referred her for physical therapy. He recommended consideration for an L5-S1 epidural steroid injection versus lumbar facet injection with pain management after she has completed at least 12 sessions of physical therapy. He noted the concurrent treatment she was receiving from Dr. Kwon. On 09/07/21, he noted the FCE results stating she gave maximum effort with strength and force protocols and with dynamic movement protocols. She demonstrated the ability for medium physical demand category work with occasional working and lifting up to 50 pounds. At that juncture, he deemed she had reached maximum medical improvement as of 09/07/21. She was going to remain on permanent restrictions as per the functional capacity evaluation. On 08/10/21, she did undergo lumbar facet injections by Dr. Kwon.

On 08/26/21, Ms. Law did participate in a functional capacity evaluation. She did perform it with maximum effort and was deemed capable of working in the medium physical demand category.

Prior records show she was seen by Patient First on 03/22/16 with cough and congestion. She was seen by Patient First again on 09/11/17 with left knee pain. She hurt her hip several months ago and a month or so later started to have slight discomfort in the knee. There was no definite trauma. He performed x-rays that showed trace joint effusion, but no fracture. He diagnosed with a knee sprain and referred her for orthopedic consultation. She did have an MRI arthrogram of the pelvis and left hip on 03/24/17, to be INSERTED.
Ms. Law was seen by Dr. Salvo for left hip pain on 12/05/17. This had been present for 11 months with insidious onset and no injuries. She had a hip injection in April which helped her for a couple of months. She went to physical therapy that actually made her symptoms worse. X-rays of the hip were consistent with pincer impingement and a positive crossover sign and ischial spine sign. There was mild increased alpha angle consistent with mild cam impingement. He read the MRI which was positive for a labral tear. He discussed treatment options and they agreed to pursue surgical intervention. On 01/25/18, she returned for her first postoperative visit from left hip arthroscopy, labral debridement, chondroplasty, and capsular closure done on 01/15/18. She was followed closely postoperatively and on 04/12/18 was given another diagnosis of left knee chondromalacia of the patella. Continued physical therapy was recommended. On 05/31/18, she received a cortisone injection. On 10/06/20, she was seen by Dr. Molter at Rothman Orthopedics for low back pain. She had a history of lower back pain initially in 1994 after a motor vehicle accident. She did well with it up until about a year ago when she noted her pain again after moving into a new home. This had persisted. He performed x-rays that demonstrated degenerative changes at L4-L5 and L5-S1 most notably at the lower level. There was no instability seen on flexion views. He diagnosed exacerbation of lumbar degenerative disc disease for which he recommended physical therapy. On 01/15/18, she did undergo left hip arthroscopy by Dr. Salvo, to be INSERTED here.
On 03/13/18, she was seen by Dr. Lazar for an abnormal mammogram that is unrelated to the involved body parts for the subject event so will not be described here. However, on 05/15/19 when seen at Inspira Urgent Care, she had chronic lumbar pain, herniated lumbar intervertebral disc, irritable bowel syndrome, and was a tobacco user. She was on several medications. On 05/15/19, she was diagnosed with positive strep test and was prescribed antibiotics. She had cardiovascular evaluation on 10/02/19 by Dr. Vergari for palpitations. On 08/21/20, she was seen by Dr. Abrams who is a gastroenterologist. The cause of her abdominal pain was not clear despite EMG and CAT scan. He made medication adjustments and followed her through 10/01/20, only a few weeks before the first subject event of 10/30/20. This visit took place via telephone consultation. She was feeling a lot better since being on Reglan. She did not offer any orthopedic complaints.

PHYSICAL EXAMINATION

GENERAL APPEARANCE: She expressed when she is tender, it is in the anterior axillary area of her left shoulder. However, this was not tender to palpation.
UPPER EXTREMITIES: Normal macro
SHOULDERS: 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 was healed portal scarring about the left hip, but no 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: Normal macro
THORACIC SPINE: Normal macro
LUMBOSACRAL SPINE: Normal macro
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.

Dawn Law alleges to have injured her left shoulder at work on 10/30/20 and her low back at work on 07/02/21. These were superimposed upon prior injuries to the same body areas. She had previously accepted injections and physical therapy from Dr. Rosen in 2008 for her shoulder. She also had been diagnosed with lumbar herniated disc. She had a series of injuries involving her lower back. After the subject event, she had additional diagnostic testing that failed to identify any acute abnormalities. She did participate in an FCE that found she was capable of working in the medium physical demand category. She states that she has been working for the insured as a dispatcher since her functional capacity evaluation. However, she has a second position as a paramedic for Inspira. She states she underwent a second FCE and was placed on full duty in October 2021. The current clinical exam is unrevealing.

There is 0% permanent partial total disability at the left shoulder with respect to the incident of 11/19/20. There is also 0% permanent partial total disability referable to the lower back for the second injury of 07/02/21. Her underlying lumbar degenerative disc disease was not caused, permanently aggravated or accelerated to a material degree by the event in question.
