STATE OF ILLINOIS )
) SS:
COUNTY OF DUPAGE )

BEFORE THE ILLINOIS WORKERS’ COMPENSATION COMMISSION

JACLYN WELLMAN,

Petitioner,

VS. NO: 13 WC 13675
IWCC: 21ITWCC0402

CASE: GLENWOOD ACADEMY,

Respondent.

ORDER OF RECALL UNDER SECTION 19(f)

A Petition under Section 19(f) of the Illinois Workers’ Compensation Act to Correct
Clerical Error in the Decision and Opinion on Review dated August 9, 2021 has been filed by
Respondent herein. Upon consideration of said Petition, the Commission is of the opinion that it
should be granted.

IT IS THEREFORE ORDERED BY THE COMMISSION that the Decision and Opinion
on Review dated August 9, 2021, is hereby vacated and recalled pursuant to Section 19(f) for
clerical error contained therein.

IT IS FURTHER ORDERED BY THE COMMISSION that a Corrected Decision and
Opinion on Review shall be issued simultaneously with this Order.

SEPTEMBER 7, 2021

DJB/mck 1s/_Deborat V). Baker
43 Deborah J. Baker




13 WC 13675

Page 1
STATE OF ILLINOIS ) |:| Affirm and adopt (no changes) |:| Injured Workers’ Benefit Fund (§4(d))
) SS. |:| Affirm with changes |:| Rate Adjustment Fund (§8(g))
COUNTY OF DUPAGE ) |:| Reverse |:| Second Injury Fund (§8(e)18)
[ ] PTD/Fatal denied
|X| Modify Causal Connection, |X| None of the above
Medical, TTD, PPD
BEFORE THE ILLINOIS WORKERS’ COMPENSATION COMMISSION
JACLYN WELLMAN,
Petitioner,
VS. NO: 13 WC 13675

IWCC: 21ITWCC0402

CASE: GLENWOOD ACADEMY,

Respondent.

CORRECTED DECISION AND OPINION ON REVIEW

Timely Petition for Review having been filed by Petitioner herein and notice given to all
parties, the Commission, after considering the issues of whether: the date of accident is correct,
the benefit rates are correct, the wage calculations are correct, Petitioner’s current condition of ill-
being is causally connected to the accident, Petitioner is entitled to medical expenses both
previously incurred and prospective, Petitioner’s previously incurred medical treatment was
reasonable and necessary, Petitioner is entitled to temporary disability benefits, Petitioner is
entitled to permanent disability benefits, and “clerical errors,” and being advised of the facts and
law, modifies the Decision of the Arbitrator as set forth below and otherwise affirms and adopts
the Decision of the Arbitrator, which is attached hereto and made a part hereof.

I. HISTORY & SUMMARY

Petitioner filed two claims alleging injuries while employed by Respondent: 13 WC 13675
(acute trauma on October 23, 2012); and 13 WC 13676 (acute trauma on March 19, 2013). Both
matters were consolidated for hearing. At the hearing, the parties stipulated that both accidents
arose out of and in the course of her employment with Respondent. The Arbitrator thereafter issued
two separate decisions.
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In case no. 13 WC 13675, the Arbitrator found Petitioner’s perforated right eardrum and
neck pain were causally related to the undisputed October 23, 2012 accident where a student
punched Petitioner. The Arbitrator found further that Petitioner failed to prove she sustained a
concussion, post-concussion syndrome, PTSD, TMJ, tinnitus, occipital neuralgia, anxiety, and
migraines as a result of the October 23, 2012 accident. The Arbitrator found Respondent had paid
all associated medical bills and thus awarded no medical benefits. The parties stipulated that
temporary total disability (“TTD”) benefits were not at issue in this case. The Arbitrator found
Petitioner’s injuries caused a 10% loss of the person-as-a-whole pursuant to section 8(d)(2) of the
Act.

In case no. 13 WC 13676, the Arbitrator found Petitioner failed to prove she sustained a
concussion, post-concussion syndrome, PTSD, TMJ, tinnitus, occipital neuralgia, anxiety, and
migraines that were causally related to the undisputed March 19, 2013 accident where a student
pushed and hit Petitioner for a second time. The Arbitrator found Petitioner’s unspecified condition
had resolved as of August 19, 2013 based on Dr. Landre’s section 12 examination opinions and
awarded medical and TTD benefits through August 19, 2013. The Arbitrator further found
Petitioner’s injuries caused a 7.5% loss of the person-as-a-whole pursuant to section 8(d)(2) of the
Act. The Arbitrator noted the parties stipulated Respondent was entitled to a credit for TTD
benefits and an advance in PPD benefits totaling $14,507.77.

Petitioner filed a Petition For Review of both Decisions of the Arbitrator. On review,
Petitioner argues: (1) the conditions of post-concussion syndrome, PTSD, and insomnia due to
PTSD are causally related to one or both undisputed accidents; (2) Petitioner is owed additional
temporary total disability benefits; and (3) the permanent disability awards in both cases are
inadequate. Respondent did not file a Petition For Review of either case and did not challenge the
Arbitrator’s Decisions. Specifically, in case no. 13WC13675, Respondent did not challenge the
Arbitrator’s finding that “Petitioner has proven by the preponderance of the evidence, that her
perforated right eardrum and neck pain was causally related to the October 23, 2012 accident,”
and did not challenge the award of 10% loss of the person-as-a-whole.

The Commission agrees with the Arbitrator, in part, and finds Petitioner failed to prove
that the TMJ, tinnitus, and occipital neuralgia conditions were caused by either the undisputed
October 23, 2012 or the March 19, 2013 accidents. However, the Commission disagrees with the
Arbitrator, in part, and finds Petitioner proved by a preponderance of the evidence that: (1) the
undisputed accidents caused Petitioner to suffer concussions and post-concussion syndrome,
which resolved by July 18, 2013; (2) the undisputed accidents aggravated Petitioner’s migraines
and resolved by July 18, 2013; (3) the undisputed accidents caused Petitioner to suffer PTSD,
which resolved by September 20, 2016; and (4) the undisputed accidents aggravated and
exacerbated Petitioner’s anxiety and depression, which resolved by September 20, 2016.

II. ADDITIONAL FINDINGS OF FACT

In September 2007, Petitioner began working as a health assistant for Respondent,
Cooperative Association for Special Education (“CASE”)/Glenwood Academy. T. 10. Petitioner
explained Glenwood Academy includes kindergarten through 12th grade, and all the students have
a mental disability, physical disability, or behavioral problem. T. 13. Petitioner’s job was to
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provide for the health needs of the students: she administered medication as needed; prepared
health files for Individualized Education Plan meetings; and participated in daily or weekly
meetings with each student and his/her social worker, psychologist, and physician. T. 11. She
would accompany the students on certain field trips if medication issues made it necessary. T. 12.
Petitioner is trained in Crisis Prevention and Intervention, and she assisted students who had
trouble performing certain activities. T. 12. She was also a paraprofessional for the school, so she
assisted students during physical education and helped in classrooms that were short-staffed. T.
12.

On August 23, 2010, Petitioner presented to her family physician, Dr. Sapan Patel at
DuPage Medical Group’s Wheaton Medical Clinic. Petitioner reported numbness and tingling in
her left side face and arm for approximately three years. Petitioner also reported having severe
headaches on the left side with blurry vision, anxiety when her migraines progressed, and fatigue.
Dr. Patel diagnosed Petitioner with numbness and tingling, chronic left-sided headaches, and
fatigue and recommended that Petitioner undergo an MRI of the brain to rule out a mass or other
structural abnormality. Dr. Patel referred Petitioner to neurology for possible complex migraines.
On August 30, 2010, Petitioner underwent an MRI of the brain which was within normal limits.
Pet.’s Ex. 1; Pet.’s Ex. 12.

On April 16, 2012, Petitioner returned to Dr. Patel and reported that her migraines were
getting worse over the last couple of months and she experienced facial numbness, blurry vision,
tingling and sensory changes when she had severe migraines. Petitioner also reported a deep pain
in the head that she had not experienced before. Dr. Patel noted that she had no focal abnormalities
on a comprehensive neuro exam and diagnosed Petitioner with chronic migraines. Dr. Patel
recommended Petitioner undergo a CT of the brain and blood work, and adjusted Petitioner’s
medication, opining that one medication may have been contributing to Petitioner’s “rebound
symptoms.” Petitioner underwent the CT scan of the brain that same day, which was unremarkable.
Pet.’s Ex. 12.

The October 23. 2012 Undisputed Accident

The parties stipulated that Petitioner sustained an accidental injury arising out of and
occurring in the course of her employment on October 23, 2012. Arb.’s Ex. 1. Petitioner testified
she was exiting a classroom in the elementary wing, having just administered medication to a
student, when she encountered a classroom aide and another student in the hallway; the student
was yelling that he had been punched by a fellow student, and the aide was walking him to
Petitioner’s office to get an ice pack. T. 14. Petitioner explained the protocol is that students in any
kind of crisis are supposed to have three staff members with them, but the classroom aide left
Petitioner alone with the student and “when I was asking him how did this happen, how he was
hurt, he was yelling and swearing and then he started punching me.” T. 14. Petitioner explained
the student struck her with a fist using both hands. Petitioner also testified that the student punched
her on the bridge of her nose, in the mouth, in the right ear, and jaw. Petitioner testified that she
could not hear immediately after the student punched her in the ear. Petitioner testified further that
she hit hear head on the wall and blacked out after being punched. T. 15. Petitioner testified the
student was a first grader; he weighed 50 or 60 pounds and his height was below Petitioner’s
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shoulder level. T. 15-16. Petitioner is 5’1" and she weighed approximately 110 pounds at that time.
T. 16. Petitioner testified that she reported the incident. T. 16.

Petitioner sought medical care that day at DuPage Medical Group’s Wheaton Medical
Clinic where she was evaluated by Dr. Patel who had treated Petitioner previously. Pet.’s Ex. 12.
Dr. Patel memorialized that Petitioner reported being punched in the face by a student, with blows
landing on her forehead, nose, and right ear, and complained of ear pain and decreased hearing on
the right side. Pet.’s Ex. 12. The doctor noted Petitioner denied vision changes and loss of
consciousness. Pet.’s Ex. 12. Dr. Patel’s physical examination revealed no large contusions to the
head and facial bones stable to palpation, however the right tympanic membrane had a central
perforation. Pet.’s Ex. 12. Diagnosing a traumatic right ear perforation, Dr. Patel prescribed Cipro
ear drops and referred Petitioner for evaluation by an ear, nose, and throat specialist. Pet.’s Ex. 12.
At trial, Petitioner testified she continued working after the injury. T. 29.

On October 24, 2012, Petitioner was evaluated by Dr. Andrew Celmer, an otolaryngologist.
Pet.’s Ex. 3. Dr. Celmer noted Petitioner had been referred by Dr. Patel for right tympanic
membrane perforation. Pet.’s Ex. 3. Petitioner provided a consistent history of the altercation the
day before followed by sudden ear pain and hearing loss; Petitioner also indicated she was struck
in the nose and complained her nose was sore, but her breathing was unaffected. Pet.’s Ex. 3.
Following an examination, Dr. Celmer diagnosed traumatic right ear perforation with conductive
hearing loss as well as nasal trauma without evidence of fracture. Pet.’s Ex. 3. Dr. Celmer
attempted a paper patch myringoplasty, but Petitioner could not tolerate the procedure so the doctor
instead recommended dry ear precautions with the hope the tympanic membrane would heal on its
own. Pet.’s Ex. 3.

That same day, Petitioner completed an Employee Report of Injury. Pet.’s Ex. 1. Therein,
Petitioner memorialized that she was attempting to calm a student when he “punched me in the
forehead, nose, and [right] temporal area/ear.” Pet.’s Ex. 1. A witness statement prepared by
Denise Polick reflects Petitioner was struck repeatedly in the nose and the ear area. Pet.’s Ex. 1.

On November 16, 2012, the incident was reported to the Glendale Heights Police
Department. The report reflects Petitioner was punched three times in the nose and three times in
the temporal/ear area. Pet.’s Ex. 1. The responding officer memorialized Petitioner wanted to
document the incident but did not wish to pursue a complaint. Pet.’s Ex. 1.

On December 5, 2012, Petitioner was re-evaluated by Dr. Celmer, who noted dry ear
precautions had been unsuccessful: there had been no closure of the perforation and Petitioner had
persistent hearing loss and right ear pain. Concluding Petitioner likely required formal
tympanoplasty, Dr. Celmer referred Petitioner to Dr. Griffith Hsu for an otology consultation.
Pet.’s Ex. 3.

At trial, Petitioner testified that in the weeks after her accident, in addition to her ear
symptoms, she also had pain in her teeth and jaw. T. 18. Pursuant to a referral from Dr. Ismail,
Petitioner consulted with Gregory Doerfler, D.D.S., on December 14, 2012. T. 18. Dr. Doerfler
noted Petitioner complained of pain with function as well as “popping” on the right side after being
struck three times in the right side of the face; Petitioner did not lose consciousness but did slide
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to the floor, and over the next hours, her jaw stiffened up. Cone-bean CT dental imaging was
completed and was negative for significant osseous or soft-tissue abnormality, and Dr. Doerfler
indicated further imaging should be considered. Pet.’s Ex. 11.

On December 18, 2012, Petitioner was evaluated by Dr. Hsu. Upon examining Petitioner’s
tympanic membrane perforation and conducting an audiogram and tympanogram, Dr. Hsu
recommended proceeding with tympanoplasty. Pet.’s Ex. 13. On January 7, 2013, Dr. Hsu
performed a right tympanoplasty and right allograft reconstruction. Pet.’s Ex. 13. Post-operatively,
Petitioner attended routine follow-up appointments with Dr. Hsu.

On February 11, 2013, Petitioner was evaluated pursuant to §12 by Dr. Sam Marzo. T. 28-
29. Petitioner gave a history of being hit in the head with a fist multiple times in October 2012.
She was thereafter diagnosed with a perforated tympanic membrane and underwent a
tympanoplasty in January. She advised she was recently seen by a neurologist who diagnosed post-
concussive syndrome as well as occipital neuralgia and performed a nerve block, and Petitioner
had further been told she has TMJ. Upon examination and hearing tests, Dr. Marzo’s diagnoses
included central perforation of tympanic membrane; post-concussion syndrome; conductive
hearing loss, tympanic membrane; subjective tinnitus; otogenic pain; ear pressure; and
temporomandibular joint disorders, unspecified. Dr. Marzo noted Petitioner’s right ear appeared
to be healing nicely and recommended she undergo an audiogram as soon as it healed completely.
The doctor observed Petitioner’s pain and tinnitus should improve with time. Dr. Marzo further
recommended Petitioner continue TMJ treatment as well as neurologic management of her post-
concussive syndrome. Pet.’s Ex. 16.

At the March 7, 2013 follow-up with Dr. Hsu, Petitioner indicated she continued to
experience muffled hearing. On examination, Dr. Hsu observed Petitioner’s tympanic membrane
was intact; an audiogram revealed Petitioner’s right conductive hearing loss had resolved. Dr. Hsu
released Petitioner from care. Pet.’s Ex. 13.

That same day, March 7, 2013, Dr. Karen Levine performed a neurological evaluation of
Petitioner at Respondent’s request. The record reflects Dr. Levine opined Petitioner’s pre-existing
migraines could have been aggravated by the work injury, and the doctor recommended further
workup with an MRI; Dr. Levine’s diagnosis was mild post-concussion syndrome. Resp.’s Ex. 4.

The March 19, 2013 Undisputed Accident

The parties stipulated that Petitioner sustained a second accidental injury arising out of and
occurring in the course of her employment on March 19, 2013. Arb.’s Ex. 2. Petitioner testified
she was attacked while in an elementary classroom to administer medication:

And I went to one student to give him his medication; and I bent down to give it to
him and another thought that it was his turn for medication and it was not, so he got
angry and was yelling and swearing at me and he ran out of the classroom. So the
classroom assistant ran out after him and I could not leave the room with the other
students in it, they can’t be alone. So I finished what I was doing with the other
students and their medication, and the student that ran out of the room came back in
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the room running and swearing at me. And my back was to the area he was coming
from. He punched me in the middle of my back, jumped on my back, started
punching me in the neck and in my head, the back of my head. And I tried to get
him off me and he kept punching me, and I hit the wall in the front and blacked out
and had to have somebody walk me to my office. I couldn’t walk straight. T. 21-22.

The student was eight years old and weighed 60 or 70 pounds; he punched Petitioner with both
fists. T. 22. Petitioner explained her forehead and face hit the wall before she blacked out. T. 22.

Petitioner sought treatment that day at the Central DuPage Hospital emergency room where
she was seen by Kerri Manning, PA-C, and Joseph Boyle, D.O. The records reflect Petitioner
presented with a chief complaint of concussion and provided the following history:

The patient is a 35-year-old female who comes in today after an injury at work. The
patient in October was punched by a student at an alternative school, where she
works at and sustained a pretty significant concussion with a ruptured tympanic
membrane. She supposedly suffers from postconcussive syndrome and has been
under the care of Dr. Cheng of neurology. She continues to have headaches and
some occipital neuralgia. The patient has been back at work and today was hit from
behind by a student and punched in the occiput. Has worsening head pain and
dizziness as well as nausea at this time. There is no loss of consciousness, no
numbness, tingling, or weakness anywhere. The patient took Fioricet with no relief
of her pain. Pet.’s Ex. 15.

Examination findings included normocephalic and atraumatic head; pupils equal, round, and
reactive to light; and Petitioner was alert and oriented to person, place, and time with normal mood
and affect. After diagnostic workup, Dr. Boyle’s impression was as follows:

Pt with neg. CT. Pt with new concussion. Unfortunately, the pt. Has [sic] post-
concussive syndrome from a head injury a few months ago. Pt seems to be suffering
from PTSD from first concussion. Pt met with social worker who assisted with f/u
for this pt. Pt given new neurologist as well. Pet.’s Ex. 15.

Petitioner was authorized off work for the remainder of the week and discharged with instructions
to follow-up with her primary care physician. Pet.’s Ex. 15. Petitioner testified she has not worked
since the March 19, 2013 accident. T. 30.

The next day, March 20, 2013, Petitioner completed an Employee’s Report of Injury.
Petitioner memorialized that a student ran into the classroom “and pushed me in the back and hit
the back of my head, my head whipped back,” and identified injuries to her head, neck, back, and
another concussion. Pet.’s Ex. 1.

Petitioner testified that while she was under the care of Dr. Cheng, she underwent some
injections. Ultimately, however, Dr. Cheng referred her to Marianjoy for further evaluation and
treatment with a brain injury specialist. T. 24.
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On April 11, 2013, Petitioner consulted with Dr. Sachin Mehta at Marianjoy Medical
Group. The records reflect Petitioner’s chief complaint was post-concussion neuro behavioral
deficit, neuro cognitive deficit, impaired balance, visual spatial, headache, and insomnia. The two
work injuries were detailed in the history of illness and Petitioner’s current symptoms were as
follows:

She [complains of] TROUBLE WITH “FLIPPING LETTERS, NUMBERS,
DIRECTIONS”, CALCULATING DIFFICULTIES. HER HUSBAND NOTED
THAT SHE WROTE “NAVERPILE INSTEAD OF NAPERVILLE.” SHE
STATES SHE IS MORE IRRITABLE, LESS TOLERANT OF HER KIDS [sic]
ACTIONS. SHE [CONTINUES TO COMPLAIN OF] CONSTANT
[HEADACHES] AND [BILATERAL] EYE TWITCHING. SHE RECEIVED AN
[RIGHT] OCCIPITAL NERVE BLOCK BY DR. CHANG [sic] WHICH
IMPROVED THE [RIGHT] EYE TWITCHING BUT ONLY HELPED
[HEADACHE] FOR 3-4 DAYS.

HER MOOD IS DOWN. SHE FEELS NERVOUS AND ANXIOUS. SHE
STATES SHE HAS BEEN TOLD SHE HAS PTSD. SHE [COMPLAINS OF]
FEELING FATIGUED MOST OF THE DAY AS WELL AS JITTERY.
APPETITE IS POOR AND SHE MUST FORCE HERSELF TO EAT BUT THEN
DEVELOPS NAUSEA.

SHE FEELS LOSS OF CONTROL OVER HER LIFE. IN ADDITION TO
WORKING 37 HOURS/WEEK, SHE WAS ALSO ATTENDING CLASSES 2-6
HOURS/WEEK. HER HUSBAND IS ON DISABILITY AND CANNOT WORK
OR HELP MUCH RUN THE HOUSE. SHE IS THE PRIMARY CAREGIVER
FOR HER CHILDREN. Pet.’s Ex. 8 (Emphasis in original).

The Post-Concussion Physical Exam findings included tenderness to the neck/upper back and right
occipital nerve, decreased neck range of motion, slow and guarded gait, abnormal balance, and
mild convergence deficits; cognition findings included recent and remote memory intact, lethargy,
anxiety, depression, and flat affect. Petitioner was noted to be anxious and tearful throughout the
examination. Dr. Mehta’s assessment was post-concussion syndrome, neurobehavioral
deficits/neurocognitive, impaired balance, insomnia, anxiety/depression/PTSD, and chronic post-
concussion headaches. The treatment recommendation was multifaceted. For the post-concussion
syndrome, Dr. Mehta recommended enrollment in the post-concussion day rehab program with
therapy for vestibular dysfunction, visual-spatial deficits, and neurocognitive deficits; a
neuropsychology evaluation prior to initiating therapy to assist with coping and validity
assessment; and a neuro-optometry evaluation for visual-spatial deficits. Noting Petitioner had a
pre-existing history of mild depression likely exacerbated by multiple assaults/concussions, Dr.
Mehta referred Petitioner to Dr. Jordania, a neuropsychiatrist, and to neuropsychology to address
Petitioner’s depression/anxiety. Dr. Mehta prescribed Nortriptyline, Xanax, and Melatonin for
Petitioner’s insomnia; Ritalin for her daytime fatigue; and Nortriptyline and Fioricet for headaches.
Finally, Dr. Mehta authorized Petitioner off work and directed her not to drive. Pet.’s Ex. 8.

On April 15, 2013, Petitioner presented to the Glen Oaks Hospital emergency room
complaining of an onset of left paresthesia and altered speech 20 minutes prior. Dr. Daniel
O’Reilly consulted and noted Petitioner had developed a right-sided headache followed shortly
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thereafter by numbness on the left side of her tongue and lip with some slurred speech and then
developed numbness in her left arm and her left leg. It was further noted Petitioner had a prior
history of being punched in the face with brief loss of consciousness in October as well as a second
assault in March, and she was in treatment for post-concussion syndrome, which she described as
headache which was constant since October, frequent nausea, postural dizziness, and difficulty
with her balance. Petitioner was worked up for possible stroke with a CT and MRI of the
head/brain; when the testing was negative for TIA, Petitioner was discharged with instructions to
follow-up with her neurologist and primary care physician. Pet.’s Ex. 14.

On April 22, 2013, Dr. Nina Jordania performed an initial psychiatric evaluation of
Petitioner as recommended by Dr. Mehta. The record reflects Petitioner reported headaches with
photo and phonophobia, jumpiness and nervousness, and feeling very anxious and fearful dating
back to her first concussion. Petitioner also reported poor balance, difficulty focusing, fear of being
alone with strangers, nightmares, constantly rewinding the events, hypervigilance, as well as
multiple somatic symptoms. Dr. Jordania’s assessment was anxiety due to medical condition (post-
concussive syndrome) and PTSD, insomnia due to PTSD, and post-concussive syndrome. Dr.
Jordania discussed psychoeducation strategies and adjusted Petitioner’s medications. Pet.’s Ex. 6.

In late April and early May, Respondent conducted surveillance of Petitioner. The
Commission has reviewed the video offered into evidence as Respondent’s Exhibit. 6.

On April 30, 2013, Petitioner commenced therapy through Marianjoy’s day rehab program.
Over the next several weeks, Petitioner attended approximately twice weekly occupational,
physical, and speech therapy. Pet.’s Ex. 7.

At the May 16, 2013 follow-up appointment with Dr. Mehta, Petitioner reported she was
making progress with therapy; she continued to have constant right-sided headache but was
learning strategies to manage the pain. Dr. Mehta noted the therapy staff reported Petitioner’s
headaches were slightly improved, her overall balance was better, her tolerance for eye movements
was improved, and she had improved attention and executive functioning, especially with
structured tasks with breaks. Dr. Mehta further noted Petitioner underwent a neuropsychological
evaluation with Dr. Devereux, and Petitioner indicated there were problems with computer color,
which could affect Petitioner’s performance. Dr. Mehta spoke with Dr. Devereaux, who indicated
Petitioner performed on the test as poorly as someone who has Alzheimer’s although she does not
function in her daily life as someone who does have Alzheimer’s disease. Dr. Mehta adjusted
Petitioner’s Ritalin dosing and directed Petitioner to continue with the comprehensive day rehab
program as well as follow-up with Dr. Jordania. Pet.’s Ex. 8.

Over the next weeks, Petitioner underwent further therapy at Marianjoy and also saw Dr.
Jordania, who adjusted Petitioner’s medication. Pet.’s Ex. 6.

On June 6, 2013, Petitioner presented to Dr. Hsu; the record reflects Dr. Celmer requested
the consultation to evaluate Petitioner’s complaints of balance problems, ringing in both ears, and
decreased hearing on the right. A hearing assessment was performed and revealed a slight decrease
to thresholds compared to the March 17, 2013 assessment. Dr. Hsu’s assessment was tinnitus most
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likely secondary to concussion and unspecified hearing loss. Petitioner was directed to return if
her symptoms failed to improve. Pet.’s Ex. 13.

Petitioner was discharged from speech therapy on June 13, 2013. The speech language
pathologist documented Petitioner demonstrated independent use of strategies. Pet.’s Ex. 7. The
next day, June 14, Petitioner was discharged from occupational therapy. The discharge summary
reflects Petitioner had achieved all therapy goals but had remaining impairments and limitations:

[Patient] with good progress in OT meeting all goals set at evaluation. Patient has
demonstrated a steady improvement in her ability to return to IADL and community
level tasks by implementing strategies learned in OT to reduce stimulation and
reduce exacerbation of post concussive symptoms. [Patient] demonstrates
improved ocularmotor function with only mild impairment with movements to
outer areas of the visual field only rarely. Patient is now able to turn her eyes and
head to see her full environment without increased symptoms during her sessions
in the clinic. Patient still fatigues more quickly than baseline but with good planning
she can manage this to maximize her productivity. Her area of greatest limitation is
still in navigating a large, busy area in the community for tasks that require greater
amounts of visual scanning and locating items such as during grocery shopping.
[Patient] also does still have headache pain although it is more manageable at a
4/10 or less most times. Pet.’s Ex. 7.

On June 21, 2013, Petitioner underwent a driver rehabilitation evaluation at Marianjoy.
The occupational therapist opined Petitioner demonstrated the necessary skills for independent
driving and no further sessions were indicated. Pet.’s Ex. 5, Pet.’s Ex. 7.

Petitioner was re-evaluated by Dr. Mehta on July 2, 2013. Dr. Mehta noted Petitioner
completed the day rehab program and transitioned to a home exercise program; it was further noted
Petitioner finished seeing Dr. Devereux who diagnosed Petitioner with PTSD. Dr. Mehta
concluded Petitioner was steadily improving from a concussion standpoint but continued to have
significant PTSD symptoms. Dr. Mehta recommended Petitioner continue seeing Dr. Jordania for
medical management of her PTSD and also referred her to a psychologist specializing in post-
traumatic stress counseling. Pet.’s Ex. 5, Pet’s Ex. 8.

At the July 18, 2013 follow-up appointment with Dr. Jordania, Petitioner reported
significant improvement in her headaches, but her PTSD was still very symptomatic. She described
persistent fear of children and people in public places as well as fear of being attacked. Dr. Jordania
diagnosed anxiety due to medical condition (post-concussive syndrome), PTSD, and insomnia due
to PTSD, and adjusted Petitioner’s medications. Pet.’s Ex. 6. On July 23, Dr. Jordania authored a
letter indicating Petitioner was unable to work due to post-concussion symptoms. Pet.’s Ex. 5.

Pursuant to Dr. Mehta’s referral, Petitioner sought treatment at Pathways Psychology
Services; the initial consultation with Steve Cromer, L.C.P.C., took place on July 31, 2013.
Diagnosing PTSD and concussions - beat up at work, Cromer recommended individual therapy to
address Petitioner’s PTSD and fear/anxiety. Pet.’s Ex. 5. Petitioner attended therapy sessions with
Cromer for the next several months. Pet.’s Ex. 5.
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On August 19, 2013, Dr. Nancy Landre performed a neuropsychological evaluation
pursuant to §12 at Respondent’s request. Dr. Landre’s report reflects Petitioner’s performance on
the symptom validity assessment was abnormal, indicating the cognitive test results were not valid
for interpretation as they likely portrayed her as much more impaired than she was. Dr. Landre
noted Petitioner’s level of performance on some standard cognitive indices was improbably low,
at a level typically seen in patients with severe brain injuries or advanced dementia. Dr. Landre
concluded as follows: “Available evidence, therefore, suggest that factors other than the injury
itself underlie Ms. Wellman’s continued complaints. Petitioner is capable of resuming full-time
work activity without any restrictions at this time. No further recommended treatment.” Resp.’s
Ex. 1.

A week later, on August 26, 2013, Dr. Mehta authored a note indicating Petitioner
remained under his care for post-concussive syndrome complicated by post-traumatic stress
symptoms and was unable to return to work. Pet.’s Ex. 5.

Over the next two months, Petitioner remained off work and attended counseling sessions
with Cromer and follow-up appointments with Dr. Mehta and Dr. Jordania. At the November 4,
2013 re-evaluation with Dr. Mehta, Petitioner reported continuing difficulties with headaches,
dizziness with certain movements, and anxiety; Petitioner described experiencing agoraphobia,
flashbacks, and trouble sleeping, with occasional nightmares. Petitioner advised the doctor that
she hoped to return to work but was unable to go back to her previous job, and she inquired about
other options. Dr. Mehta directed Petitioner to continue seeing Dr. Jordania and her counselor, and
ordered a vocational assessment:

We did write an order for vocational counseling to assess her current condition. She
is unable to return to her previous job. I would like her to have some idea as to other
options that she can tolerate. She has significant PTSD, which may prevent her
from returning to the previous job. She also continues to have some
neurobehavioral, neurocognitive deficits at this time. Therefore any type of return
to work, she would need a full neuropsychology battery. Pet.’s Ex. 8.

The doctor further documented he was leaving Marianjoy, and Petitioner’s care would thereafter
be overseen by Dr. Sayyad. Pet.’s Ex. 8.

On November 11, 2013, Petitioner met with Ken Skord, M.S., C.R.C., for a vocational
rehabilitation consultation. Skord documented Petitioner’s vocational history included EMT
certification, certified phlebotomist, CNA, certification to perform school vision and hearing
screenings, and licensed cosmetologist; Petitioner additionally had paramedic training and had
nearly completed an AA degree in science. Pet.’s Ex. 7. Vocational barriers were identified as
post-traumatic stress disorder, ruptured eardrum, hand tremors, migraine headaches, jaw problems,
eye problems, depression, and anxiety. Petitioner reported she wished to work again but expressed
significant fears and concerns about returning to work to her current employer or similar work.
She indicated she was contemplating applying for a part-time position as a breast-feeding
counselor assisting women who want and need training, as she has interest and previous training
in this area. Skord encouraged Petitioner to contact him if she wished to pursue formal vocational
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evaluation and counseling and provided her with a resource for finding volunteer opportunities.
Pet.’s Ex. 7.

Follow-up appointments with Dr. Jordania and counseling sessions with Cromer continued
through the end of 2013 and into 2014. On January 30, 2014, Petitioner presented for an initial
evaluation with Dr. Anjum Sayyad. Dr. Sayyad noted Petitioner’s past medical history was
significant for post-concussive syndrome with posttraumatic stress disorder, associated with
neurobehavioral deficits. Petitioner recently had her Ritalin increased and reported improvement
in her attention and concentration; however, she continued to have poor sleep, light and sound
sensitivity, hypervigilance, memory problems, and dizziness with position changes. Dr. Sayyad’s
impression was ADL mobility dysfunction with neurocognitive and neurobehavioral deficits
associated with post concussive syndrome and PTSD. The doctor recommended continued
treatment with Dr. Jordania and authorized Petitioner to remain off work. Pet.’s Ex. 4.

Over the next several months, Petitioner underwent regular counseling with Cromer and
attended routine follow-up appointments with Dr. Jordania and Dr. Sayyad. Pet.’s Ex. 5, Pet.’s Ex.
6, Pet.’s Ex. 7. In May 2014, Petitioner reported she completed two classes but did not feel that
she did well. Dr. Sayyad’s nurse practitioner, Sylvia Duraski, APN, encouraged Petitioner to take
another class, indicating speech therapy could be ordered to assist with Petitioner’s attention and
memory deficits. When Petitioner followed up on September 4, 2014, she reported she had taken
additional classes but failed both; APN Duraski directed Petitioner to continue treatment with Dr.
Jordania and counseling with Cromer, and also ordered speech therapy to help Petitioner in her
classes. Petitioner was to remain off work and neuropsychological testing was ordered to assess
whether Petitioner was ready to return to work. Pet.’s Ex. 4, Pet.’s Ex. 8.

The recommended therapy evaluation took place on November 13, 2014. The therapist
concluded Petitioner required skilled speech language pathology services to facilitate functional
cognitive communication skills to enable safety and independence with daily tasks and
responsibilities at home, in the community, and at work. A course of three sessions per week for
four to six weeks was recommended. Pet.’s Ex. 7. Petitioner started therapy on November 25, 2014
and continued through the end of the year.

On December 31, 2014, Dr. Alexander Obolsky issued a report summarizing the
psychiatric examination of Petitioner he conducted pursuant to §12 at Respondent’s request.
Petitioner had undergone testing at Dr. Obolsky’s direction on April 29, 2014 and met with him
on May 16, 2014. Dr. Obolsky concluded Petitioner exhibited malingering as well as avoidant,
dependent, and compulsive personality features. Dr. Obolsky opined there was no objective
evidence that Petitioner’s “alleged work events caused clinically significant mental, emotional, or
cognitive dysfunction.” Resp.’s Ex. 3. The doctor indicated that during the forensic psychiatric
evaluation, Petitioner did not present with behavioral symptoms of anxiety, distress, or avoidance
when describing the alleged traumatic events, and she had no difficulties with recall, describing
events in detail, and showed neither anxiety nor hyperarousal when recalling and discussing these
events. In contrast, on the medical psychiatric questionnaire, she endorsed over 40 current assorted
symptoms involving various bodily symptoms, and on forensic psychological testing, Petitioner
exaggerated somatic and cognitive complaints and inconsistently magnified psychiatric symptoms.
Dr. Obolsky opined Petitioner’s observed behaviors during the two days of the evaluation were
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incongruent with her self-reported subjective complaints. Dr. Obolsky further felt Petitioner’s self-
report of subjective symptoms was unreliable due to her reporting inauthentic, exaggerated, and
inconsistent symptoms. Dr. Obolsky opined Petitioner had been exaggerating her various mental,
emotional, and cognitive complaints “as far back as several weeks after the alleged second injury.”
Resp.’s Ex. 3. Dr. Obolsky believed Petitioner exhibited “life-long maladaptive avoidant,
dependent, and obsessive-compulsive personality features.” Resp.’s Ex. 3. Dr. Obolsky concluded
as follows:

...Ms. Wellman reports multiple and various subjective mental, emotional, and

cognitive symptoms. Her self-report is unreliable as evidenced by exaggeration of

symptoms, inconsistencies, and discrepancies noted above. There is no objective

evidence to support presence of reported symptoms and the alleged causal

connection of such symptoms to the work events in 2012 and 2013. On the other

hand, Ms. Wellman exhibits a life-long personality features [sic] that interfere with

her interpersonal functioning leading to dysthymia, anxiety, worries, fears, and

somatic complaints. Ms. Wellman has decided not to return to her employment, she

is claiming mental, emotional, and cognitive symptoms as justification for

remaining off work. Resp.’s Ex. 3.

Dr. Obolsky further concluded Petitioner did not develop post-traumatic stress disorder due to the
work events. Resp.’s Ex. 3.

Follow-up treatment with Dr. Jordania and Dr. Sayyad and counseling with Cromer
continued into 2015. On April 21, 2015, Petitioner was re-evaluated by Dr. Jordania. Dr. Jordania
memorialized that upon Petitioner’s initial presentation, Petitioner’s symptom complex included
problems with sleep, constant headaches with photo and phonophobia, nervousness, heightened
anxiety, inability to focus, memory difficulties, nightmares, fear of everything, ringing in her ears,
vision problems, and inability to drive due to poor balance. Petitioner’s current symptoms were
noted to be headaches with increasing sensitivity to different stimuli as the day progresses,
persistent ringing in the ears, improved palpitations, and continuing jumpiness but without
automatically assuming that it is a bad thing. The doctor observed Petitioner was “very disturbed
by the review of independent Neuropsychological evaluation concluding that her presentation and
symptoms do not meet the criteria of PTSD not postconcussive syndrome, diagnosing her with
Malingering and Somatization.” Pet.’s Ex. 6. Upon discussing Petitioner’s cognitive and mood
status, Dr. Jordania concluded Petitioner had “achieved MMI with the present medication
regimen.” Pet.’s Ex. 6. Dr. Jordania’s assessment remained anxiety due to medical condition (post-
concussive syndrome), PTSD, and insomnia due to PTSD; the treatment plan was to “keep her
meds as is and add amantadine.” Pet.’s Ex. 6.

On July 7, 2015, Petitioner followed up at Marianjoy. The record reflects Petitioner’s
symptoms were unchanged. Pet.’s Ex. 4.

In early 2016, Respondent obtained a labor market survey. Resp.’s Ex. 5. The February 29,
2016 report indicates appropriate vocational goals for Petitioner include claims clerk, receptionist,
collections clerk, hospital-admitting clerk, radio dispatcher, administrative clerk, customer service
clerk, home attendant, and teacher aide. The wage range for those positions within a 50-mile radius
was $12.00 to $23.00 per hour. Resp.’s Ex. 5.
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Petitioner’s next follow-up visit at Marianjoy occurred on March 25, 2016. Petitioner
reported her headaches were under control since Dr. Jordania increased her Depakote dose;
Petitioner continued to get headaches but they did not occur until evening, though the side effect
of Depakote was Petitioner got tired in the afternoon. Petitioner further advised she recently
resumed taking classes and was enrolled in a criminal investigation class as well as a grief therapy
class; she reported the grief class was helping with her PTSD. After discussion with Dr. Sayyad,
Petitioner was advised to try a small dose of Amanatadine to address her fatigue. She was
otherwise to continue with the treatment plan of ongoing follow up with Dr. Jordania and the
psychologist. Pet.’s Ex. 4, Pet.’s Ex. 8.

On May 18, 2016, Petitioner saw Dr. Jordania for the last time; the record reflects the
doctor advised Petitioner that she would be moving from the area. Dr. Jordania reiterated that
Petitioner remained at maximum medical improvement with her present medication regimen, and
discussed transitioning her care to another psychiatrist. Pet.’s Ex. 6.

The last medical visit in the record is the September 20, 2016 follow-up at Marianjoy.
Petitioner reported she started taking Amantadine as directed at the last visit and was much less
tired during the day. She further advised headaches on the right side of her head had returned, her
blood pressure was slowly climbing, and she was still looking for a psychiatrist to replace Dr.
Jordania. Petitioner reported that she was doing well in her classes and was taking more counseling
classes. The diagnoses on that date included post-concussion syndrome; major depressive disorder,
single episode, unspecified; posttraumatic stress disorder; posttraumatic headache, unspecified,
not intractable; insomnia, unspecified; and other symptoms and signs involving cognitive
functions. Dr. Sayyad’s nurse practitioner provided names of potential psychiatrists, adjusted
Petitioner’s Ritalin dose, encouraged Petitioner to continue taking classes, and directed Petitioner
to remain off work. Pet.’s Ex. 4, Pet.’s Ex. 8.

At trial, Petitioner described what she experienced from April 2013 to 2018. Petitioner
testified her vision and hearing were getting worse, balance was a problem, lights and noises would
cause ringing in her ears, and she became dizzy if she moved too fast. T. 27. There was a period
where she could not drive because she had diminished peripheral vision and depth perception in
her left eye. T. 27-28. Prior to her initial work accident, Petitioner exercised on a regular basis, did
not take medication for any reason, and could sleep, go running, use the stethoscope properly, and
see properly. T. 29.

Petitioner testified she returned to school at College of DuPage in 2017 and completed an
Associate Degree in Applied Science in Human Services for Addictions Counseling in May 2019.
T. 31-32. Petitioner described her time in college as difficult: “I had some roadblocks to try to
complete it. I had a lot of help with my professors and counselors and advisors at COD to help me
through. Marianjoy had given me an order for accommodations while I was in school.” T. 32.
Petitioner explained her accommodations included extra testing time, extra time for work, and a
private area to feel safe studying. T. 32. Petitioner had trouble “flipping numbers around” and
problems comprehending what she was reading. T. 33.

Petitioner described her current difficulties. She has problems sleeping and has nightmares
about “these issues occasionally.” T. 36. She gets dizzy and can lose her balance if she stands too
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quickly from a seated position. T. 36. She experiences loud ringing in her ears when she gets
anxious, which causes her to get “light-headed.” T. 36. She is sensitive to bright lights and she gets
nervous around a lot of people “in newer situations.” T. 36. She becomes anxious in public. T. 37.
She uses landmarks to remember where she parked her car because she has difficulty remembering
things when she gets nervous. T. 38. Petitioner takes multiple prescription medications: Lamictal
for migraines, Lexapro for depression, Buspar for anxiety, Ritalin for concentration, and potassium
to counteract cardiac side effects of her other medications. T. 35.

Depositions

The March 1, 2017 evidence deposition of Dr. Anjum Sayyad was admitted as Petitioner’s
Exhibit 10. Dr. Sayyad is board-certified in brain injury medicine as well as physical medicine and
rehabilitation. Pet.’s Ex. 10, p. 5-6. Dr. Sayyad is the residency director of the physical medicine
and rehabilitation medical residency program at Marianjoy Rehabilitation Hospital and is a former
medical director of Marianjoy’s inpatient and day rehabilitation brain injury program. Pet.’s Ex.
10, Dep. Ex. 1.

Dr. Sayyad testified she assumed Petitioner’s care when Dr. Mehta left the practice; Dr.
Sayyad reviewed Dr. Mehta’s treatment notes prior to seeing Petitioner. Pet.’s. Ex. 10, p. 10. Dr.
Sayyad first evaluated Petitioner on January 30, 2014; this was in connection with Dr. Sayyad’s
role as medical director of Marianjoy’s Brain Injury Program. Pet.’s. Ex. 10, p. 9. At that initial
evaluation, Petitioner complained of problems with concentration, headaches, and problems with
sleep. Pet.’s. Ex. 10, p. 10-11. Petitioner reported Dr. Jordania was managing her medication, and
her current Ritalin regimen helped her attention and concentration difficulties. Pet.’s. Ex. 10, p.
11. Petitioner further advised she was taking online classes and was also undergoing vocational
rehabilitation counseling with a goal of returning to work when she was better able to perform on
the cognitive tests; Dr. Sayyad explained Petitioner “was very sensitive to light and sound and was
hyper-vigilant, which would be consistent with her diagnosis of PTSD.” Pet.’s. Ex. 10, p. 12. Dr.
Sayyad performed a physical examination and observed findings of anxiety and depression as well
as a flat affect. Pet.’s. Ex. 10, p. 13. Dr. Sayyad authorized Petitioner off work and recommended
she follow up with Dr. Jordania for medication management of her post-concussion neurocognitive
issues with attention and concentration. Pet.’s. Ex. 10, p. 14-15.

Dr. Sayyad continued to see Petitioner every three to four months until September 2016.
Pet.’s. Ex. 10, p. 17. Dr. Sayyad summarized Petitioner’s treatment over that period:

But in short, she continued to have significant amounts of anxiety, where she for a
few visits continued to exhibit picking at her scalp, having problems with attention
and concentration. We would occasionally make changes in some of those
medications, but her anxiety was such that sometimes she could not incorporate the
changes we’d recommend. One example was we had recommended trialing Inderal,
which can be very helpful for headache pain and for anxiety, but she was so
concerned about blood pressure changes, she couldn’t really make herself take the
medicine or fill the prescription. It would take a couple of visits to kind of convince
her to follow through on some of the treatment because of her anxiety being so
great. By the time I saw her in her last visit, September 20th of 2016, she started to



21IWCC0402

13 WC 13675
Page 15

show some signs of some improvement. She was taking new medicines at that point
to help with her attention and focus. She continued to have headaches. They would
wax and wane throughout these visits. She still had one by the last visit. She was
tolerating the Ritalin. And she was, at one point, as you recall, she was seeing Dr.
Jordania, but Dr. Jordania had moved to Florida so she didn’t have a psychiatrist to
follow-up with and was trying to identify one at that point. And she was doing a
little bit better in her classes by the last visit that [ saw her. Pet.’s. Ex. 10, p. 17-19.

Directed to the September 20, 2016 visit, Dr. Sayyad testified that the progress note indicated
Petitioner had a much brighter affect, was smiling and appeared more optimistic on examination.
Pet.’s. Ex. 10, p. 19. The assessment was post-concussion syndrome, major depressive disorder,
post-traumatic stress disorder, post-traumatic headache, insomnia, and signs and symptoms
involving cognitive function. Pet.’s. Ex. 10, p. 20. The treatment plan was for Petitioner to find a
new psychiatrist as soon as possible, increase her Ritalin dose to combat her headaches, and
Petitioner was also encouraged to continue with school. Pet.’s. Ex. 10, p. 20-21. Dr. Sayyad opined
Petitioner was not yet ready to return to work as of September 20, 2016 because she had not
stabilized: Petitioner was doing better in some areas, but she still had headache symptoms and her
medications were being adjusted. Pet.’s. Ex. 10, p. 26-27. Dr. Sayyad clarified that her nurse
practitioner, Sylvia Duraski, APN, saw Petitioner on September 20, 2016, and Dr. Sayyad
thereafter discussed the case with her and signed off on the chart note. Pet.’s. Ex. 10, p. 22.

Dr. Sayyad testified that Dr. Mehta had diagnosed Petitioner with post-concussion
syndrome, PTSD, neurocognitive deficits associated with the PTSD and post-concussion
syndrome, and post-traumatic headache. Pet.’s. Ex. 10, p. 24. Dr. Sayyad agreed with that
diagnosis and she had carried it forward as she treated Petitioner over the next three years. Pet.’s.
Ex. 10, p. 24. Turning to causation, Dr. Sayyad concluded “there is a connection between Ms.
Wellman being punched in the head by a student and these diagnoses.” Pet.’s. Ex. 10, p. 25.

On cross-examination, Dr. Sayyad agreed she ordered neuropsychological testing on
January 6, 2015; the doctor explained she ordered the testing so “we could track what her - -
objectively what the difficulties she was having with her attention and concentration issue that she
was reporting difficulty. It also helps us determine a baseline from which we can compare either
future or past results with.” Pet.’s. Ex. 10, p. 30. Dr. Sayyad confirmed the testing would also
identify areas of weakness and assess whether Petitioner was ready to return to work. Pet.’s. Ex.
10, p. 30. Dr. Sayyad testified that January 6, 2015 was the last time she saw Petitioner; the
remaining visits were conducted by her nurse practitioner and discussed with the doctor
afterwards. Pet.’s. Ex. 10, p. 33. Dr. Sayyad did not have a record of the testing being completed
and she had not reviewed any neuropsychological testing results. Pet.’s. Ex. 10, p. 29. Dr. Sayyad
agreed that absent this testing there is no objective basis for work restrictions. Pet.’s. Ex. 10, p. 33.

The March 9, 2017 evidence deposition of Dr. Nancy Landre was admitted as Respondent’s
Exhibit 2. Dr. Landre is a board-certified clinical psychologist with specialty training in
neuropsychology. Resp.’s Ex. 2, p. 5. Dr. Landre sees a variety of patients for dementia, learning
disabilities, ADHD, head injuries, and other neurological disorders such as stroke and MS. Resp.’s
Ex. 2, p. 5. She does both treatment and legal evaluation. Resp.’s Ex. 2, p. 5. Dr. Landre was
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formerly the clinical neuropsychologist for the traumatic brain injury program at Lutheran General
Hospital. Resp.’s Ex. 2, p. 6.

At Respondent’s request, Dr. Landre performed a neurological evaluation of Petitioner on
August 19, 2013. Resp.’s Ex. 2, p. 8. The doctor explained her evaluation process:

...I receive the records ahead of time, and I would glance at those and just get an
overview of what’s going on with the case. And then the patient would come in. I
would meet with them first for a clinical interview that normally lasts between an
hour to an hour and a half, during which time I would get information about their
injury, their medical history, their academic history, their work history, current
lifestyle, things of that nature. And then I would decide what tests I would like to
have the patient be administered as part of the evaluation. So I would indicate that
and give the test battery to my technician. And my technician would then take over
at that point and do all of the testing with the patient. Then they score everything
out, they give it back to me. I look over the test results and I would write a report
and interpret them and then write a report based on my interpretation. Resp.’s Ex.
2, p. 9-10.

The battery of testing that Petitioner underwent takes between four and five hours depending on
how quickly the patient works. Resp.’s Ex. 2, p. 10.

Directed to her August 19, 2013 report, Dr. Landre testified she took a history from
Petitioner and reviewed outside records, and the history within the report is a combination of the
two. Resp.’s Ex. 2, p. 10-11. Dr. Landre testified consistent with her report.

Dr. Landre testified the testing Petitioner underwent includes performance validity and
symptom validity measures designed to ensure the patient is giving his/her best effort and to
identify over-reporting of symptoms. Resp.’s Ex. 2, p. 22-24. Dr. Landre testified Petitioner failed
“a bunch of those,” which tells the clinician that “the patient profile is likely very exaggerated and
probably is portraying her as more distressed or dysfunctional from a mental health cognitive or
somatic standpoint than is actually the case.” Resp.’s Ex. 2, p. 24-25. Dr. Landre explained that,
based on those findings, Petitioner’s cognitive test results and her psychological test results were
not valid for interpretation because they did not provide a reliable or valid estimate of her status.
Resp.’s Ex. 2, p. 25. The doctor testified Petitioner’s scores on the cognitive tests were “essentially
meaningless” and the psychological tests were of “questionable validity” such that “there might
be pieces of those that are reliable and valid, but you really can’t know for sure because again she’s
over reporting symptoms in that case.” Resp.’s Ex. 2, p. 25-26.

Dr. Landre opined Petitioner “satisfied the criteria for probable malingering.” Resp.’s Ex.
2, p. 31-32. The doctor provided the basis of her opinion:

The basis for that opinion is her test results including her failure of both
performance and symptom validity measures. Her improbably poor findings on the
standards [sic] neuropsychological indices and inconsistencies between herself
[sic] reported the symptoms and what we know about the natural course of recovery
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from concussion as well as other inconsistencies between her self report and
information available from other sources. Resp.’s Ex. 2, p. 32.

Dr. Landre further opined Petitioner’s test results suggested probable symptom magnification.
Resp.’s Ex. 2, p. 33. Asked what Petitioner’s neuropsychological level of functioning was as of
August 19, 2013, Dr. Landre responded as follows:

Because of insufficient effort and probable symptom exaggeration, [ was unable to
provide a valid estimate of her true cognitive or emotional status. But based upon
the fact that she was driving without restrictions and attending college and
obtaining passing grades following both of these injuries, my best estimate was that
her true functional status was within normal limits. Resp.’s Ex. 2, p. 33.

Dr. Landre did not believe Petitioner required additional treatment, stating Petitioner had already
received more treatment than would be anticipated and she had failed to respond as expected; the
doctor further noted Petitioner’s test results indicated her complaints were driven by factors
unrelated to her injury, such as secondary gain, work avoidance, or financial compensation.
Resp.’s Ex. 2, p. 34.

Turning to causal connection, Dr. Landre opined Petitioner’s complaints as of August 19,
2013 were not causally related to the two work injuries. Resp.’s Ex. 2, p. 35. The doctor explained
her opinion was based on published literature on the natural course of recovery from concussion
as well as her test results, experience, and training. Resp.’s Ex. 2, p. 35. Dr. Landre further opined
Petitioner was able to return to work full duty without restrictions and should have been symptom-
free three months post-injury. Resp.’s Ex. 2, p. 35-36.

On cross-examination, Dr. Landre testified it was “not entirely clear” that Petitioner
sustained a head injury. Resp.’s Ex. 2, p. 36. Dr. Landre testified there could have been a head
injury the first time, specifically noting, “I had information that there were witnesses,” but Dr.
Landre stated the mechanism of injury of the second incident, i.e., being pushed from behind, does
not necessarily satisfy criteria for concussion. Resp.’s Ex. 2, p. 36. Dr. Landre conceded the March
19, 2013 Central DuPage Hospital records reflect that when Petitioner was evaluated in the
emergency room on the date of accident, she reported being punched in the back of the head, but
according to Dr. Landre, “she didn’t report that initially so it almost seemed like the injury - - her
characterization of the injury changed over time.” Resp.’s Ex. 2, p. 37.

Dr. Landre testified the American Congress of Rehab Medicine defines concussion as
involving either direct injury to the head or an acceleration/deceleration injury as well as some sort
of alteration of consciousness at the moment of impact: “They don’t have to lose consciousness,
frankly. But they have to be dazed or confused or feel out of it temporarily and/or demonstrate
some sort of a focal neurologic deficit.” Resp.’s Ex. 2, p. 38. Dr. Landre agreed the severity of a
blow to the head can be indicated by other physical damage caused by the blow, such as a ruptured
eardrum. Resp.’s Ex. 2, p. 38-39. Dr. Landre testified she thought it was likely that Petitioner
probably had a concussion with the first incident, but she could not say with 100 percent certainty.
Resp.’s Ex. 2, p. 39.
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Dr. Landre agreed she asked Petitioner to describe her current complaints prior to giving
her the checklist for post-concussive syndrome symptoms, and Petitioner reported nervousness,
dizziness, memory difficulties, headaches, stomach aches, sensitivity to the sun and noise,
disturbed sleep, vision problems, and depression. Resp.’s Ex. 2, p. 44-46. Dr. Landre confirmed
that anxiety, depression, difficulty concentrating, irritability, and fatigue are symptoms associated
with both PTSD and post-concussion syndrome. Resp.’s Ex. 2, p. 49-50.

Dr. Landre confirmed her opinion was that work avoidance was a factor in Petitioner’s
presentation. Resp.’s Ex. 2, p. 61. The doctor then agreed Petitioner returned to work the day after
the first incident and worked for some time thereafter. Resp.’s Ex. 2, p. 61. The doctor was unaware
if the employer offered Petitioner a job after the second incident. Resp.’s Ex. 2, p. 61.

The April 10, 2017 evidence deposition of Dr. Alexander Obolsky was admitted as
Respondent’s Exhibit 4. Dr. Obolsky is board certified in general, addiction, and forensic
psychiatry. Resp.’s Ex. 4, p. 5.

At Respondent’s request, Dr. Obolsky conducted a forensic psychiatric evaluation of
Petitioner. Resp.’s Ex. 4, p. 7. Dr. Obolsky explained his process:

The forensic psychiatric evaluation sits on three major activities that the focus of
each is to generate reliable clinical data. One of these activities is a review of the
available records. The other activity is the forensic psychological or
neuropsychological testing, and the third activity is the forensic psychiatric
interview. Resp.’s Ex. 4, p. 8.

Dr. Obolsky testified psychological testing was conducted on Petitioner on April 29, 2014
and he interviewed her on May 16, 2014. Resp.’s Ex. 4, p. 14. The doctor issued his report on
December 31, 2014. Resp.’s Ex. 4, p. 11. Dr. Obolsky testified consistent with his report.

Dr. Obolsky emphasized the behaviors he observed which were inconsistent with PTSD,
major depression, and cognitive deficiency. The doctor noted Petitioner did not exhibit any bizarre
or odd behaviors which would impair her ability to work with other people. Resp.’s Ex. 4, p. 18.
The doctor further noted Petitioner provided a detailed description of the school and classroom
where the injuries occurred without exhibiting any emotional distress. Resp.’s Ex. 4, p. 20. Dr.
Obolsky testified that Petitioner reported experiencing emotional distress, but the doctor felt
Petitioner “misattributes” it to the work injuries as opposed to her pre-existing performance
anxiety. Resp.’s Ex. 4, p. 21. Dr. Obolsky testified the inconsistencies indicated that Petitioner was
malingering. Resp.’s Ex. 4, p. 23. Dr. Obolsky acknowledged that the diagnostic criteria for PTSD
have changed so that they no longer include fear for life, but nonetheless felt that was an important
factor when considering the severity of the event to a particular individual. Resp.’s Ex. 4, p. 25.

Dr. Obolsky testified the neurocognitive testing by Dr. Devereux and Dr. Lambert [sic]
showed that Petitioner malingered, exaggerated her cognitive complaints, and her report of
complaints was untrustworthy. Resp.’s Ex. 4, p. 41. Dr. Obolsky stated Petitioner’s performance
on RBANS, a cognitive test of memory, concentration, attention, and executive functioning, was
in the lowest .01 percentile, matching people who have severe end-stage dementia; Dr. Obolsky
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opined the only explanation is that Petitioner was malingering. Resp.’s Ex. 4, p. 48-49. While Dr.
Devereux concluded Petitioner exhibited post-traumatic stress disorder, Dr. Obolsky stated
Petitioner’s test results are “incontrovertible evidence that Miss Wellman started to malinger and
exaggerate her symptoms very soon after the injury.” Resp.’s Ex. 4, p. 50-51.

Dr. Obolsky diagnosed Petitioner as exhibiting malingering as well as exhibiting avoidant,
dependent, and compulsive personality features. Resp.’s Ex. 4, p. 67. Dr. Obolsky testified the
diagnosis of PTSD was inappropriate based on the totality of the data available. Resp.’s Ex. 4, p.
69. The doctor opined Petitioner “is untrustworthy reporter of her symptoms, and she misattributes
the causation that I already testified. She misreports symptoms. She manipulates symptoms.
Sometimes she feigns symptoms. And so her credibility as a historian of her own symptoms is
undermined significantly because she is clearly malingering.” Resp.’s Ex. 4, p. 71.

Dr. Obolsky concluded that Petitioner did not develop any condition of mental ill-being
causally related to either the October 23, 2012, or March 19, 2013 work events. Resp.’s Ex. 4, p.
76. The basis of his opinion was his review of the available records, review of the psychological
testing by Dr. Devereux, Dr. Landon [sic], and Dr. Felske, and his forensic interview with
Petitioner. Resp.’s Ex. 4, p. 77. Dr. Obolsky further opined Petitioner did not require any further
mental health treatment as a result of either work incident, and she was fit for full-time competitive
employment and had no limitations or restrictions causally related to either work event. Resp.’s
Ex. 4, p. 77-78.

On cross-examination, Dr. Obolsky confirmed he reviewed the report of Dr. Karen Levine,
the neurologist who evaluated Petitioner at Respondent’s request on March 7, 2013. Resp.’s Ex.
4, p. 91. As to Dr. Levine’s diagnosis of mild post-concussion syndrome, Dr. Obolsky stated,
“Inconsistent with the available data, Dr. Levine made that error and that diagnosis.” Resp.’s Ex.
4, p. 92. Dr. Obolsky confirmed he noted in his report that Dr. Levine did not appreciate the
significance of Petitioner not knowing what “country” she was in; the follow exchange occurred:

Q. Doctor, I'm actually going to refer you to Page 3 of Dr. Levine’s report right
after it says Neurological Examination. Didn’t she say she didn’t know that
county she was in?

A. My error. It says county.

Q. So that would be a little less bizarre, right, that a person wouldn’t know what
county they were in, right, than not knowing what country they were in, right?

A. Idon’t think so. I think that not knowing what county you are in in Chicagoland
area would be quite bizarre.

Q. Doctor, what county are you in when you’re in Bensenville, Illinois?
A. Idon’t know where Bensenville is. Resp.’s Ex. 4, p. 92-93.

Dr. Obolsky believes Petitioner exhibited a lifelong set of personality features which
interfere with her interpersonal functioning and have led to dysthymia, anxiety, worries, fears, and
somatic complaints. Resp.’s Ex. 4, p. 94-95. The doctor confirmed people with somatic complaints
are not lying and do experience them. Resp.’s Ex. 4, p. 96. Dr. Obolsky agreed personality features
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can sometimes become pathological such that the person cannot work or engage in interpersonal
relationships. Resp.’s Ex. 4, p. 100-101. Dr. Obolsky testified Petitioner’s personality issues are
not of the severity to interfere with her going back to work at her previous occupation or any other
occupation. Resp.’s Ex. 4, p. 102. Dr. Obolsky highlighted that the Marianjoy physicians
diagnosed post-concussive syndrome without knowing whether Petitioner lost consciousness, and
“[y]ou cannot do that.” Resp.’s Ex. 4, p. 127.

III. CONCLUSIONS OF LAW
A. Corrections

At the outset, the Commission makes the following corrections to the Decisions of the
Arbitrator (“Decisions” or “Decision”):

Corrections to the Decision in Case No. 13 WC 13675

1. The Commission corrects the accident date in the heading on page 18 of the
Decision from “November 23, 2012 to “October 23, 2012 consistent with
the parties’ stipulations

2. The Commission corrects Petitioner’s age on page 23 of the Decision from
35 years old on the date of accident to 34 years old on the date of accident
consistent with the parties’ stipulations.

Corrections to the Decision in Case. No. 13 WC 13676

1. The Commission corrects the date of accident under the Findings section on
page 2 of the “ICArbDec” decision form, from “3/19/19” to “3/19/13”
consistent with the parties’ stipulations.

2. The Commission corrects the Petitioner’s marital status under the Findings
section on page 2 of the “ICArbDec” decision form, from “single” to
“married” consistent with the parties’ stipulations.

3. The Commission corrects the accrual date under the Order section on page
2 of the “ICArbDec” decision form, from “March 19, 2013 through July 15,
2015” to “March 19, 2013 through July 15, 2019.”

4. The Commission corrects the date of accident in the last paragraph on page
18 of the Decision from “October 23, 2013 to “October 23, 2012.”

B. Credibility
The Arbitrator found Petitioner’s testimony was not credible. The Commission views

Petitioner’s credibility differently and finds that the reasons relied on by the Arbitrator are refuted
and contextualized by the evidence.
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The Commission exercises original jurisdiction and is not bound by an arbitrator’s findings.
See R & D Thiel v. Illinois Workers” Compensation Comm 'n, 398 Ill. App. 3d 858, 866,923 N.E.2d
870, 877 (Ist Dist. 2010) (finding that when evaluating whether the Commission’s credibility
findings which are contrary to those of the arbitrator are against the manifest weight of the
evidence, “resolution of the question can only rest upon the reasons given by the Commission for
the variance.”)

The Commission makes the following findings as to Petitioner’s credibility:

1. The Arbitrator found that “Petitioner was not diagnosed with a concussion, post-
concussion syndrome nor did she report any concussion related symptoms to Dr. Patel, Dr. Celmer
or Dr. Hsu,” and that Petitioner did not report any headache symptoms or concussion symptoms
until she saw Dr. Marzo on February 13, 2013.

The Commission acknowledges that Petitioner was not diagnosed with a concussion or
post-concussion syndrome by Dr. Patel, Dr. Celmer or Dr. Hsu and that she did not report any
headaches to these three doctors (following the October 23, 2012 accident). However, the
Commission notes that Petitioner’s reports of ear pain and decreased hearing on the right side to
Dr. Patel on October 23, 2012 were consistent with her testimony and history of being punched in
the head by a student. Further, the Commission notes that Dr. Patel referred Petitioner to Dr.
Celmer, who is an ENT physician, specifically for the diagnosis of traumatic right ear tympanic
membrane perforation. The Commission also notes that Dr. Celmer referred Petitioner to Dr. Hsu,
who is an ENT surgeon, specifically to discuss undergoing a tympanoplasty to the right ear. With
this contextual backdrop, the Commission finds that an analysis of the totality of the evidence
indicates Petitioner did indeed sustain concussions after each accident and developed post-
concussion syndrome.

The Commission does not agree that Petitioner did not report any concussion related
symptoms or that she did not report any concussion symptoms until she saw Dr. Marzo on February
13, 2013 as the record shows several physicians diagnosed Petitioner with concussions and post-
concussion syndrome. On February 11, 2013, Dr. Sam Marzo evaluated Petitioner who reported
being hit in the head with a fist multiple times during an incident at work in October 2012 and
reported that she had been diagnosed with post-concussion syndrome by a neurologist. Dr. Marzo
diagnosed Petitioner, inter alia, with post-concussion syndrome for which he recommended
neurologic management. The Commission notes that it would be speculative to state that Dr.
Marzo diagnosed Petitioner with post-concussion syndrome based only on her report that another
physician had diagnosed her with the same, when there is no evidence or deposition testimony to
support this assertion.

Similarly, on March 7, 2013, Dr. Karen Levine, who performed a section 12 neurological
examination of Petitioner at Respondent’s request, diagnosed Petitioner with migraines and mild
post-concussion syndrome. Dr. Levine opined that Petitioner’s migraines were pre-existing and
were aggravated by the work injury. Furthermore, even Dr. Landre, who performed an additional
section 12 neurological evaluation of Petitioner at Respondent’s request, acknowledged “it’s likely
that [Petitioner] probably had a concussion with this first [accident],” although she could not say
with 100 percent certainty. Dr. Landre explained that the American Congress of Rehab Medicine
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defines concussion as involving either direct injury to the head or an acceleration/deceleration
injury as well as some sort of alteration of consciousness at the moment of impact: “They don’t
have to lose consciousness, frankly. But they have to be dazed or confused or feel out of it
temporarily and/or demonstrate some sort of a focal neurologic deficit.” Resp.’s Ex. 2, p. 38. Dr.
Landre agreed the severity of a blow to the head can be indicated by other physical damage caused
by the blow, such as a ruptured eardrum. Resp.’s Ex. 2, p. 38-39.

2. The Arbitrator found Petitioner’s testimony that she hit her head on a wall and
blacked out on October 23, 2012 is not consistent with the Employee’s Report of Injury.

The Commission acknowledges that the Employee’s Report of Injury from October 23,
2012 does not state Petitioner hit her head on a wall and blacked out. However, the Commission
notes the Employee’s Report of Injury states Petitioner was punched in the forehead, nose, and
right temporal area/ear by a student while she was trying to calm the student. On the form,
Petitioner indicated that she had pain in her right cheek, ear, right eye, and neck. The Commission
finds that based on the information which is contained in the Employee’s Report of Injury and the
totality of the evidence, whether Petitioner hit her head against a wall and blacked out is
inconsequential and does not negate the fact that Petitioner sustained a serious head injury on
October 23, 2012. Petitioner credibly testified that she was punched in the face, nose, and right ear
which is well documented on the Employee’s Report of Injury and in various medical records.
These injuries, regardless of whether she also hit her head on a wall and blacked out, were
traumatic and serious — so serious that her injuries caused a traumatic right ear tympanic membrane
perforation and she was later diagnosed with a concussion or post-concussion syndrome by several
physicians.

3. The Arbitrator found Petitioner did not provide complete medical histories to
various doctors regarding her preexisting symptoms.

The Commission finds that based on the evidence, most of the physicians who examined
Petitioner had some knowledge of Petitioner’s medical history and pre-existing conditions,
however, because the medical records are not sufficiently detailed, it is unclear exactly how much
information each physician had regarding Petitioner’s medical history. The Commission first notes
that Dr. Patel is Petitioner’s family physician who treated Petitioner for migraines and associated
facial numbness and tingling prior to the October 23, 2012 accident. Petitioner returned to Dr.
Patel, who already knew of Petitioner’s medical history, after the October 23, 2012 accident.
Further, on March 7, 2013, Dr. Levine opined that Petitioner’s work injury could have aggravated
Petitioner’s pre-existing migraines, indicating that Dr. Levine had some knowledge of Petitioner’s
pre-existing condition.

After the undisputed March 19, 2013 accident, Petitioner treated with Dr. Mehta who
practiced with Marianjoy Medical Group. On April 11, 2013, Dr. Mehta acknowledged that
Petitioner had a pre-existing history of mild depression and opined that it was likely exacerbated
by multiple assaults/concussions. Dr. Mehta referred Petitioner to Dr. Jordania, a neuropsychiatrist
who also practiced with Marianjoy to address Petitioner’s depression and anxiety. On November
4, 2013, Dr. Mehta transferred Petitioner’s care to Dr. Sayyad who also practiced with Marianjoy.
The Commission finds the evidence demonstrates Dr. Patel, Dr. Mehta, and Dr. Levine had
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knowledge of Petitioner’s pre-existing medical history. Further, Drs. Jordania and Sayyad both
practiced at Marianjoy with Dr. Mehta and most likely had access to Petitioner’s records which
document pre-existing conditions. In fact, Dr. Sayyad testified that she reviewed Dr. Mehta’s
treatment notes when she took over Petitioner’s care. The Commission finds there is no evidence
indicating that Petitioner purposely withheld information about her previous medical history or
pre-existing conditions.

Based on the above, the Commission finds Petitioner’s testimony was credible and supports
her claim of suffering concussions, post-concussion syndrome, migraines, PTSD, anxiety, and
depression as a result of both undisputed work accidents where Petitioner was attacked by a student
on both occasions.

C. Causal Connection

The Commission finds Petitioner proved by a preponderance of the evidence that the
undisputed accidents on October 23, 2012 and March 19, 2013: (1) caused Petitioner to suffer
concussions and post-concussion syndrome, which resolved by July 18, 2013; (2) aggravated
Petitioner’s migraines and resolved by July 18, 2013; (3) caused Petitioner to suffer PTSD, which
resolved by September 20, 2016; and (4) aggravated and exacerbated Petitioner’s anxiety and
depression, which resolved by September 20, 2016.

It 1s well settled that employers take their employees as they find them; even when an
employee has a pre-existing condition which makes him more vulnerable to injury, and recovery
for an accidental injury will not be denied as long as it can be shown that the employment was a
causative factor. Sisbro, Inc. v. Indus. Comm’n, 207 111.2d 193, 205 (2003). An employee need
only prove that some act or phase of his employment was a causative factor of the resulting injury,
and the mere fact that he might have suffered the same disease, even if not working, is immaterial.
Twice Over Clean, Inc. v. Indus. Comm 'n, 214 111.2d 403, 414 (2005).

Moreover, with respect to the applicability of a “chain of events” analysis to a case
involving a preexisting condition, courts have found that “if a claimant is in a certain condition,
an accident occurs, and following the accident, the claimant’s condition has deteriorated, it is
plainly inferable that the intervening accident caused the deterioration.” Schroeder v. 1ll. Workers’
Comp. Comm’n, 2017 IL App (4th) 160192WC, 9 25-26, 79 N.E.3d 833, 839. “The salient factor
is not the precise previous condition; it is the resulting deterioration from whatever the previous
condition had been.” /d. The appellate court also noted that “the principle is nothing but a common-
sense, factual inference. Schroeder, 2017 IL App (4th) q 26; see also Price v. Industrial Comm’n,
278 111. App. 3d 848, 853-54, 663 N.E.2d 1057, 1060-061 (4th Dist. 1996).

The Commission finds the opinions of Dr. Marzo, Dr. Levine, Dr. Mehta, and Dr. Sayyad
to be credible, persuasive, and supported by the record. Additionally, the Commission finds that
based on a chain of events analysis, Petitioner proved that the conditions of concussion, post-
concussion syndrome, migraines, PTSD, anxiety, and depression were either caused or aggravated
by the undisputed accidents.
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On February 11, 2013, Dr. Marzo examined Petitioner and diagnosed her with, inter alia,
post-concussion syndrome and recommended Petitioner continue treating for the condition with a
neurologist. On March 7, 2013, Dr. Levine, Respondent’s section 12 examining physician,
diagnosed Petitioner with mild post-concussion syndrome and opined that Petitioner’s pre-existing
migraines could have been aggravated by the work injury. After the March 19, 2013 accident, the
emergency room physicians at Central DuPage Hospital diagnosed Petitioner with a “new
concussion,” “post concussive syndrome from a head injury a few months ago,” and PTSD from
the first concussion. On April 11, 2013, Dr. Mehta diagnosed Petitioner with post-concussion
syndrome, neurobehavioral deficits/neurocognitive, impaired balance, insomnia, anxiety/
depression/PTSD, and chronic post-concussion headaches. Dr. Mehta opined that Petitioner had a
pre-existing history of mild depression likely exacerbated by multiple assaults/concussions. On
April 22, 2013, Dr. Jordania performed an initial psychiatric evaluation and diagnosed Petitioner
with post-concussive syndrome, anxiety due to post-concussive syndrome, PTSD, and insomnia
due to PTSD. Petitioner continued to treat with Dr. Jordania and undergo speech therapy,
occupational therapy, and day rehab. On June 13, 2013, Petitioner was discharged from speech
therapy. Petitioner was discharged from occupational therapy the next day. On July 2, 2013, Dr.
Mehta noted Petitioner had completed a day rehab program and transitioned to a home exercise
program. Dr. Mehta noted Petitioner was steadily improving but she continued to have significant
PTSD symptoms.

On July 18, 2013, Petitioner followed up with Dr. Jordania and reported significant
improvement in her headaches, but her PTSD was still very symptomatic. Petitioner described
having persistent fear of children and people in public places as well as fear of being attacked.
Petitioner continued to treat with Dr. Mehta (until her care was transferred to Dr. Sayyad), Dr.
Jordania, and counselor Cromer. On September 20, 2016, Petitioner followed up at Marianjoy with
Dr. Sayyad’s nurse practitioner, which is the last documented medical visit in the record and
reported that she was much less tired during the day and she was doing well in her classes.
However, Petitioner reported that her headaches had returned, her blood pressure was slowly
climbing, and she was still looking for a psychiatrist to replace Dr. Jordania who had left
Marianjoy. Dr. Sayyad’s nurse diagnosed Petitioner with, inter alia, major depressive disorder,
single episode, unspecified and posttraumatic stress disorder; provided Petitioner with names of
potential psychiatrists; adjusted Petitioner’s medication; and encouraged Petitioner to continue
taking classes. Dr. Sayyad testified that Petitioner had started to show some signs of improvement
by this date and Petitioner’s headaches waxed and waned throughout her treatment. At her
deposition, Dr. Sayyad testified that “there is a connection between Ms. Wellman being punched
in the head by a student and these diagnoses [post-concussion syndrome, PTSD, neurocognitive
deficits associated with PTSD, post-concussion syndrome, and post-traumatic headache].”

The Commission finds that Petitioner was able to work her full job duties prior to the
October 23, 2012 accident, and to her credit, even managed to return to work following the October
23, 2012 attack while undergoing treatment for her right ear perforated tympanic membrane.
However, after the March 19, 2013 attack, Petitioner was unable to complete her job duties and
return to work. The medical records indicate that her concussion, post-concussion syndrome, and
migraine conditions improved over time and seemed to resolve or plateau by July 18, 2013.
However, the medical records indicate Petitioner’s PTSD and associated anxiety and depression
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did not improve as quickly and Petitioner required substantial treatment and therapy through
September 20, 2016.

Furthermore, the Commission is not persuaded by the opinions of Dr. Landre, which were
based on inaccurate facts and speculation. Dr. Landre’s opinion that it was not clear whether
Petitioner sustained a head injury during the second accident (March 19, 2013) is contradicted by
the evidence. Dr. Landre testified that Petitioner’s March 19, 2013 accident consisted of “being
pushed from behind,” which did not satisty the criteria for a concussion. The Commission notes
that the Central DuPage Hospital emergency room records state Petitioner was hit from behind
and punched in the occiput by a student. The emergency room physicians diagnosed Petitioner
with a “new concussion,” post-concussion syndrome and PTSD from the first concussion.
Additionally, the Employee’s Report of Injury for the March 19, 2013 accident (dated March 20,
2013) states that a student pushed and hit Petitioner in the back of the head. Further, Dr. Landre
testified that Petitioner “failed” several performance validity tests in the neurological evaluation
and initially opined that it meant Petitioner was likely exaggerating or malingering. However, Dr.
Landre later testified that the failed performance validity tests meant the test results were not valid
for interpretation and were not a reliable estimate of Petitioner’s status. The Commission finds that
Dr. Landre’s reliance on invalid and unreliable testing to form her opinion that Petitioner was
malingering casts doubt on the credibility of her opinion.

Additionally, the Commission is not persuaded by Dr. Obolsky’s opinions which were also
based on inaccurate facts and speculation. Dr. Obolsky opined that the results of his forensic
psychiatric evaluation indicated Petitioner was malingering and exaggerating her complaints. Dr.
Obolsky opined that Petitioner did not exhibit any “bizarre” or “odd” behaviors that would impair
her ability to work with other people but did not explain what a “bizarre” or “odd” behavior was
and did not explain the scientific significance of such behaviors. Additionally, Dr. Obolsky opined
that Petitioner did not develop any condition of mental ill-being causally related to either
undisputed accident, which contradicts the opinions of the emergency room physicians at Central
DuPage Hospital, Dr. Mehta, Dr. Sayyad, Dr. Jordania, and licensed clinical professional
counselor Cromer. Finally, Dr. Obolsky inaccurately believed Petitioner had reported not knowing
what “country” she was in when Dr. Levine evaluated her, when in actuality, Petitioner had
reported not knowing what “county” she was in when she saw Dr. Levine.

Finally, the Commission notes that Dr. Landre and Dr. Obolsky’s opinions contradict each
other and undermine the credibility of both opinions. On one hand, Dr. Landre testified that in
order to be diagnosed with a concussion, loss of consciousness is not required, and Petitioner
probably had a concussion after the first accident. Dr. Landre also confirmed that anxiety,
depression, difficulty concentrating, irritability, and fatigue are symptoms associated with both
PTSD and post-concussion syndrome. On the other hand, Dr. Obolsky testified that the doctors at
Marianjoy diagnosed Petitioner with post-concussion syndrome without knowing whether
Petitioner lost consciousness and ““[y]ou cannot do that.” Dr. Obolsky appeared to opine that loss
of consciousness is required for a diagnosis of concussion or post-concussion syndrome.
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D. Medical Benefits

Based on the Commission’s findings and conclusions above, and with respect to both cases
13 WC 13675 (October 23, 2012 accident) and 13 WC 13676 (March 19, 2013 accident) the
Commission finds Petitioner’s treatment for concussion, post-concussion syndrome, and
migraines was reasonable and necessary, and awards medical expenses for treatment for those
conditions through July 18, 2013 pursuant to sections 8(a) and 8.2 of the Act. The Commission
finds that with respect to both cases 13 WC 13675 (October 23, 2012 accident) and 13 WC 13676
(March 19, 2013 accident) Petitioner’s treatment for PTSD, anxiety, and depression was
reasonable and necessary, and awards medical expenses for treatment for those conditions through
September 20, 2016 pursuant to sections 8(a) and 8.2 of the Act.

E. Temporary Total Disability Benefits

Based on the Commission’s findings and conclusions above, and with respect to case no.
13 WC 13676 (March 19, 2013 accident) the Commission finds Petitioner is entitled to temporary
total disability (“TTD”) benefits from March 20, 2013 through September 20, 2016. Respondent
is entitled to credit for TTD benefits already paid.

F. Permanent Disability Benefits

Our conclusion that Petitioner’s concussion, post-concussion syndrome, migraine, PTSD,
anxiety, and depression conditions are causally related to the undisputed work accidents,
necessarily implicates an analysis of Petitioner’s permanent disability with respect to these
conditions. The Commission finds the majority of the injuries Petitioner sustained following each
undisputed accident are not separate and distinct, but rather, Petitioner was attacked and sustained
injuries to her head during both accidents and her diagnoses and treatment for the conditions of
concussion, post-concussion syndrome, migraine, PTSD, anxiety, and depression following both
accidents, overlapped considerably. Further, the Commission finds that the concussion, post-
concussion syndrome, migraine, PTSD, anxiety, and depression conditions Petitioner sustained
during the second accident were amplified and more serious due to the prior injuries Petitioner
sustained during the first accident and the evidence does not support delineation of the nature and
extent of permanency attributable to each accident for these conditions. Accordingly, the
Commission finds that with respect to the conditions of concussion, post-concussion syndrome,
migraine, PTSD, anxiety, and depression, it can only award permanency for the second accident,
case no. 13 WC 13676 (March 19, 2013 accident). See City of Chicago v. Illinois Workers’
Compensation Commission, 409 Ill. App. 3d 258, 265, 947 N.E.2d 863, 869 (2011). The
Commission affirms the Arbitrator’s award of permanent partial disability benefits to the extent of
10% loss of the person-as-a-whole for the conditions of perforated right eardrum and neck injuries
sustained during the first accident, case no. 13 WC 13675 (October 23, 2012 accident), as those
conditions are distinct and easily separable from the injuries sustained during the second accident
on March 19, 2013.

The Commission analyzes the §8.1b factors as follows and modifies the Arbitrator’s
permanency award with respect to case no. 13 WC 13676:
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Section 8.1b(b)(i) — impairment rating

Neither party submitted an impairment rating. As such, the Commission assigns no weight
to this factor and will assess Petitioner’s permanent disability based upon the remaining
enumerated factors.

Section 8.1b(b)(ii) — occupation of the injured employee

Petitioner worked as a Health Assistant for Respondent for approximately six years.
Petitioner has not returned to her employment with Respondent or any other employer since the
March 19, 2013 accident. The Commission gives this factor moderate weight and finds this factor
is indicative of increased permanent disability.

Section 8.1b(b)(iii) — age at the time of the injury

Petitioner was 34 years old on the date of the October 23, 2012 undisputed accident.
Petitioner was 35 years old on the date of the March 19, 2013 undisputed accident. Petitioner was
relatively young at the time of the accidents and has many years to attempt to adapt to her residual
deficits. The Commission gives this factor moderate weight and finds this factor is indicative of
increased permanent disability.

Section 8.1b(b)(iv) — future earning capacity

Petitioner did not return to her pre-accident job with Respondent and Petitioner’s
physicians continue to place her off work. Petitioner earned an Associate’s Degree in 2019 and is
taking additional classes to help her find suitable employment. Petitioner submitted into evidence
a vocational assessment report dated November 11, 2013 indicating she had a vocational history
of EMT certification, certified phlebotomist, CNA, certification to perform school vision and
hearing screenings, licensed cosmetologist, and she had paramedic training. However, Petitioner
also had vocational barriers of post-traumatic stress disorder, ruptured eardrum, hand tremors,
migraine headaches, jaw problems, eye problems, depression, and anxiety. Respondent submitted
into evidence a labor market survey report dated February 29, 2016, which indicated appropriate
vocational goals for Petitioner included claims clerk, receptionist, collections clerk, hospital-
admitting clerk, radio dispatcher, administrative clerk, customer service clerk, home attendant, and
teacher’s aide. The wage range for those positions within a 50-mile radius was $12.00 to $23.00
per hour. The Commission gives this factor moderate weight and finds this factor is indicative of
decreased permanent disability.

Section 8.1b(b)(v) — evidence of disability corroborated by treating medical records

Petitioner testified she returned to school at the College of DuPage in 2017 and completed
an Associate’s Degree in Applied Science in Human Services for Addictions Counseling in May
2019. Petitioner described her time in college as difficult and she required substantial help and
accommodations while she was in school. The medical records corroborate Petitioner’s testimony
in that they indicate Petitioner failed several classes in 2014 before she was finally able to pass her
classes at the College of DuPage. Petitioner testified she has problems sleeping and has nightmares
about “these issues occasionally.” She gets dizzy and can lose her balance if she stands too quickly
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from a seated position. She experiences loud ringing in her ears when she gets anxious, which
causes her to get “light-headed.” Petitioner gets nervous around a lot of people “in newer
situations” and she becomes anxious in public. Petitioner continues to take multiple prescription
medications.

On September 20, 2016, Petitioner followed up at Marianjoy with Dr. Sayyad’s nurse
practitioner and reported that she was much less tired during the day and she was doing well in her
classes. However, Petitioner reported that her headaches had returned, and her blood pressure was
slowly climbing. Dr. Sayyad’s nurse diagnosed Petitioner with major depressive disorder, single
episode, unspecified; posttraumatic stress disorder, inter alia; adjusted Petitioner’s medication;
and encouraged Petitioner to continue taking classes. Dr. Sayyad testified that at the time of this
visit, Petitioner had started to show some signs of improvement by this date and Petitioner’s
headaches waxed and waned throughout her treatment. The Commission gives this factor
significant weight and finds this factor is indicative of increased permanent disability.

Based on the above, the Commission finds Petitioner sustained 17.5% loss of the person-
as-a whole as a result of the concussion, post-concussion syndrome, migraine, PTSD, anxiety, and
depression conditions. The Commission affirms the Arbitrator’s finding that Petitioner sustained
10% loss of the person-as-a-whole for the perforated right eardrum and neck injuries sustained
during the October 23, 2012 accident, case no. 13 WC 13675. All else is affirmed.

IT IS THEREFORE ORDERED BY THE COMMISSION that the Decision of the
Arbitrator filed October 3, 2019, as modified above, is hereby affirmed and adopted.

IT IS FURTHER ORDERED BY THE COMMISSION that with respect to both case nos.
13 WC 13675 and 13 WC 13676, Respondent shall pay to Petitioner medical expenses as provided
in §8(a), subject to §8.2 of the Act, for treatment for Petitioner’s concussion, post-concussion
syndrome, and migraines through July 18, 2013.

IT IS FURTHER ORDERED BY THE COMMISSION that with respect to both case nos.
13 WC 13675 and 13 WC 13676, Respondent shall pay to Petitioner medical expenses as provided
in §8(a), subject to §8.2 of the Act, for treatment for Petitioner’s PTSD, anxiety, and depression
through September 20, 2016.

IT IS FURTHER ORDERED BY THE COMMISSION that with respect to case no. 13
WC 13676, Respondent shall pay to Petitioner the sum of $337.46 per week for a period of 183
weeks, representing March 20, 2013 through September 20, 2016, that being the period of
temporary total incapacity for work under §8(b) of the Act.

IT IS FURTHER ORDERED BY THE COMMISSION that with respect to case no. 13
WC 13675, Respondent shall pay to Petitioner the sum of $319.00 per week for a period of 50
weeks, as provided in §8(d)2 of the Act, for the reason that the perforated right eardrum and neck
injuries sustained caused 10% loss of the person-as-a-whole.

IT IS FURTHER ORDERED BY THE COMMISSION that with respect to case no. 13
WC 13676, Respondent shall pay to Petitioner the sum of $319.00 per week for a period of 87.5
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weeks, as provided in §8(d)2 of the Act, for the reason that the concussion, post-concussion
syndrome, migraine, PTSD, anxiety, and depression conditions sustained caused 17.5% loss of the
person-as-a-whole.

IT IS FURTHER ORDERED BY THE COMMISSION that Respondent pay to Petitioner
interest under §19(n) of the Act, if any.

IT IS FURTHER ORDERED BY THE COMMISSION that Respondent shall have credit
for all amounts paid, if any, to or on behalf of Petitioner on account of said accidental injury.
Respondent shall be given a credit for TTD benefits paid in the amount of $6,122.63 and credit for
an advance in permanent disability benefits in the amount of $8,385.14. Respondent shall also be
given a credit for medical benefits that have been paid, and Respondent shall hold Petitioner
harmless from any claims by any providers of the services for which Respondent is receiving this
credit, as provided in §8(j) of the Act.

Bond for the removal of this cause to the Circuit Court by Respondent is hereby fixed at
the sum of $75,000.00. The party commencing the proceedings for review in the Circuit Court
shall file with the Commission a Notice of Intent to File for Review in Circuit Court.

SEPTEMBER 7, 2021
DJB/mck 1s/_Deborat V). Baker
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ILLINOIS WORKERS' COMPENSATION commissidit IWCC0402
NOTICE OF ARBITRATOR DECISION

WELLMAN, JACKLYN Case# 13WC013675

Employee/Petitioner

13WC013676

CASE: GLENWOOD ACADEMY
Employer/Respondent

On 10/3/2019, an arbitration decision on this case was filed with the Illinois Workers' Compensation
Commission in Chicago, a copy of which is enclosed.

If the Commission reviews this award, interest of 1.79% shall accrue from the date listed above to the day
before the date of payment; however, 1f an employee’s appeal results in either no change or a decrease in this
award, interest shall not accrue.

A copy of this decision is mailed to the following parties:

0147 CULLEN HASKINS NICHOLSON ET AL
DAVID B MENCHETTI

10 S LASALLE ST SUITE 1250

CHICAGO, H. 60603

1120 BRADY CONNOLLY & MASUDA PC
PETER J STAVEQPOULOS
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CHICAGO, H. 60603
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STATE OF ILLINOIS ) D Injured Workers® Benefit Fond (§4(d))
)SS. [ ] Rate Adjustment Fund (§8(2))
COUNTY OF DuPage ) [} second Injury Fund (§8(e)18)
None of the above

ILLINOGIS WORKERS’ COMPENSATION COMMISSION

ARBITRATION DECISION
JACLYN WELLMAN Case # 13 WC 013675 consolidated with

Emplovee/Petiticner 13 WC 13676
V. '

CASE: GLENWOOD ACADEMY

Emplover/Respondent

An Application for Adjustment of Claim was filed in this matter, and a Notice of Hearing was mailed to each
party, The matter was heard by the Honorable Frank Seto, Arbitrator of the Commission, in the city of
Wheaton, on July 15, 2019, After reviewing all of the evidence presented, the Arbitrator hereby makes
findings on the disputed issues checked below, and attaches those findings to this document.

DISPUTED ISSUES

A. D Was Respondent operating under and subject to the Illinois Workers' Compensation or Occupational
Diseases Act?

[ ] Was there an employee-employer relationship?

[: Did an accident occur that arose out of and in the course of Petitioner's employment by Respondent?
I: What was the date of the accident?

D Was timely notice of the accident given to Respondent?

<] Is Petitioner’s current condition of ill-being causally related to the injury?

[ ] What were Petitioner's earnings?

L__ What was Petitioner's age at the time of the accident?

| ] What was Petitioner’s marital status at the time of the accident?

@ Were the medical services that were provided to Petitioner reasonable and necessary? Has Respondent
paid all appropriate charges for all reasonable and necessary medical services?

What temporary benefits are in dispute?
[1TPD { ] Maintenance L ]TTD
L. What is the nature and extent of the injury?
M, D Should penalties or fees be imposed upon Respondent?
N. DX Is Respondent due any credit?
0. D Other ___

“ETZOTmEOARE

.‘N

ICArbPec 2/10 100 W. Randolph Street #8-200 Chicago, I 60601 312/814-6811  Toll-free 866/352-3033  Web site: www.iwee.dl gov
Downstate offices: Collinsvifle 618/346-3450  Peorice 309/671-3019  Rackford 813/987-7292  Springfield 21 7/785-7084
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FINDINGS

On 10/23/12, Respondent was operating under and subject to the provisions of the Act.

On this date, an employee-employer relationship did exist between Petitioner and Respondent.

On this date, Petitioner did sustain an accident that arose out of and in the course of employment.
Timely notice of this accident was given to Respondent.

Petitioner's current condition of ill-being is, in part, causally related to the accident.

In the year preceding the injury, Petitioner earned $26,321.88; the average weekly wage was $508.19.
On the date of accident, Petitioner was 34 years of age, married with 2 dependent children.

Petitioner kas received all reasonable and necessary medical services.

Respondent has pajd all appropriate charges for all reasonable and necessary medical services.

Respondent shall be given a credit of $0.00 for TTD, $0.00 for TPD, $0.00 for maintenance, and $0.00 for
other benefits, for a total credit of $0.00.

Respondent is entitled to a credit of $0.00 under Section 8(j) of the Act.

ORDER

Respondent shall pay Petitioner permanent partial disability benefits of $319.00 /week for50 weeks, because the
infuries sustained caused the 10% loss of the person as a whole, as provided in Section 8(d)2 of the Act, as set
Jorth in the Conclusions of Law altached hereto.

Respondent shall pay to Petitioner compensation that has accrued from October 23, 2012 through July 13,
2019 and shall pay the remainder of the award, if any, in weekly payments, as set forth in the Conclusions of
Law attached hereto.

RULES REGARDING APPEALS Unless a party files a Petition for Review within 30 days after receipt of this
decision, and perfects a review in accordance with the Act and Rules, then this decision shall be entered as the
decision of the Commission.

STATEMENT OF m'rERLST RATE If the Commission reviews this award, interest at the rate set forth on the Notice
of Decision of Arbitrator shall accrue from the date listed below to the day before the date of payment; however,

if an employee's appeal results in either no change or a decrease in this award, interest shall not accrue.

Signature of Arbitrator Date

ICAbDec p. 2

0cT 3 - 2019
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Jaclyn Wellman v, Case; Glenwood Academy; Case #13 WC 13675 consolidated with 13 WC 13676

Procedural History

This matter was tried on July 15, 2019, The di.sputed issues involve: whether the
Petitioner’s current condition of ill-being is causally connected to the accidental injuries
sustained on October 23, 2012; whether Respondent is liable for medical bills; and the
nature and extend of Petitioner’s injuries. The parties stipulated that Respondent paid
certain medical bills totaling $14,507.77. (Arb. Ex. #1,2)

Findings of Faet

The parties stipulate that on October 23, 2012, an employer/employee relationship
existed between the parties and that Jactyn Wellman (hereafter referred to as “Petitioner”
was employed as a health assistant for CASE Glenwood Academy (hereafter referred to
as “Respondent™}, which was a school for children with behavior disorders and physical
disabilities. (T. 10-13). Petitioner’s job entailed dealing directly with the students
surrounding their health issues. (T. 13).

It is also stipulated that, on October 23, 2012, Petitioner sustained compensable
accidental injuries when she was punched by a sevep-year-old student. (T 13-14).
Petitioner testified that the student, who was in first grade, weighed between 50 and 60
pounds. (T 15-16).

Prior Medical Treatment

On April 16, 2012, Petitioner treated with Dr. Sapan Patel, of DuPage Medical

Group, for migraines. At that visit, Petitioner reported her migraines were getting worse
and were occurring more frequently, for longer durations and were becoming more
severe. Petitioner reported additional symptoms of blurry vision, fatigue, sensory
changes, facial numbness and tingling. Petitioner also reported other symptoms including
difficulty talking. Dr. Patel proscribed Topamaz and advised Petitioner to taper off
Fioricet which, he said, could be contributing to her symptoms. Dr. Patel ordered an
MRI and CT of the brain which he compared to a prior MRI and CT of the brain taken on
May 27, 2008. Dr. Patéi indicated the scans were normal. Petitioner was diagnosed with
chronic migraines. (PX 12} '

On August 23, 2010, Petitioner reported to Dr. Patel, symptoms of blurry vision
in the left eye, headaches, numbness on the left side of her face and tingling involving the

- Jeft side of her face, eve, tongue, neck and down her arm. Petitioner also reported being -
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very fatigued and that she gets tired with even minimal activity. Those records show
that Petitioner was taking Xanax, Lexapro and Petitioner had a family history of
migraines. (PX 12)

Petitioner’s past medical history also included left ear tympanoplasty, depression,
anxiety, sleep disorder, psychotropic medications dating back to 2009, celiac disease and
being allergic to glutens which causes nausea and vomiting. (RX 1 and PX 5).

Petitioner testimony regarding her health prior to the incidents.

Petitioner testified that prior to October 23, 2012, she could exercise on a regular
basis, could run, did not take medication for any reason, and could see properly. (T. 29).

Petitioner’s testimony regarding her work Accidents

Petitioner testified that the first incident occurred on October 23, 2012, when a
student was brought down to her office after a fight. The student was seven years old, in
first grade, and maybe weighed between 50-60 pounds. Petitioner testified that the
student punched her in the bridge of her nose, mouth and right ear and jaw. Petitioner
also testified that she flew back and hit her head on the wall and that she blacked out.
Petitioner testified that when she woke up, another staff member was in the room taking
the student away. Petitioner testified that she completed an incident or accident report.
(T. 16). Petitioner testified that she continued to work after this incident.

Petitioner testified that, on March 19, 2013, she was struck by another student
who was eight years old and weighed between 60-70 pounds. Petitioner testified that she
was in a classroom ad@inisﬁtering medication when a student punched her in in the middle
of her back, jumped on. her back and started punching her in the neck and back of the
head. Petitionér testified that as she tried to move she hit her forehead on the wall in the
front of the room and blacked out. (T. 20-22). Petitioner testified that she competed a

second accident report. (T. 22).

Accident Reports

On October 23, 2012, Petitioner completed an Employee’s Report of Injury. On
the form, Petitioner indicted that she was punched in the forehead, nose and right
temporal area or ear. Petitioner listed her pain areas as the cheek, ear, neck, and right

eye. (PX 1). A co-worker who witnessed the incident, Denise Polick, completed a
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statement. Ms. Polick stated that Petitioner was hit in the bridge of her nose, end of her
nose, and the area of her right ear. (PX 1). |

On November 16, 2012, Petitioner filed a police report with the Glendale Heights
Police Department for the October 23, 2012 incident. At that time, Petitioner reported
being punched once in the bridge of her nose, twice on the tip of her nose and three times
in the temporal area. Petitioner also reported hearing loss and her nose was swollen. (PX
Dt

On March 20, 2013, Petitioner completed an Employee’s Report of Injury for the
March 19, 2013 incident. On that form, Petitioner indicated that she was pushed on her
back, was hit her in the back of the head, and her head whipped back. Petitioner reported
that her head and neck were injured. Petitioner listed the areas of pain as the head, eyes,
ears and neck. (PX 1).

Medical Treatment

On October 23, 2012, Petitioner treated with Dr. Patel, of DuPage Medical Group.

At that visit, Petitioner reported being hit in the forehead, nose and ear. Petitioner
complained of right ear pain and decreased hearing. The examination of Petitioner’s head
showed no contusions, ecchymosis, and Petitioner’s facial bones were stable. The
examination of the right ear showed a central perforation of the tympanic membrane or
TM. Dr. Patel diagnosed a right ear perforation and he recommended Petitioner follow
up with an ENT. (PX 12).

On October 24, 2012, Petitioner was examined by Dr. Andrew Celmer, of the
Glen Ellen Clinic Department of Otolaryngology. At that visit, Petitioner complained of
right ear pain and hearing loss. Petitioner reported being struck in the head and nose by a
student. Dr. Celmer’s records state that Petitioner had no other complaints other than a
sore nose, Dr. Celmer assessed a right ear tympanic membrane (TM) tear and he
attempted to apply a patch, but Petitioner could not tolerate it. Dr. Celmer recommended
dry ear precautions and he believed the TM would likely heal on its own. A follow u;ﬁ
appointment was scheduled in six weeks. (PX 3).

"1 The Arbitrator notes that Pelitioner’s Report of Injury, Police Report and witkess statementdonot 77 777 7

indicate that Petitioner struck her head on a wall and blacked out.
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On December 5, 2012, Petitioner returned to Dr. Celmer who noted that
Petitioner’s symptoms remained unchanged. Dr. Celmer’s records state that Petitioner
had no other complaints. Dr. Celmer indicated that Petitioner would likely need a
tympanoplasty and he referred Petitioner to Dr. Hsu. (PX 3).

On December 14, 2012, Petitioner was seen by Dr. Gregory Doefler, DDS.
Petitioner reported being struck by a client, on October 23, 2012, and she felt a pop in her
ear and, after a few hours, her jaw stiffened up. Petitioner also reported a popping on her
right side. Dr. Doefler ordered a CT scan of the oral and maxillofacial structures which
showed no osseous or soft-tissues abnormalities. (PX 11).

On December 18, 2012, Petitioner started treating with Dr. Hsu, of the Glen Ellen
Clinic. At that visit, Petitioner reported hearing loss after being struck in the right ear,
Dr. Hsu recommended tympanoplasty and allograft reconstruction which was performed
on January 7, 2013, The operative findings revealed a 20% perforation. (PX 13)

Petitioner returned to Dr. Hsu on January 22, 2013, February 21, 2013 and March
7,2013, Dr. Hsu’s records state that Petitioner communicated well, was comfortable and
under no apparent distress. Petitioner complained of muffled hearing. Audiological
diagnostic testing was ordered for the following visit, (PX 13).

On February 13, 2013, Petitioner was examined by Dr. Sam Marzo, of Loyola
Medicine, pursuant to Section 12 of the Act, for evaluation of the right ear and head.
Petitic}n'ér' reported being s&u_ck multiple times with fists by a student. Petitioner reported
to Dr. Marzo that she was told by a neurologist that she had post-concussive syndrome,
occipitai 'neizréllgia,_ tinnitus in both ears, and TMJ.2 Petitioner complained of a stiff jaw.

Dr. Ma.r_zb.asses;sed central rjerforation of tympanic membrane, post-concussion
syndrome, conductive hearing loss, subjective tinnitus and otogenic pain. Dr. Marzo
indicated that Petitioner’é ear pain and tinnitus should improve over time and Petitioner
should continue treaiing v}ith her neurologist for post-concussive syndrome and TMI.
(PX 16).

? The Arbitrator notes that Petitioner did not testify that she treated with a neurologist and was diagnosed
with post-concussive syndrome, occipital neuralgia, tinnitus or TMJ between October 23, 2012 and March
19, 2013. The Arbitrator also notes that Petitioner did not submit into evidence the records from Dr. Chang
or any other neurologist she treated with between October 23, 2012 and March 19, 2013,
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After the second incident, on March 19, 2013, Petitioner went fo the emergency
room at Central DuPage Hospital. At that time, Petitioner reported being pushed by a
student, and was punched in the back of the head near the base of her head. Petitioner
reported dizziness and nausea, The emergency room records indicated that Petitioner
reported treaﬁng with a neurologist, at DuPage Medical Group, for post~concussi_on
syndrome from an October head injury.’ The emergency room records state that
Petitioner teported “at work-shoved by a student, my head went back, then he went 1o
punch me again and he hit me in the back of the skull, 1 have post-concussion from
another student and have constant headaches which is worse now, I feel nauseated and
dizzy.” (PX 15). Petitioner reported suffering a “significant concussion” by Dr. Chang.
The emergency room records state that Petitioner did not suffer a loss of consciousness,
numbness, tingling or weakness anywhere. A CT scan performed which was negative.
The emergency room clinical impression was listed as no diagnosis found. (PX 15).

The emergency room records also state that patient had a new concussion with
post-concussive syndrome from a head injury a few months ago, and that she appears to
be also be suffering from PTSD from her first concussion. Petitioner was released from
the hospital, given a name of a neurologist and told to follow up with her primary care
physician. (PX 15).

On April 4, 2013, Petitioner was examined by Dr Sachin Mehta of Marianjoy
Medical Group. The medical records state the reason for the visit was post-concussive
(10/23/2012) and PTSD (3/19/2013). At that visit, Petitioner reported an initial traumatic
event in October 2012 when she was punched by a student between the eyes and on the
right side of her scalp. Petitioner reported suffering a ruptured tympanic membrane.
Petitioner also reported being diagnosed with post-concussion syndrome and that she was
been treating with Dr, Chang a neurologist* Dr. Mehta’s recordé show that Petitioner
complained of ongoing headaches, impaired balance, insomnia, mood issues and that she

returned to work. Petitioner reported that a second incident that occurred at work on

# The records from DuPage Medical Group do not show that Petitioner was treating with a newrologist for
past-concussion syndrome after Petitioner’s October 23, 2012 accident.

4The Arbitrator notes that Petitioner did nof testify that she treated with Dr. Cheng, 4 ncurclogist, was ™~
diagnosed with post-concussion syndrome after the October 23, 2012 accident.
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March 19, 2013, Petitioner said she has hit from behind by a student, punched in the
occiput. (PX 8)

At this visit, Petitioner complained of trouble with “flipping letters, numbers,
directions™ calculating difficulties, being more irritable and less tolerant of her kids.
Petitioner also reported constant headaches and eye twilching. Petitioner reported feeling
nervous, anxious, and feeling fatigued most of the day. Petitioner said that she was
advised that she has PTSD. Dr. Mehta noted that Petitioner reported feeling a loss of
control over her life because she was working 37 hours a week, attending classes 2-6
hours a week, her husband was not working and was on disability and not helping around
the house, and that she was the primary caregiver for her children. Dr. Mehta diagnosed
post-concussion syndrome, neurobehavioral deficits/neurocognitive, impaired balance,
insomnia, anxiety/depression/PTSD, chronic post-concussion headaches. (PX 8)

On April 15, 2013, Petitioner was seen in the emergency room of Glen Oaks
Hospital. The records state that Petitioner was well until 12:30, in the afternoon, when
she developed a right-sided headache and numbness on the left side of her tongue and left
lips. Petitioner also reported numbness in her left arm and left leg. The records state that
Petitioner has a history of migraines with atypical aura of “flashing light” and that she
takes Topamax, 73 mg twice daily, and prophylaxis, and butalbital. The emergency room
records show that Petitioner reported being punched in the face, in October, and
eﬁperiencing a brief loss of consciousness. The records also show that Petitioner reported
susté;ining a second head injury, in March, after being hit from behind. The emergency
rooin records show that Petmener reported headaches, frequent nausea, postural dizziness
and dxfﬁculty wﬁh balance since October of 2012. CT scans taken of the brain were
normal. Petitioner was told that she could increase her Topamax to 100 mg twice daily.
Petitioner was diagnosed with migraine syndrome (PX 14).

On Aprai 22 2013, Petitmner was seen by Dr. Nina Jordania, MD, of the
psychiatry d_epartment. of Behavzorai Health Services at Central DuPage Hospital. At that
time, ?étitionét-.'repox;téd a h-isiory of two consecutive con{:usSibns Dr. Mehta refereed
Pet:tloner to Dr. Jordama for the treatment of Petmoner s anxiety. At that visit,
Petitioner reported that smce her first concussion she had been expenencmg constant

headaches, with photo and phonophcbia, axm/’eibow tmglmg, can’t focus, can’t sleep,
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nausea, twitching, sadness, fear, unable to drive due to poor balance, irritability, and
worrying.® Petitioner also reported ringing in her ears like sirens in her head. Dr.
Jordania noted that Petitioner past medical history included mild depression, anxiety,
celiac disease and that she is allergic to glutens which cause nausea and vomiting, Dr. .
Jordania diagnosed Petitioner with anxiety due to post-concussion syndrome, PTSD,
post-concussion syndrome and insomnia due to PTSD. (PX 5).

On June 6, 2013, returned to Dr. Hsu. At that time the audiogram was taken
which showed normal hearing. At that visit, Petitioner reported that she was treating with
a neurologist and at Marianjoy. Petitioner complained of headaches, balance problems,
and ringing in both ears. Dr. Hsu released Petitioner from care. (PX 13).

On July 18, 2013, Petitioner returned to Dr. Jordinia reporting a significant
reduction of headaches after switching to Dexakote from Topamax. {PX 6).

On July 31, 2013, at the recommendation of Dr. Mehta, Petitioner sought
counseling services from Steve Cromer, LCPC, at Pathways Psychological Services. Mr.
Cromer provided individual counseling to Petitioner until July 1, 2015. Mr. Cromer
reported that Petitioner was depressed, overwhelmed, exhausted, sad and angry and he
related Petitioner’s inability to work was due fo fears and symptoms of PTSD. (PX 5).

On August 19, 2013, Petitioner was examined by Dr. Nancy Landre, a licensed
clinical psychologist who is board certified in clinical neuropsychology, pursuant to
Section 12 of the Act. At that visit, Petitioner reported being stuck by a 7-year-old in the
nose and right temporal/ear area on October 23, 2012. Petitioner reported seecing her PCP
and ENT (Dr. Celmer) and undergoing an audiological evaluation on March 7, 2013,
which showed normal hearing sensitivity and excellent speech discrimination abilities.
Petitioner also reported she later developed persistent tinnitus which her treating doctor
opined was unrelated to her hear injury. (RX 1).

Petitioner reported that after returning to work she started to experience
heédaches', jaw pain, fevér, and dizziness. Petitioner advised Dr. Landre that she starfed
seeing Dr. Rikert, whom she previously treated with for headaches. Peﬁtioner also

advised Dr. Landre that she started to experience eye twiiching, nausea, sleep

3 Dr. Jordania’s records do not indicate that Petitioner was treating with Dr. Patel prior to the October 2012
© for raigraties and that she previously experienced symptoms of headaches, blurry vision, facial nundbness
and tingling, sensory changes, fatigue, and episodes of being unable to talk.
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disturbances and other post-concussive symptoms. Petitioner reported that she was
symptomatic but continued to work until March 3, 2013. On that day, Petitioner reported
that she was pushed from behind by a second grader. Dr. Landre noted the Employer’s
Report of Injury, states that Petitioner was pushed from behind causing her to stumble but
she did not fall or strike her head on anything. Dr. Landre also noted that Petitioner
treated at Central DuPage Hospital and those records showed that Petitioner did not
report a loss of consciousness, a CT scan taken that day was normal, and her examination
was found to be unremarkable. Petitioner was discharged with no diagnoses being found.
{(RX 1).

Dr. Landre noted that Petitioner said that she stopped working after the second
incident and that she was referred to Dr. Mehta, Marianjoy, by Dr. Cheng and another
neurclogist, which she sought a consultation.’ Dr. Landre indicated that Petitioner
underwent a neuropsychological evaluation with Dr. Nancy Devereux, on May 1, 2013,
who found Petitioner’s cvaluation to be invalid. Dr. Landre noted that Dr. Devereux
determined that Petitioner significantly under-reporting her mental/personal problems
while over-reported her somatic and cognitive problems. Dr. Landre noted that Dr.
Devereux recommended a treatment plan for PTSD, which Petitioner declined. Dr.
Landre also noted that Petitioner’s past medical history included migraines, left ear
tympanoplasty, significant psjfchiatric history for treatment of depression, anxiety, sleep
disorder with psychotropic medications dating back to 2009. (RX 1),

' Dr. Landre noted that Petitioner .failed_ several stand-alone and embedded validity
measures. Dr Landre stated that Pétiﬁoﬁér sﬁd\xed significant elevated scores on self-
reported méasurés i_niénded té identify maiinge_riﬁg and her scores showed marked
symptom over~répérting. Dr. Landre noted that Petitioner’s cognitive tests were not valid
bgt:apse they portray her much more impaired than she was. Dr. Landre opined that
Petitioner’s self-reporting injuries related symp_tomatoiégy was not credible. Dr. Landre
also found Petitioner’s performénce on sfénd&fd cognitive results were improbably low,
at a level i:ypic’aﬁ_y seén in patients with severe brain mjuries or advanced dementia. (RX

1.

& Petitioner did not subsnit inte evidence the records of Dr. Cheng or the other neurologist which she sought
a consultation.
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Dr. Landre opined that Petitioner’s cognitive tests results and responses to self-
reporting measures reflect probable symptom magnification. Dr. Landre further opined
that Petitioner does not need further treatment and that any complaints she has would be
driven by factors unrelated to ber injuries. Dr. Landre opined that Petitioner’s complaints
were not causally related to her work injuries but were being maintajf;ed by other factors
such as work avoidance or possible financial renumeration. Dr. Landre also opined that
Petitioner could return to work full duty without restrictions. (RX 1).

On August 27, 2014, Petitioner returned to Dr. Jordaia who indicated that
Petitioner scored 30/30 on a MMSE. Dr. Jordania’s records state that the test was not
useful, in Petitioner’s case, to detect cognitive defect. Petitioner continued to treat with
Dr. Jordania until May 11, 2016. (PX 6). _

Petitioner returned to Marianjoy on September 20, 2016 and was seen by Dr.
Sayyad’s nurse practitioner, Sylvia Duraski. Petitioner reported a return of headaches.
The medical records state that Petitioner was alert, oriented, appeared to be smiling more
and was more optimistic. Petitioner was given the names of potential psychiatrists to
follow up since Dr. Jordania left the area. Petitioner was encouraged to continue taking
classes she enjoys so she will be more successful. Petitioner was advised to return in six
months or sooner should a problem arise. Petitioner did not retum for additional
treatment. (PX 4).

On December 31, 2014, Dr. Obolsky performed a Forensic Psychiatric
Examination, pursuant to Section 12 of the Act. The forensic psychiatric evaluation was
performed to assess Petitioner’s reported mental health as a consequence of the
Petitioner’s work accidents. The forensic psychiatric evaluation consisted of over 36
hours of record review, forensic psychiatric interview, forensic psychological and
cognitive testing and data analysis. (RX 3).

Dr Obolsky opined that Petitioner’s complaints of subjective trauma-related
mental, emotional, and cognitive symptoms were not reliable. In his report, Dr. Obolsky
stated that the objective evidence does not support Petitioner’s reported subjective
complaints. Dr. Obolsky opined that Petitioner was malingering (i.e. symptom
exaggeration for secondary gain) and that she suffers from avoidant dependent and

-compulsive personality features not causally related to her work accidents. (RX 3).
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1n his report, Dr. Obolsky opined there was no objective evidence that Petitioner’s
work accidents caused any clinically significant mental, emotional or cognitive
dysfunctions. Dr. Obolsky noted that Petitioner endorsed over 40 current assorted
symptoms involving various bodily systems on medical psychiatric questionnaires, Dr.
Obolsky stated that, on the forensic psychological testing, Petitioner exaggerated somatic
and cognitive complaints consistent with malingered neurocognitive dysfunction and she
also inconsistently magnified her psychiatric symptoms.

Dr, Obolsky stated that that Petitioner’s reported posttraumatic symptoms during
the forensic psychiatric interview but her description of some of the pathognomonic
posttraumatic siress disorder symptoms were phenomenologically inauthentic. Dr.
Obolsky noted that Petitioner’s performance on forensic psychological testing was
erratic. Dr. Obolsky stated that Petitioner made deliberate and unsophisticated attempts
to represent herself in an unrealistically virtuous way on the MMPI-2 test. (RX 3).

Dr. Obolsky determined that Petitioner made non-credible over report of
psychiatric, cognitive and physical symptoms. In the report, Dr. Obolsky noted that five
months after Petitioner’s second work injury, Dr. Landre noted that Petitioner failed
symptoms validity testing and she displayed abnormat performance on multiple
peurocognitive tests. Dr. Obolsky further noted that Dr. Landre assessed malingering
after Petitioner’s neurocognitive and psychological tests results were found invalid
because of ﬁmltipie failed symptoms validity indicators and evidence of over reporting on
self-reporting in_easures. (RX.3).

Dr Obolsky opined that the results of two neuropsychological evaluations don’t
offer objective evidence of me_ntai, emotional or cognitive symptoms of post-concussion
syndrome. Dr. Obolsky further opined that Petitioner did not develop post-traumatic
stress disorder due to her work accidents and Petitioner could return to work full duty.
(RX 3). ,

Sﬁrveillance .

Begi'nr_xing April 24, 2013 and énd_ing through May 7, 2017, on six separate dates,

Respondent'coﬁducted surveillance of Petitioner. During the surveillance, Petitioner was

observed opening her front door, carrying a garden hose and two rakes, putting items into

10
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a trash container, carrying a bag of trash, shipping at a store and pushing a shopping cart,
getting mail and carrying empty bags and sitting and walking in a playground. (RX 6).

Evidence Depositions

Dr, Sayvad/Treating physician i .

Dr. Sayjrad_ tes'tiﬁeé by evidence deposition on March 1, 2017. (PX 10). Dr.
Sayyad testified that she did not see the Petitioner until January 30, 2014 because she
previously treated with her partner, Dr. Mehta. (PX 10).

Dr. Sayyad testified that Petitioner complained of light and sound sensitively,
lightheaded, and had problems with attention, membry, concentration, dizziness. Dr.
Sayyad testified that Petitiongr reported to the nurse that she also had ringing in both ears,
vision concemns, blurred vision in the left eye and headaches. Dr. Sayyad testified that
Petitioner said her symptoms were the result of post-concussion syndrome and PTSD as a
result of being punched in the head in October of 2012. (PX 10).

Dr. Sayyad testified that she last saw Petitioner on September 20, 2016 and, at
that time, Petitioner had a much brighter affect, was smiling and appeared more
optimistic and her speech was fluent. Dr. Sayyad testified that his partner had diagnosed
Petitioner with post-concussion syndrome, PTSD, nenrocognitive deficits associated with
PTSD, post-concussion syndrome and post-traumatic headaches. Dr. Sayyad opined
there was a connection between the Petitioner being punched in the head and her
diagnoses. Dr. Sayyad testified that her opinion was based upon her medical judgment
and that you need a pretty significant trauma to the head to have a diagnoses of post-
concussion syndrome and the associated symptoms. (PX 10),

Dr. Sayyad also opined that, as of September 20, 2016, Petitioner was unable to
work because her headaches had not completely resolved and because her condition was
not stabilized since Petitioner was still looking for a new psychiatrist. (PX 10).

On cross-examination, Dr. Sayyad testified that she had not reviewed any of
Petitioner’s neurdpsychdiégical testing, Dr. Sayyéd acknowledged ordering
neuropsychological testing; on January 6, 2015, which was not completed in more than
two years. (PX 10). __

Dr. Sayyad testified that she only reviewed the medical records from Marianjoy

~and she-was not aware that Petitioner suffered form headaches in 2007. Dr. Sayyad

1%
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further testified that she could not give an opinion as to Petitioner’s current condition
because she had not examined Petitioned in over two years. (PX 10).

Dr. Nancy Landre/Section 12 Examiner

Dr. Nancy Landre was deposed on March 9, 2017. Dr. Landre is a clinical
psychologist specialty trained in neuropsychology, Dr. Landre testified that she sees
patients in the areas of dementia, learning disabilities, ADHD, head injuries and other
neurological disorders. Dr. Landre testified that she was the clinical neuropsychologist
that consulted with the level one trauma center at Lutheran General Hospital in the
traumatic brain injury program. (RX 2)

Dr. Landre testified that Petitioner’s past medical history was significant for
migraines, which Petitioner attributed to fluorescent lights in her work place, left ear
tympanoplasty, depression, anxiety, sleep disorder, and celiac disease. Petitioner’s
depression and sleep disorders dated back to 2009. (RX 2)

Dr. Landre testified that Petitioner reported being struck by a 7-year-old student
and that she did not lose consciousness, but she did feel dizzy and saw stars. Petitioner
was diagnosed with a right TM perforation and she had surgery on January 17, 2013. Dr.
Landre noted that an audiogram, taken 2 months later, showed normal hearing sensitivity
and excellent speech discrimination ability in the ear. Dr. Landre testified that Petitioner
reported complé_ining_ of tinnitus, but her doctor opined that it was unrelated to her injury
and discharged Petitioner ﬁom care. (RX 2)

Dr. Landre' testiﬁed" that Petitioner reported a second accident, occurring on
March 19, 2013, when she was pushed from behind by a second-grade student. Petitioner
teported that she bneﬂy lost her baldnce but she did not fall or strike her had on
anything. Petmonek was . treated at Central DuPage Hospital. Dr. Landre testified that
Central DuPage Hespztal records showed t}_:xat Petitioner’s exammataon was
unremarkabie, and a CT scan was negatlve _ Petitioner reported being referred to Dr.
Mehta, at Mananjoy, who dxagnosed post’cohcussicn syndrome and recommended the
outpatient brain injury day rehab program at Mar:anjoy (RX2)

Dr. Landre testxﬁed that, on May 1, 2013, Petitioner saw Dr. Devereux who
determined that Petitioner showed insufficient effort and performance during symptom

validity tcsting. Dr. Landre ’éestiﬁéd_ that she also conducted neuropéychoiogiéal testing

12
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and her findings, just as Dr. Devereux findings, also showed problems with Petitioner’s
effort and credibility régarding sélf»report of injury related symptomé. Dr. Landre noted
that Dr. Deverelix recommended a highly effective treatment for PTSD which Petitioner
declined. The treatment involved exposure to work. Dr. Landre _testiﬁed that one of the
best available treatments for PTSD is expésure'to work, Dr. Landre testified that when
asked about returning to work, Petitioner responded that thinking about returning to work
made her feel nauseous. (RX 2) _

Dr. Landre testified that one of the best measures of symptom validation tests is
the MMPI (Minnesota Multiphasic Personality Inventory). Dr. Landre testified that
Petitioner failed a number of the symptom validity tests which showed that Petitioner was
over-reporting her symptoms. (RX 2) _ |

Dr. Landre testified that Petitioner’s cognitive test and psychological tests results
were found not to be valid for interpretation because the tests did not provide reliable or
valid estimate of what was really going in those domains. Dr. Landre testified that on
some of the performance validity tests, Petitioner performed worse than patients with
severe dementia in a hospital setting. (RX 2)

Dr. Landre testified that there is a predictable pattern of performance with mild
head injuries, and Petitioner’s patterns of deficits were not consistent with those
predictable patterns. Dr. Landre testified that she would never expect to see someone
with severely negative impaired spatial abilities, like Petitioner, or someone with
moderately impaired fine motor skills, like Petitioner, in a case involving a mild head
injury. Dr. Landre testified that she would not expect to see any effect at all on fine
motor skills. (RX 2)

Dr. Landre’s opined Petitioner’s symptoms are related to malingering. Dr. Landre
testified that she based her opinion upon the test results, Petitioner’s failure on both
performance and symptoms validity measures, Petitioner’s poor ﬁndfng on the s_téndérd
neuropsychoio‘gical indices and inconsisténcies' between self-reported and what we knéw
about the nature and course of recovery frﬁm concussions. (RX 2)

Dr. Landre alsb opined. that Petitioner’s current condition were related to
symptom magnification. Dr. Landre testified that she was unable to provide a valid

estimate of Petitioner’s true cognitive or emational status based upon the testing because -~ -
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of Petitioner’s insufficient effort during testing and symptom exaggeration. Dr. Landre
opined that Petifioner’s true functioning status was within normal limits based upon
Petitioner attending college, passing classes, and driving without restrictions. (RX 2)

Dr. Landre opined that based upon the test results, history of reported symptoms
Petitioner’s co.mplaints is being maintained by secondary gain, work avoidance or
financial compensation. (RX 2)

Dr. Obolsky/Section 12 Examiner
Dr. Obolsky’s evidence deposition occurred on April 10, 2017. Dr. Obolsky is

board certified in general and forensic psychiatry. Dr. Obolsky testified that Petitioner
did not report a loss of consciousness, mental status changes or post-traumatic amnesia
when she described her work accidents which, he said, was consistent with the
emergency room findings. (PX 4).

Dr. Obolsky testified that Petitioner said she reported, after the March incident,
that she was experiencing dizziness, nausea, slurred speech, confusion and nonreactive
pupils. Dr. Obolsky testified nonreactive pupils are present post-traumatically when you
have a very sever traumatic brain injury are signs of virtual death. Dr. Obolsky testified
that had a patient presented to the emergency room with nonreactive pupils and slurred
speech the emergency room would have taken life saving measures and, if such
symptoms existed, it would had been documented in the emergency room records. Dr.
' Obolsky noted that the emergency room records indicated that Petitioner’s speech was
not siﬁrre_d, her pupils were equal in diameter and reactive to light, and she was not
confused and was alert and oriented in all spheres. (PX 4).

Dr. Obolsky te;stified that Petitioner is a medical professional who has some
medical education and she may know the term nonreactive pupils, but most lay people do
not. Dr. Qﬁolsky tesfi_ﬁ.ed that the use of these terms reflects a conscious exaggeration of
sym’;itoni. (PX 4). _ o

. Dr Obél_sky also testified that Petitioner reported her jaw was knocked out of
place and she had jaw Sy‘mptoms after the first incident. Dr. Obolsky testified that
4, Petiii_ori_er’s jaw symptbtﬁs d:d not apfaear in any médicai records until Febr‘uary. 6, 2013,
three and a half months after the October 2012 event. Dr. Obolsky testified that this
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shows that Pet_iti.one# is purposefully not giving a clear history of her illness suggesting
symptom exaggeration. -(PX 4.

Dr. Obolsky testiﬁed that, after reviewing the resuits from the psychological
testing, Petitioner is nﬁsatfr'ibutingcausation. Dr. Obolsky testified that Petitioner is.
piling up every symptom she can think of, whether it’s present or not, and she claims they
are all caused by either the first or second injury. Dr. Obolsky testified that Petitioner is
misattributing causation of her physical symptoms to an event for which she could
receive compensation.which is malingering. (PX 4).

Dr. Obolsky testified that Petitioner reported that she started to experience
memory difficulties after the March 2013 incident. Dr. Obolsky noted that the first time
Petitioner reported memory difficulties was during the IME, with Dr. Lnadre, on March
7, 2013, one week before the March incident. Dr. Obolsky testified that, at that time,
Petitioner reported that she did not know what country or town she was in. Dr. Obolsky
testified that one must have a very significant traumatic brain injury not to know that you
are in United States or Chicago. (PX 4).

Dr. Obolsky testified that a neurologist, Dr. Cheng, performed an evaluation of
Petitioner on February 7, 2013, one week before she was examined by Dr. Levine, and
also performed a mental status exam which found Petitioner to be alert, oriented in all
spheres and her memory, attention and concentration was normal. Dr. Obolsky testified
that, based upon Dr. Cheng’s examination, one month before Petitioner’s second
accident, her mental state was normal. Dr. Obolsky testified that this issue is significant
because it shows that Petitioner did not have any cognitive symptoms after her first injury
and it also shows that Petitioner started lying before the second accident. (PX 4).

Dr. Obolsky testified that the way traumatic brain injuries work is that something
happens, your brain is bruised, and you, immediaiely, develop symptoms and, over time,
the symptoms improve. Dr.Obolsky testified that the symptoms should steadily improve
and resolve within 3 months of the event. (RX 4). _ |

Dr, Obdlsky further testified that after reviewing all of the physical symptoms
reported and Petitioner’s complaints listed in the questionnaire Petitioner endorsed over

50 separate physical complaints. Dr. Obolsky opined that both Dr. Devereux and Dr.
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Landre’s neurocognitive testing shows that Petitioner malingered, exaggerated cognitive
complaints and her subjective cognitive complaints are untrustworthy. (RX 4).

Dr. Obolsky testified that Dr. Devereux’s neuropsychological testing, performed
on May 1, 2013, six weeks after the second work accident, shows that Petitioner was
malingering her symptom. Dr. Obolsky testified that on the RBANS test, Petitioner
performed in the lowest .01 percentile and her scores were the same as people with severe
end-staged dementia. Dr. Obolsky testified that the RBANS test is a cognitive test of
memory, concentration, attention, and executive functioning. Dr. Obolsky opined that the
MMPI-2 test showed that Petitioner was exaggerating her physical symptoms. (RX 4).

Dr. Obolsky further opined the VSV'T showed that Petitioner was a malinger. Dr.
Obolsky testified that a person is who is a malinger will perform well on the part of the
VSVT they believe is easy and will do poorly on the part of the test they believe is hard.
Dr. Obolsky testified that both parts of the test are of equal difficuity. Dr. Obolsky
testified that Petitioner performed in a valid range on the perceived easy part of the test
and she performed in the questionable range on the perceived hard part of the test. (RX
4).

Dr. Gbolsky diagnosed malingering with avoidant dependent and compulsive
personality features. Dr. Obolsky testified that his diagnoses were based upon the review
of the medical records, performance of psychological testing, review of the psychological
neurocognitive tests and his interview with Petitioner. (RX 4).

Dr. Obolsky opined that Petitioner did not suffer any post-traumatic disorder
based upon the totality of the data which included the medical records, psychological
testing, and neurocognitive testing. Dr. Obolsky testified that symptoms were missing to
diagnése PTSD. Dr Obolsky testified that Petitioner’s intrusive symptoms were not
autﬁentic her avoidance symptofns were inconsisterﬁ, and her hyperarousal symptoms
were not authenuc Dr. Obolsky opined that if is inappropriate to diagnose PTSD in this
case, because Petltzoner was an untrustworthy reporter of ber symptoms, she
misattributes the causation, m;sreports symptoms and she mampuiates symptoms (PX 4).

Dr Obolsky further testified that Petitioner’s credlbzhty, as a historian of her own
symptoms, is undermmed significantly because she clearly ma_i.mgenng. Dr. Obolsky

testified that it is inappfopriate to diagnose PTSD under such conditions. Dr. Obolsky
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noted that Petitioner refused PTSD treatment offered by Dr. Devereux and the people
who diagnosed PTSD did not treat Petitioner as if she had PTSD. (RX 4).

Dr. Obolsky also opined that Petitioner did not suffer a concussion in either work
accident. Dr. Obolsky testified to be diagnose with a concussion you have to exhibit one
of the four symptoms immediately after the physical force is applied to the head. Dr.
Obolsky testified to be diagnosed with a concussion, you must, immediately, develop a
Joss of consciousness or merit_ai state changes or post-traumatic amnesia or focal
neurological signs. Dr. Obolsky testified that Petitioner did not immediately develop any
of the four symptomé for both incidents. (RX 4).

Dr. Obolsky opined that Petitioner did not develop any condition of mental ill-
being causally related to either the Qctob'_er 23,2012 or March 19, 2013 work events. Dr.
Obolsky further opined that Petitioner does not require additional medical care and she
could return to work full duty, without restrictions. (RX 4).

Petitioner’s Education

Petitioner testified that afier the March 19, 2013 accident she started to take
classes at College of DuPage. In May of 2019, Petitioner received an associate degree in
applied science and human services for addiction counseling. Petitioner testified that the
degree takes two years to complete. Petitioner testified that she also has an associate
degree in in general studies and she is certified as an emergency medical technician, both
earned prior to 2012, (T. 34).

Petitioner’s Current Complaints

Petitioner testified that she still suffers sleeping problems, dizziness, when she
stands up too quickly, and the tinnitus causes ringing in her ears which gets louder when
she gets iight-héa&ed. _Petitioh.er testified that she gets anxious when the ringing gets
louder, Petitionér testified that she gets tingly everywhere. very dizzy and she needs to
lay down. Petitioner testified that she gets nervous around a lot of people in new
situations and she needs to know whose around. Petitioner testiﬁed that she gets anxious
in grocery stores and needs to find landmarks when going to the park, so she could find
her car. (T.36-38). |

The Arbitrator does not find the testimony of Petitioner to be credible.
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Conclusions of Law
The Arbitrator adopts the above Findings of Fact in support of the Conclusions of
Law as set forth below. The claimant bears the burden of proving every aspect of her
claim by a preponderance of the evidence. Hutson v. Industrial Contmission, 2231 App.
3d 706 (1992},

In support of the Arbitrator’s decision related fo issue (F): Is Petitioner’s Current

Condition of 1 [l-Being Causailg Connected to the Accidental Injuries of November
23,2012, the Arbltrator makes the folkowmg €0 nciusmns'

Accidental i mjurles need not be the sole cause of the Petitioner’s current condition
of ill-being as long as the accidental injuries are a causative factor resulting in the current
condition of ill-being. Sisbro, Inc. v. Industrial Cammz‘ssion, 207 T1L.2d 193 (2003).

The Arbitrator finds, after reviewing all of the evidence, that Petitioner has proven
by the preponderance of the evidence, that her perforated right eardrum and neck pain
was causally related to the October 23, 2012 accident.  The Arbitrator further finds that
Petitioner failed to prove by the preponderance of the evidence that she sustained a
concussion, post-concussion syndrome, PTSD, TMI, tinnitus, occipital neuralgia,
anxiety, migraines are causally related to the October 23, 2012 accident.

The Arbitrator finds the Petitioner’s testimony was not credible. The Arbitrator
notes that Petitioner was not diagnosed with a concussion, post-concussion syndrome nor
did she report ahy cbn’c’ﬁssion related symptoms to Dr. Patel, Dr. Celmer or Dr. Hsu.
Petiti'oner reported to Dr. Patel that she was only experiencing ear pain and hearing loss.
When Petltmner saw Dr. Celmer on October 24, 2012 dnd December 5, 2012, Petitioner
only compiamed of nght ear pam and a sore nose. Dr. Celmer’s record_s _state that
Pettttcmer had no other com;ﬂamts Petltlonfn did not report any concﬁésion related
symptoms to Dr. Hsu when she saw hun on December 18, 2012, !anuary 22, 2013,
February 21,2013 an& March 7, 2013 (PX }3)

Peutloner test;ﬁed that durmg the October 23, 2012 1n<:1dent she hit her head on
the wall and blacked out. (’I-‘_ . 14-15). The Employee’s Report of Injury, completed by
P.e.titisoﬁer, does nbt_ sféte that she hit ﬁei' head on a wall and blaqked_ out. Peﬁ_f_,ioner
repdrte& iny pain in tﬁc ear, cheé_k, righi eye on the Employee’s Report of Injury,

Denise Polick, a co-worker who completed a witness statement, indicated that Petitioner
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was hit on the nose and right ear. Ms. Polick’s report did not state that Petitioner struck
her head on the wall and that she blacked out. On November 16, 2012, Petitioner filed a
police report. The report states that Petitioner complained of hearing loss and swelling
on the nose. The police report did not state that Petitioner struck her head on a wall and
she blacked out. (PX 1). The Arbitrator finds the Employee’s Report of Injury, police
report and medical histories given to Drs. Patel, Celmer and Hsu to be consistent and
conflict with Petitioner’s trial festimony.

Petitioner did not report any headache symptoms or concussion related symptoms
until she saw Dr. Marzo, on February 13, 2013, who performed a Section 12
examination. The Arbiteator notes that Petitioner did not report to the medical providers
that she struck her head struck a wall and blacked out. The Arbitrator also notes that
Petitioner did not provide complete medical histories to various doctors regarding her
preexisting symptoms, many of which were the same or similar symptoms Petitioner
attributed to her work incident. Internal inconsistencies in a claimant’s testimony, as well
as conflicts between the claimant’s testimony and medical records, may be taken to
indicated unreliability. Gilbert. V. Mariin & Bayley/Hucks, 08 TL.W.C. 004187 (llL.
Indus. Comm’n., 2010).

Petitioner testified that prior to the October 23, 2012 incident she was not taking
medication for any reason and could regularly exercise. Petitioner’s medical records
show that Petitioner treated with Dr. Patel, on April 16, 2012, and was proscribed
Topamaz and told to reduce her use of Fioricet. At that time, Petitioner reported that the
severity, intensity and frequency of her headaches was increasing. Petitioner reparted
othér symptoms such as fatigue, blurry vision, facial numbness and tingling and difficulty
completing sentences. Two years earlier, Petitioner was complaining of migraines,
tingling involving the left side of her face, eye, tongue, necks and down her arm as well
as blurry vision in the left eye and that she is very fatipued even with minimal activity.
The Arbitrator ﬁnd_s that Petitioner’s tesﬁmouy regarding the condition of her health prior
to the October 23, 2012 incident was not credible, '

The Arbitrator finds the opinions of Drs. Landre and Obolsky to be persuasive.
The Asbitrator does not find the opiniens of Drs. Sayyad, Mehta, Jordania to be

~ persuasive. The Arbitrator also does not find the diagnoses, related to concussion, post- -
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concussion syndrome and PTSD, in the Central DuPage Hospital medical records to be
persuasive. The Arbitrator finds that those opinions were based upon inaccurate histories
or information provided by Petitioner. It is axiomatic that the weigh accorded an expert
opinion is measured by the facts supporting it and the reasons given for it; an expert
opinion cannot be based on guess, surmise, or conjecture. Wilfert v. Retirement Board,
318 Hl. App.3d 507, 514-515 (First Dist. 2000).

Petitioner advised Dr. Mehta that she was previously diagnosed by a neurologist,
Dr. Cheng, with a concussion and post-concussion syndrome. Petitioner did not place
Dr. Chang’s records into evidence. The Arbitrator notes that none of Petitioner’s imitial
treating physicians diagnosed a concussion, post-concussion syndrome, TMJ or PTSD
after the October 23. 2012 incident.

The Arbitrator finds that Petitioner failed to prove that she sustained a concussion
or post-concussion syndrome after the October 23, 2012 incident. The medical records of
Drs. Patel, Celmer, and Hsu do not support that Petitioner suffered a concussion or post-
concussion syndrome after the October 23, 2012 incident nor do the records reference
that Petitioner experienced concussion related symptoms. Dr. Celmer’s records state that
Petitioner had no other complaints other than ear pain and hearing loss.

The Arbitrator does not find the testimony of Dr. Sayyad to be persuasive. Dr.
Sayvyad testified that he was not aware the Petitioner previously treated for headaches and
he did not review Petitioner’s neuropsychological testing and he only reviewed
Petitioner’s medical records from Marianjoy. The Arbitrator notes that Dr. Sayyad could
not offef an opinion as to 'Peti_tioner’s current condition of ill-being because he had not
examined Petitioner in more than two years.prier. to his testimony.

| The Ai_'b_itrator finds the opinions of Drs. Landre and Obolsy persuasive. The
Arbitrator n_()t'es that both doctors reviewed Petitioner’s medical records, examined
Petitioner,. and reviewed her neurépsychoiogicai testing. Dr. Obolsky diagnosed
Petitik_)'nze.r as malingerer. Dr. Oﬁbisky opined that Petitioner did not suffer PTSD. Dr.
Obois_ky based his opinion ug_mn the medi'ca_i reéa‘fds, psychological testing and
neurocognitive fésting.. Dr. Obolsky testified that the neurocognitive testing showed that
Pétition_er was malingering and exaggeraﬁng her cogﬁitive complaints. On the RBANS

test, Petitioner scored in the .01 percentile similar to people who are in severe end-state
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dementia. The Arbitrator notes that at the time of the testing, Petitioner was taking and
passing college classes. Dr, Obolsky testified the MMPI-2 test showed that Petitioner
was exaggerating her physical symptoms.

-Dr. Obolsky also opined that Petitioner did not suffer a concussion or post-
concussion 'syndm.me. Dr. Oboisky testified that Petitioner dxd not have any of the four
symptoms néeded to properly diagnose a concussion. Dr. Obolsky testified to diagnose a
concussion you must immediately exhibit one of four sympmms (ie. loss of
consciousness, mental state changes‘ post-traumatic amne51a or focal neurological signs).
Dr. Obolsky found that Petitioner dxd not have any of the four symptoms 1mmedxately
after either work accident, _

Dr. Landre opined that Petitioner’s complaints were not causally related to her
work injury and were béing maintained by other factors such work avoidance or financial
renumeration. Dr. Landre opined that Petitioner’s perfomnanée on some of the standard
cognitive test were improbably low and were at a level typically seen in patients with
severe brain injuries or advanced dementia.

Dr. Landre also Qpihe_d that Petitioner’s complaints and course of recover, with
delayed onset of many symptoms, and little or no improvement and/or worsening of
alleged injury-related symptomatology are inconsistent with her injuries. Dr, Landre
opined that Petitioner’s cogmtwe tests and results and responses to self~repomng
measures reflect probable symptom magnification. (RX 1).

Dr. Sayyad testified that when Petitioner started treating at Marianjoy she
complained of blurred vision in the left eye, headaches, sensiﬁvity to light and problems
with attention and memory all the result of being punched in the head in October of 2012.

On April 16, 2012 and August 23, 2010, prior to the October 23, 2012 incident,
Petitioner reported symptoms of blurry vision in the left eye, migraines increasing in
frequency and durétion; sénsory cﬁanges, tingling down ihe left side of her face,
difficulty talking and felt fatigued. (PX 12) _ '

The Arb'itréfor' notes the symptoms Peﬁﬁoner*s claims were related to her October
23, 2012 incident existed prior that m(:Ident and that Peht;oner failed 10 fully report these
preexisting symptoms to her treating phy31c1ans The Arbitrator further finds that
- Petitioner’s actions supports the opinions of Dr. Obolsy who testified that after reviewing-
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the results from the psychological testing, Petitioner was misattributing causation
Petitioner was piling up every symptom she can think of, whether it’s present or not, and
claim they were all causéd by either the first or second injury. (PX 4).

In sugg_rt of the Arbntrator § decision relating to issue, {J), has Respondent paid all
appropriate charges for all reasonable and necessarv medica! services, the
Arbitrator finds the followmz facts:

An examination of the bills in petitioner's medical bills exhibit reveals that all
medical bills related to the October 23, 2012, incident are satisfied. (PX 9). Therefore,
petitioner is awarded no additional benefits for unpaid medical bills. Jd.

In support of the Arbitrator’s decision relating to issue, (1), what is the nature and
extent of the injury, the Arbitrator finds the following facts:

Section 8.1b of the Tllinois Workers' Compensation Act ("Act") addresses the
factors that must be considered in determining the extent of permanent partial disability
for accidents occurring on or after September 1, 2011. 820 ILCS 305/8.1b (LEXIS
2011). Specifically, Section 8.1b states:

For accidental injuries that occur on or after September 1, 2011,
permanent partial disability shall be established using the following
criteria:

(a) A physician licensed to practice medicine in all of its branches
preparing a permanent' partial disability impairment report shall report the
level of impairment in writing. The report shall include an evaluation of
medically defined and professmna}iy appropriate measurements of
impairment that include but are not limited to: loss of range of motion;
loss of stmngth, measured atrophy of tissue mass consistent with the
:mury, and any other measurements that establish the nature and extent of
the impairment. . The most current edition of the American Medical
Association’s “Guides to the Evaluation of Permanent Impairment” shall
be used. by the physw:an in determmmg the level of i 1mpalrment

)] In detemumng the ]evel of pezmanent pamal disability, the
Cormmssmn shail base 1ts determmatxon on the failomng factors

iy the reported levei ofi impaxrment pursuant to subsection (a);
(i) the ‘occupation of the injured employee,
(iii) the age of the empioyee at the time of the injury;
(iv) the employee's future earning capacity; and
(v) evidence of disability corroborated by the treating medical
records. No single enumerated factor shall be the sole determinant
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of disability. In determining the level of disability, the relevance

and weight of any factors used in addition to the level of

impairment as reported by the phys:man must be explamed ina

written order., Id.

Cons:denng these factors in light of the evidence submztted at trial, the Arbitrator
addresses the factors del ineated in the Act for detemumng permanent partial dlsabihty

With regard to subsection (i) of Secnon 8. lb(b) the reported level of i impamnent
pursuant 1o Section 8. 1b(a), the Asbitrator notes that neither party submitted into
evidence an AMA impairment rating. Thus, the Arbitrator considers the parties to have
waived their right to do s0 and assi gns no weight to this factor. |

With regard to subsection (ii} of Section 8.1b(b), the occupation of the injured
employee, the evidence estabi.iéhed that Petitioner was a health assistant in a school with
children with behavior disorders and physic.al limitations. As Such, it is reasonable 1o
assume, Petitioner would continue to be at risk of being hit or struck by a child with
behavior issues. Therefore, the Arbitrator find that this factor increases the amount of
permanency.

With regard to subsection (iii) of Section 8.1b(b), the age of the employee at the
time of the injury, the evidence established that Petitioner was 35 vears old on the date of
the accident. As employees age, the body becomes less capable of recovering from
injuries as someone younger than Petitioner. As such, the Arbitrator finds that this factor
only slightly increases the amount df Permanency.

With regard to subsection (i.v} of Section 8.1b(b), Petitioner's future
earnings capacity, the Arbitrator finds that Petitioner is capable of returning to work
without restrictions but that has not for reasons unrelated to her work accident. As such,
the Arbitrator finds that this factor has no impact upon the amount of permanéncy

With regard to subsection (v) of Section 8.1b{(b), evidence of dlsabﬂ:ty
corroborated by the treatmg medical records, Petitioner festified to symptoms unrelated to
her work accident. The Arbitrator finds that Petitioner’s testimony, regarding evidence of
disabii_ity,.wals not ca_rroboratéd by.the treating medical records. Petitioner suffered a
20% perforation of i:er eafdrun_l, which was repaired. Tests conducted weeks after the

surgery show that Petitioner’s hearing was normal. Petitioner did make some soft-tissue
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complaints of pain involving ber neck and nose. As such, the Arbitrator finds that this
factor lessens the amount of permanency.

In consideration of the factors enumerated in Section 8. 1b, which does not simply
require a calculation, but rather a measured evaluation of all five factors of which no
single factor is conclusive on the issue of permanency, the Arbitrator finds that Petitioner
suffered permanent partial disability of 10% loss of use of man as a whole pursuant to
Section 8(d)(2) of the Act, at the applicable minimum permanent partial disability rate,
for this date, of accident of $319.00.

In support of the Arbitrator’s decision relating to issue, (N), is Respondent due any
credit, the Arbitrator finds the following facts:

Pursuant to the agreement made by the parties on the record at the
commencement of this trial, the Arbitrator elects to apply Respondent's credit for the
permanent partial disability advance to Petitioner's other case, 13 WC 13676, as the

Parties assumed it may have greater permanency value.
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STATE OF ILLINOIS )
) SS:
COUNTY OF DUPAGE )

BEFORE THE ILLINOIS WORKERS’ COMPENSATION COMMISSION

JACLYN WELLMAN,

Petitioner,

VS. NO: 13 WC 13676
IWCC: 21IWCC0403

CASE: GLENWOOD ACADEMY,

Respondent.

ORDER OF RECALL UNDER SECTION 19(f)

A Petition under Section 19(f) of the Illinois Workers’ Compensation Act to Correct
Clerical Error in the Decision and Opinion on Review dated August 9, 2021 has been filed by
Respondent herein. Upon consideration of said Petition, the Commission is of the opinion that it
should be granted.

IT IS THEREFORE ORDERED BY THE COMMISSION that the Decision and Opinion
on Review dated August 9, 2021, is hereby vacated and recalled pursuant to Section 19(f) for
clerical error contained therein.

IT IS FURTHER ORDERED BY THE COMMISSION that a Corrected Decision and
Opinion on Review shall be issued simultaneously with this Order.

SEPTEMBER 7, 2021

DJB/mck 1s/_Deborat V). Baker
43 Deborah J. Baker




13 WC 13676

Page 1
STATE OF ILLINOIS ) |:| Affirm and adopt (no changes) |:| Injured Workers’ Benefit Fund (§4(d))
) SS. |:| Affirm with changes |:| Rate Adjustment Fund (§8(g))
COUNTY OF DUPAGE ) |:| Reverse |:| Second Injury Fund (§8(e)18)
[ ] PTD/Fatal denied
|X| Modify Causal Connection, |X| None of the above
Medical, TTD, PPD
BEFORE THE ILLINOIS WORKERS’ COMPENSATION COMMISSION
JACLYN WELLMAN,
Petitioner,
VS. NO: 13 WC 13676

IWCC: 21IWCC0403
CASE: GLENWOOD ACADEMY,

Respondent.

CORRECTED DECISION AND OPINION ON REVIEW

Timely Petition for Review having been filed by Petitioner herein and notice given to all
parties, the Commission, after considering the issues of whether: the date of accident is correct,
the benefit rates are correct, the wage calculations are correct, Petitioner’s current condition of ill-
being is causally connected to the accident, Petitioner is entitled to medical expenses both
previously incurred and prospective, Petitioner’s previously incurred medical treatment was
reasonable and necessary, Petitioner is entitled to temporary disability benefits, Petitioner is
entitled to permanent disability benefits, and “clerical errors,” and being advised of the facts and
law, modifies the Decision of the Arbitrator as set forth below and otherwise affirms and adopts
the Decision of the Arbitrator, which is attached hereto and made a part hereof.

I. HISTORY & SUMMARY

Petitioner filed two claims alleging injuries while employed by Respondent: 13 WC 13675
(acute trauma on October 23, 2012); and 13 WC 13676 (acute trauma on March 19, 2013). Both
matters were consolidated for hearing. At the hearing, the parties stipulated that both accidents
arose out of and in the course of her employment with Respondent. The Arbitrator thereafter issued
two separate decisions.
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13 WC 13676
Page 2

In case no. 13 WC 13675, the Arbitrator found Petitioner’s perforated right eardrum and
neck pain were causally related to the undisputed October 23, 2012 accident where a student
punched Petitioner. The Arbitrator found further that Petitioner failed to prove she sustained a
concussion, post-concussion syndrome, PTSD, TMJ, tinnitus, occipital neuralgia, anxiety, and
migraines as a result of the October 23, 2012 accident. The Arbitrator found Respondent had paid
all associated medical bills and thus awarded no medical benefits. The parties stipulated that
temporary total disability (“TTD”) benefits were not at issue in this case. The Arbitrator found
Petitioner’s injuries caused a 10% loss of the person-as-a-whole pursuant to section 8(d)(2) of the
Act.

In case no. 13 WC 13676, the Arbitrator found Petitioner failed to prove she sustained a
concussion, post-concussion syndrome, PTSD, TMJ, tinnitus, occipital neuralgia, anxiety, and
migraines that were causally related to the undisputed March 19, 2013 accident where a student
pushed and hit Petitioner for a second time. The Arbitrator found Petitioner’s unspecified condition
had resolved as of August 19, 2013 based on Dr. Landre’s section 12 examination opinions and
awarded medical and TTD benefits through August 19, 2013. The Arbitrator further found
Petitioner’s injuries caused a 7.5% loss of the person-as-a-whole pursuant to section 8(d)(2) of the
Act. The Arbitrator noted the parties stipulated Respondent was entitled to a credit for TTD
benefits and an advance in PPD benefits totaling $14,507.77.

Petitioner filed a Petition For Review of both Decisions of the Arbitrator. On review,
Petitioner argues: (1) the conditions of post-concussion syndrome, PTSD, and insomnia due to
PTSD are causally related to one or both undisputed accidents; (2) Petitioner is owed additional
temporary total disability benefits; and (3) the permanent disability awards in both cases are
inadequate. Respondent did not file a Petition For Review of either case and did not challenge the
Arbitrator’s Decisions. Specifically, in case no. 13WC13675, Respondent did not challenge the
Arbitrator’s finding that “Petitioner has proven by the preponderance of the evidence, that her
perforated right eardrum and neck pain was causally related to the October 23, 2012 accident,”
and did not challenge the award of 10% loss of the person-as-a-whole.

The Commission agrees with the Arbitrator, in part, and finds Petitioner failed to prove
that the TMJ, tinnitus, and occipital neuralgia conditions were caused by either the undisputed
October 23, 2012 or the March 19, 2013 accidents. However, the Commission disagrees with the
Arbitrator, in part, and finds Petitioner proved by a preponderance of the evidence that: (1) the
undisputed accidents caused Petitioner to suffer concussions and post-concussion syndrome,
which resolved by July 18, 2013; (2) the undisputed accidents aggravated Petitioner’s migraines
and resolved by July 18, 2013; (3) the undisputed accidents caused Petitioner to suffer PTSD,
which resolved by September 20, 2016; and (4) the undisputed accidents aggravated and
exacerbated Petitioner’s anxiety and depression, which resolved by September 20, 2016.

II. ADDITIONAL FINDINGS OF FACT

In September 2007, Petitioner began working as a health assistant for Respondent,
Cooperative Association for Special Education (“CASE”)/Glenwood Academy. T. 10. Petitioner
explained Glenwood Academy includes kindergarten through 12th grade, and all the students have
a mental disability, physical disability, or behavioral problem. T. 13. Petitioner’s job was to
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provide for the health needs of the students: she administered medication as needed; prepared
health files for Individualized Education Plan meetings; and participated in daily or weekly
meetings with each student and his/her social worker, psychologist, and physician. T. 11. She
would accompany the students on certain field trips if medication issues made it necessary. T. 12.
Petitioner is trained in Crisis Prevention and Intervention, and she assisted students who had
trouble performing certain activities. T. 12. She was also a paraprofessional for the school, so she
assisted students during physical education and helped in classrooms that were short-staffed. T.
12.

On August 23, 2010, Petitioner presented to her family physician, Dr. Sapan Patel at
DuPage Medical Group’s Wheaton Medical Clinic. Petitioner reported numbness and tingling in
her left side face and arm for approximately three years. Petitioner also reported having severe
headaches on the left side with blurry vision, anxiety when her migraines progressed, and fatigue.
Dr. Patel diagnosed Petitioner with numbness and tingling, chronic left-sided headaches, and
fatigue and recommended that Petitioner undergo an MRI of the brain to rule out a mass or other
structural abnormality. Dr. Patel referred Petitioner to neurology for possible complex migraines.
On August 30, 2010, Petitioner underwent an MRI of the brain which was within normal limits.
Pet.’s Ex. 1; Pet.’s Ex. 12.

On April 16, 2012, Petitioner returned to Dr. Patel and reported that her migraines were
getting worse over the last couple of months and she experienced facial numbness, blurry vision,
tingling and sensory changes when she had severe migraines. Petitioner also reported a deep pain
in the head that she had not experienced before. Dr. Patel noted that she had no focal abnormalities
on a comprehensive neuro exam and diagnosed Petitioner with chronic migraines. Dr. Patel
recommended Petitioner undergo a CT of the brain and blood work, and adjusted Petitioner’s
medication, opining that one medication may have been contributing to Petitioner’s “rebound
symptoms.” Petitioner underwent the CT scan of the brain that same day, which was unremarkable.
Pet.’s Ex. 12.

The October 23. 2012 Undisputed Accident

The parties stipulated that Petitioner sustained an accidental injury arising out of and
occurring in the course of her employment on October 23, 2012. Arb.’s Ex. 1. Petitioner testified
she was exiting a classroom in the elementary wing, having just administered medication to a
student, when she encountered a classroom aide and another student in the hallway; the student
was yelling that he had been punched by a fellow student, and the aide was walking him to
Petitioner’s office to get an ice pack. T. 14. Petitioner explained the protocol is that students in any
kind of crisis are supposed to have three staff members with them, but the classroom aide left
Petitioner alone with the student and “when I was asking him how did this happen, how he was
hurt, he was yelling and swearing and then he started punching me.” T. 14. Petitioner explained
the student struck her with a fist using both hands. Petitioner also testified that the student punched
her on the bridge of her nose, in the mouth, in the right ear, and jaw. Petitioner testified that she
could not hear immediately after the student punched her in the ear. Petitioner testified further that
she hit hear head on the wall and blacked out after being punched. T. 15. Petitioner testified the
student was a first grader; he weighed 50 or 60 pounds and his height was below Petitioner’s



21IWCC0403
13 WC 13676
Page 4

shoulder level. T. 15-16. Petitioner is 5’1" and she weighed approximately 110 pounds at that time.
T. 16. Petitioner testified that she reported the incident. T. 16.

Petitioner sought medical care that day at DuPage Medical Group’s Wheaton Medical
Clinic where she was evaluated by Dr. Patel who had treated Petitioner previously. Pet.’s Ex. 12.
Dr. Patel memorialized that Petitioner reported being punched in the face by a student, with blows
landing on her forehead, nose, and right ear, and complained of ear pain and decreased hearing on
the right side. Pet.’s Ex. 12. The doctor noted Petitioner denied vision changes and loss of
consciousness. Pet.’s Ex. 12. Dr. Patel’s physical examination revealed no large contusions to the
head and facial bones stable to palpation, however the right tympanic membrane had a central
perforation. Pet.’s Ex. 12. Diagnosing a traumatic right ear perforation, Dr. Patel prescribed Cipro
ear drops and referred Petitioner for evaluation by an ear, nose, and throat specialist. Pet.’s Ex. 12.
At trial, Petitioner testified she continued working after the injury. T. 29.

On October 24, 2012, Petitioner was evaluated by Dr. Andrew Celmer, an otolaryngologist.
Pet.’s Ex. 3. Dr. Celmer noted Petitioner had been referred by Dr. Patel for right tympanic
membrane perforation. Pet.’s Ex. 3. Petitioner provided a consistent history of the altercation the
day before followed by sudden ear pain and hearing loss; Petitioner also indicated she was struck
in the nose and complained her nose was sore, but her breathing was unaffected. Pet.’s Ex. 3.
Following an examination, Dr. Celmer diagnosed traumatic right ear perforation with conductive
hearing loss as well as nasal trauma without evidence of fracture. Pet.’s Ex. 3. Dr. Celmer
attempted a paper patch myringoplasty, but Petitioner could not tolerate the procedure so the doctor
instead recommended dry ear precautions with the hope the tympanic membrane would heal on its
own. Pet.’s Ex. 3.

That same day, Petitioner completed an Employee Report of Injury. Pet.’s Ex. 1. Therein,
Petitioner memorialized that she was attempting to calm a student when he “punched me in the
forehead, nose, and [right] temporal area/ear.” Pet.’s Ex. 1. A witness statement prepared by
Denise Polick reflects Petitioner was struck repeatedly in the nose and the ear area. Pet.’s Ex. 1.

On November 16, 2012, the incident was reported to the Glendale Heights Police
Department. The report reflects Petitioner was punched three times in the nose and three times in
the temporal/ear area. Pet.’s Ex. 1. The responding officer memorialized Petitioner wanted to
document the incident but did not wish to pursue a complaint. Pet.’s Ex. 1.

On December 5, 2012, Petitioner was re-evaluated by Dr. Celmer, who noted dry ear
precautions had been unsuccessful: there had been no closure of the perforation and Petitioner had
persistent hearing loss and right ear pain. Concluding Petitioner likely required formal
tympanoplasty, Dr. Celmer referred Petitioner to Dr. Griffith Hsu for an otology consultation.
Pet.’s Ex. 3.

At trial, Petitioner testified that in the weeks after her accident, in addition to her ear
symptoms, she also had pain in her teeth and jaw. T. 18. Pursuant to a referral from Dr. Ismail,
Petitioner consulted with Gregory Doerfler, D.D.S., on December 14, 2012. T. 18. Dr. Doerfler
noted Petitioner complained of pain with function as well as “popping” on the right side after being
struck three times in the right side of the face; Petitioner did not lose consciousness but did slide
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to the floor, and over the next hours, her jaw stiffened up. Cone-bean CT dental imaging was
completed and was negative for significant osseous or soft-tissue abnormality, and Dr. Doerfler
indicated further imaging should be considered. Pet.’s Ex. 11.

On December 18, 2012, Petitioner was evaluated by Dr. Hsu. Upon examining Petitioner’s
tympanic membrane perforation and conducting an audiogram and tympanogram, Dr. Hsu
recommended proceeding with tympanoplasty. Pet.’s Ex. 13. On January 7, 2013, Dr. Hsu
performed a right tympanoplasty and right allograft reconstruction. Pet.’s Ex. 13. Post-operatively,
Petitioner attended routine follow-up appointments with Dr. Hsu.

On February 11, 2013, Petitioner was evaluated pursuant to §12 by Dr. Sam Marzo. T. 28-
29. Petitioner gave a history of being hit in the head with a fist multiple times in October 2012.
She was thereafter diagnosed with a perforated tympanic membrane and underwent a
tympanoplasty in January. She advised she was recently seen by a neurologist who diagnosed post-
concussive syndrome as well as occipital neuralgia and performed a nerve block, and Petitioner
had further been told she has TMJ. Upon examination and hearing tests, Dr. Marzo’s diagnoses
included central perforation of tympanic membrane; post-concussion syndrome; conductive
hearing loss, tympanic membrane; subjective tinnitus; otogenic pain; ear pressure; and
temporomandibular joint disorders, unspecified. Dr. Marzo noted Petitioner’s right ear appeared
to be healing nicely and recommended she undergo an audiogram as soon as it healed completely.
The doctor observed Petitioner’s pain and tinnitus should improve with time. Dr. Marzo further
recommended Petitioner continue TMJ treatment as well as neurologic management of her post-
concussive syndrome. Pet.’s Ex. 16.

At the March 7, 2013 follow-up with Dr. Hsu, Petitioner indicated she continued to
experience muffled hearing. On examination, Dr. Hsu observed Petitioner’s tympanic membrane
was intact; an audiogram revealed Petitioner’s right conductive hearing loss had resolved. Dr. Hsu
released Petitioner from care. Pet.’s Ex. 13.

That same day, March 7, 2013, Dr. Karen Levine performed a neurological evaluation of
Petitioner at Respondent’s request. The record reflects Dr. Levine opined Petitioner’s pre-existing
migraines could have been aggravated by the work injury, and the doctor recommended further
workup with an MRI; Dr. Levine’s diagnosis was mild post-concussion syndrome. Resp.’s Ex. 4.

The March 19, 2013 Undisputed Accident

The parties stipulated that Petitioner sustained a second accidental injury arising out of and
occurring in the course of her employment on March 19, 2013. Arb.’s Ex. 2. Petitioner testified
she was attacked while in an elementary classroom to administer medication:

And I went to one student to give him his medication; and I bent down to give it to
him and another thought that it was his turn for medication and it was not, so he got
angry and was yelling and swearing at me and he ran out of the classroom. So the
classroom assistant ran out after him and I could not leave the room with the other
students in it, they can’t be alone. So I finished what I was doing with the other
students and their medication, and the student that ran out of the room came back in
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the room running and swearing at me. And my back was to the area he was coming
from. He punched me in the middle of my back, jumped on my back, started
punching me in the neck and in my head, the back of my head. And I tried to get
him off me and he kept punching me, and I hit the wall in the front and blacked out
and had to have somebody walk me to my office. I couldn’t walk straight. T. 21-22.

The student was eight years old and weighed 60 or 70 pounds; he punched Petitioner with both
fists. T. 22. Petitioner explained her forehead and face hit the wall before she blacked out. T. 22.

Petitioner sought treatment that day at the Central DuPage Hospital emergency room where
she was seen by Kerri Manning, PA-C, and Joseph Boyle, D.O. The records reflect Petitioner
presented with a chief complaint of concussion and provided the following history:

The patient is a 35-year-old female who comes in today after an injury at work. The
patient in October was punched by a student at an alternative school, where she
works at and sustained a pretty significant concussion with a ruptured tympanic
membrane. She supposedly suffers from postconcussive syndrome and has been
under the care of Dr. Cheng of neurology. She continues to have headaches and
some occipital neuralgia. The patient has been back at work and today was hit from
behind by a student and punched in the occiput. Has worsening head pain and
dizziness as well as nausea at this time. There is no loss of consciousness, no
numbness, tingling, or weakness anywhere. The patient took Fioricet with no relief
of her pain. Pet.’s Ex. 15.

Examination findings included normocephalic and atraumatic head; pupils equal, round, and
reactive to light; and Petitioner was alert and oriented to person, place, and time with normal mood
and affect. After diagnostic workup, Dr. Boyle’s impression was as follows:

Pt with neg. CT. Pt with new concussion. Unfortunately, the pt. Has [sic] post-
concussive syndrome from a head injury a few months ago. Pt seems to be suffering
from PTSD from first concussion. Pt met with social worker who assisted with f/u
for this pt. Pt given new neurologist as well. Pet.’s Ex. 15.

Petitioner was authorized off work for the remainder of the week and discharged with instructions
to follow-up with her primary care physician. Pet.’s Ex. 15. Petitioner testified she has not worked
since the March 19, 2013 accident. T. 30.

The next day, March 20, 2013, Petitioner completed an Employee’s Report of Injury.
Petitioner memorialized that a student ran into the classroom “and pushed me in the back and hit
the back of my head, my head whipped back,” and identified injuries to her head, neck, back, and
another concussion. Pet.’s Ex. 1.

Petitioner testified that while she was under the care of Dr. Cheng, she underwent some
injections. Ultimately, however, Dr. Cheng referred her to Marianjoy for further evaluation and
treatment with a brain injury specialist. T. 24.
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On April 11, 2013, Petitioner consulted with Dr. Sachin Mehta at Marianjoy Medical
Group. The records reflect Petitioner’s chief complaint was post-concussion neuro behavioral
deficit, neuro cognitive deficit, impaired balance, visual spatial, headache, and insomnia. The two
work injuries were detailed in the history of illness and Petitioner’s current symptoms were as
follows:

She [complains of] TROUBLE WITH “FLIPPING LETTERS, NUMBERS,
DIRECTIONS”, CALCULATING DIFFICULTIES. HER HUSBAND NOTED
THAT SHE WROTE “NAVERPILE INSTEAD OF NAPERVILLE.” SHE
STATES SHE IS MORE IRRITABLE, LESS TOLERANT OF HER KIDS [sic]
ACTIONS. SHE [CONTINUES TO COMPLAIN OF] CONSTANT
[HEADACHES] AND [BILATERAL] EYE TWITCHING. SHE RECEIVED AN
[RIGHT] OCCIPITAL NERVE BLOCK BY DR. CHANG [sic] WHICH
IMPROVED THE [RIGHT] EYE TWITCHING BUT ONLY HELPED
[HEADACHE] FOR 3-4 DAYS.

HER MOOD IS DOWN. SHE FEELS NERVOUS AND ANXIOUS. SHE
STATES SHE HAS BEEN TOLD SHE HAS PTSD. SHE [COMPLAINS OF]
FEELING FATIGUED MOST OF THE DAY AS WELL AS JITTERY.
APPETITE IS POOR AND SHE MUST FORCE HERSELF TO EAT BUT THEN
DEVELOPS NAUSEA.

SHE FEELS LOSS OF CONTROL OVER HER LIFE. IN ADDITION TO
WORKING 37 HOURS/WEEK, SHE WAS ALSO ATTENDING CLASSES 2-6
HOURS/WEEK. HER HUSBAND IS ON DISABILITY AND CANNOT WORK
OR HELP MUCH RUN THE HOUSE. SHE IS THE PRIMARY CAREGIVER
FOR HER CHILDREN. Pet.’s Ex. 8 (Emphasis in original).

The Post-Concussion Physical Exam findings included tenderness to the neck/upper back and right
occipital nerve, decreased neck range of motion, slow and guarded gait, abnormal balance, and
mild convergence deficits; cognition findings included recent and remote memory intact, lethargy,
anxiety, depression, and flat affect. Petitioner was noted to be anxious and tearful throughout the
examination. Dr. Mehta’s assessment was post-concussion syndrome, neurobehavioral
deficits/neurocognitive, impaired balance, insomnia, anxiety/depression/PTSD, and chronic post-
concussion headaches. The treatment recommendation was multifaceted. For the post-concussion
syndrome, Dr. Mehta recommended enrollment in the post-concussion day rehab program with
therapy for vestibular dysfunction, visual-spatial deficits, and neurocognitive deficits; a
neuropsychology evaluation prior to initiating therapy to assist with coping and validity
assessment; and a neuro-optometry evaluation for visual-spatial deficits. Noting Petitioner had a
pre-existing history of mild depression likely exacerbated by multiple assaults/concussions, Dr.
Mehta referred Petitioner to Dr. Jordania, a neuropsychiatrist, and to neuropsychology to address
Petitioner’s depression/anxiety. Dr. Mehta prescribed Nortriptyline, Xanax, and Melatonin for
Petitioner’s insomnia; Ritalin for her daytime fatigue; and Nortriptyline and Fioricet for headaches.
Finally, Dr. Mehta authorized Petitioner off work and directed her not to drive. Pet.’s Ex. 8.

On April 15, 2013, Petitioner presented to the Glen Oaks Hospital emergency room
complaining of an onset of left paresthesia and altered speech 20 minutes prior. Dr. Daniel
O’Reilly consulted and noted Petitioner had developed a right-sided headache followed shortly
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thereafter by numbness on the left side of her tongue and lip with some slurred speech and then
developed numbness in her left arm and her left leg. It was further noted Petitioner had a prior
history of being punched in the face with brief loss of consciousness in October as well as a second
assault in March, and she was in treatment for post-concussion syndrome, which she described as
headache which was constant since October, frequent nausea, postural dizziness, and difficulty
with her balance. Petitioner was worked up for possible stroke with a CT and MRI of the
head/brain; when the testing was negative for TIA, Petitioner was discharged with instructions to
follow-up with her neurologist and primary care physician. Pet.’s Ex. 14.

On April 22, 2013, Dr. Nina Jordania performed an initial psychiatric evaluation of
Petitioner as recommended by Dr. Mehta. The record reflects Petitioner reported headaches with
photo and phonophobia, jumpiness and nervousness, and feeling very anxious and fearful dating
back to her first concussion. Petitioner also reported poor balance, difficulty focusing, fear of being
alone with strangers, nightmares, constantly rewinding the events, hypervigilance, as well as
multiple somatic symptoms. Dr. Jordania’s assessment was anxiety due to medical condition (post-
concussive syndrome) and PTSD, insomnia due to PTSD, and post-concussive syndrome. Dr.
Jordania discussed psychoeducation strategies and adjusted Petitioner’s medications. Pet.’s Ex. 6.

In late April and early May, Respondent conducted surveillance of Petitioner. The
Commission has reviewed the video offered into evidence as Respondent’s Exhibit. 6.

On April 30, 2013, Petitioner commenced therapy through Marianjoy’s day rehab program.
Over the next several weeks, Petitioner attended approximately twice weekly occupational,
physical, and speech therapy. Pet.’s Ex. 7.

At the May 16, 2013 follow-up appointment with Dr. Mehta, Petitioner reported she was
making progress with therapy; she continued to have constant right-sided headache but was
learning strategies to manage the pain. Dr. Mehta noted the therapy staff reported Petitioner’s
headaches were slightly improved, her overall balance was better, her tolerance for eye movements
was improved, and she had improved attention and executive functioning, especially with
structured tasks with breaks. Dr. Mehta further noted Petitioner underwent a neuropsychological
evaluation with Dr. Devereux, and Petitioner indicated there were problems with computer color,
which could affect Petitioner’s performance. Dr. Mehta spoke with Dr. Devereaux, who indicated
Petitioner performed on the test as poorly as someone who has Alzheimer’s although she does not
function in her daily life as someone who does have Alzheimer’s disease. Dr. Mehta adjusted
Petitioner’s Ritalin dosing and directed Petitioner to continue with the comprehensive day rehab
program as well as follow-up with Dr. Jordania. Pet.’s Ex. 8.

Over the next weeks, Petitioner underwent further therapy at Marianjoy and also saw Dr.
Jordania, who adjusted Petitioner’s medication. Pet.’s Ex. 6.

On June 6, 2013, Petitioner presented to Dr. Hsu; the record reflects Dr. Celmer requested
the consultation to evaluate Petitioner’s complaints of balance problems, ringing in both ears, and
decreased hearing on the right. A hearing assessment was performed and revealed a slight decrease
to thresholds compared to the March 17, 2013 assessment. Dr. Hsu’s assessment was tinnitus most
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likely secondary to concussion and unspecified hearing loss. Petitioner was directed to return if
her symptoms failed to improve. Pet.’s Ex. 13.

Petitioner was discharged from speech therapy on June 13, 2013. The speech language
pathologist documented Petitioner demonstrated independent use of strategies. Pet.’s Ex. 7. The
next day, June 14, Petitioner was discharged from occupational therapy. The discharge summary
reflects Petitioner had achieved all therapy goals but had remaining impairments and limitations:

[Patient] with good progress in OT meeting all goals set at evaluation. Patient has
demonstrated a steady improvement in her ability to return to IADL and community
level tasks by implementing strategies learned in OT to reduce stimulation and
reduce exacerbation of post concussive symptoms. [Patient] demonstrates
improved ocularmotor function with only mild impairment with movements to
outer areas of the visual field only rarely. Patient is now able to turn her eyes and
head to see her full environment without increased symptoms during her sessions
in the clinic. Patient still fatigues more quickly than baseline but with good planning
she can manage this to maximize her productivity. Her area of greatest limitation is
still in navigating a large, busy area in the community for tasks that require greater
amounts of visual scanning and locating items such as during grocery shopping.
[Patient] also does still have headache pain although it is more manageable at a
4/10 or less most times. Pet.’s Ex. 7.

On June 21, 2013, Petitioner underwent a driver rehabilitation evaluation at Marianjoy.
The occupational therapist opined Petitioner demonstrated the necessary skills for independent
driving and no further sessions were indicated. Pet.’s Ex. 5, Pet.’s Ex. 7.

Petitioner was re-evaluated by Dr. Mehta on July 2, 2013. Dr. Mehta noted Petitioner
completed the day rehab program and transitioned to a home exercise program; it was further noted
Petitioner finished seeing Dr. Devereux who diagnosed Petitioner with PTSD. Dr. Mehta
concluded Petitioner was steadily improving from a concussion standpoint but continued to have
significant PTSD symptoms. Dr. Mehta recommended Petitioner continue seeing Dr. Jordania for
medical management of her PTSD and also referred her to a psychologist specializing in post-
traumatic stress counseling. Pet.’s Ex. 5, Pet’s Ex. 8.

At the July 18, 2013 follow-up appointment with Dr. Jordania, Petitioner reported
significant improvement in her headaches, but her PTSD was still very symptomatic. She described
persistent fear of children and people in public places as well as fear of being attacked. Dr. Jordania
diagnosed anxiety due to medical condition (post-concussive syndrome), PTSD, and insomnia due
to PTSD, and adjusted Petitioner’s medications. Pet.’s Ex. 6. On July 23, Dr. Jordania authored a
letter indicating Petitioner was unable to work due to post-concussion symptoms. Pet.’s Ex. 5.

Pursuant to Dr. Mehta’s referral, Petitioner sought treatment at Pathways Psychology
Services; the initial consultation with Steve Cromer, L.C.P.C., took place on July 31, 2013.
Diagnosing PTSD and concussions - beat up at work, Cromer recommended individual therapy to
address Petitioner’s PTSD and fear/anxiety. Pet.’s Ex. 5. Petitioner attended therapy sessions with
Cromer for the next several months. Pet.’s Ex. 5.
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On August 19, 2013, Dr. Nancy Landre performed a neuropsychological evaluation
pursuant to §12 at Respondent’s request. Dr. Landre’s report reflects Petitioner’s performance on
the symptom validity assessment was abnormal, indicating the cognitive test results were not valid
for interpretation as they likely portrayed her as much more impaired than she was. Dr. Landre
noted Petitioner’s level of performance on some standard cognitive indices was improbably low,
at a level typically seen in patients with severe brain injuries or advanced dementia. Dr. Landre
concluded as follows: “Available evidence, therefore, suggest that factors other than the injury
itself underlie Ms. Wellman’s continued complaints. Petitioner is capable of resuming full-time
work activity without any restrictions at this time. No further recommended treatment.” Resp.’s
Ex. 1.

A week later, on August 26, 2013, Dr. Mehta authored a note indicating Petitioner
remained under his care for post-concussive syndrome complicated by post-traumatic stress
symptoms and was unable to return to work. Pet.’s Ex. 5.

Over the next two months, Petitioner remained off work and attended counseling sessions
with Cromer and follow-up appointments with Dr. Mehta and Dr. Jordania. At the November 4,
2013 re-evaluation with Dr. Mehta, Petitioner reported continuing difficulties with headaches,
dizziness with certain movements, and anxiety; Petitioner described experiencing agoraphobia,
flashbacks, and trouble sleeping, with occasional nightmares. Petitioner advised the doctor that
she hoped to return to work but was unable to go back to her previous job, and she inquired about
other options. Dr. Mehta directed Petitioner to continue seeing Dr. Jordania and her counselor, and
ordered a vocational assessment:

We did write an order for vocational counseling to assess her current condition. She
is unable to return to her previous job. I would like her to have some idea as to other
options that she can tolerate. She has significant PTSD, which may prevent her
from returning to the previous job. She also continues to have some
neurobehavioral, neurocognitive deficits at this time. Therefore any type of return
to work, she would need a full neuropsychology battery. Pet.’s Ex. 8.

The doctor further documented he was leaving Marianjoy, and Petitioner’s care would thereafter
be overseen by Dr. Sayyad. Pet.’s Ex. 8.

On November 11, 2013, Petitioner met with Ken Skord, M.S., C.R.C., for a vocational
rehabilitation consultation. Skord documented Petitioner’s vocational history included EMT
certification, certified phlebotomist, CNA, certification to perform school vision and hearing
screenings, and licensed cosmetologist; Petitioner additionally had paramedic training and had
nearly completed an AA degree in science. Pet.’s Ex. 7. Vocational barriers were identified as
post-traumatic stress disorder, ruptured eardrum, hand tremors, migraine headaches, jaw problems,
eye problems, depression, and anxiety. Petitioner reported she wished to work again but expressed
significant fears and concerns about returning to work to her current employer or similar work.
She indicated she was contemplating applying for a part-time position as a breast-feeding
counselor assisting women who want and need training, as she has interest and previous training
in this area. Skord encouraged Petitioner to contact him if she wished to pursue formal vocational
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evaluation and counseling and provided her with a resource for finding volunteer opportunities.
Pet.’s Ex. 7.

Follow-up appointments with Dr. Jordania and counseling sessions with Cromer continued
through the end of 2013 and into 2014. On January 30, 2014, Petitioner presented for an initial
evaluation with Dr. Anjum Sayyad. Dr. Sayyad noted Petitioner’s past medical history was
significant for post-concussive syndrome with posttraumatic stress disorder, associated with
neurobehavioral deficits. Petitioner recently had her Ritalin increased and reported improvement
in her attention and concentration; however, she continued to have poor sleep, light and sound
sensitivity, hypervigilance, memory problems, and dizziness with position changes. Dr. Sayyad’s
impression was ADL mobility dysfunction with neurocognitive and neurobehavioral deficits
associated with post concussive syndrome and PTSD. The doctor recommended continued
treatment with Dr. Jordania and authorized Petitioner to remain off work. Pet.’s Ex. 4.

Over the next several months, Petitioner underwent regular counseling with Cromer and
attended routine follow-up appointments with Dr. Jordania and Dr. Sayyad. Pet.’s Ex. 5, Pet.’s Ex.
6, Pet.’s Ex. 7. In May 2014, Petitioner reported she completed two classes but did not feel that
she did well. Dr. Sayyad’s nurse practitioner, Sylvia Duraski, APN, encouraged Petitioner to take
another class, indicating speech therapy could be ordered to assist with Petitioner’s attention and
memory deficits. When Petitioner followed up on September 4, 2014, she reported she had taken
additional classes but failed both; APN Duraski directed Petitioner to continue treatment with Dr.
Jordania and counseling with Cromer, and also ordered speech therapy to help Petitioner in her
classes. Petitioner was to remain off work and neuropsychological testing was ordered to assess
whether Petitioner was ready to return to work. Pet.’s Ex. 4, Pet.’s Ex. 8.

The recommended therapy evaluation took place on November 13, 2014. The therapist
concluded Petitioner required skilled speech language pathology services to facilitate functional
cognitive communication skills to enable safety and independence with daily tasks and
responsibilities at home, in the community, and at work. A course of three sessions per week for
four to six weeks was recommended. Pet.’s Ex. 7. Petitioner started therapy on November 25, 2014
and continued through the end of the year.

On December 31, 2014, Dr. Alexander Obolsky issued a report summarizing the
psychiatric examination of Petitioner he conducted pursuant to §12 at Respondent’s request.
Petitioner had undergone testing at Dr. Obolsky’s direction on April 29, 2014 and met with him
on May 16, 2014. Dr. Obolsky concluded Petitioner exhibited malingering as well as avoidant,
dependent, and compulsive personality features. Dr. Obolsky opined there was no objective
evidence that Petitioner’s “alleged work events caused clinically significant mental, emotional, or
cognitive dysfunction.” Resp.’s Ex. 3. The doctor indicated that during the forensic psychiatric
evaluation, Petitioner did not present with behavioral symptoms of anxiety, distress, or avoidance
when describing the alleged traumatic events, and she had no difficulties with recall, describing
events in detail, and showed neither anxiety nor hyperarousal when recalling and discussing these
events. In contrast, on the medical psychiatric questionnaire, she endorsed over 40 current assorted
symptoms involving various bodily symptoms, and on forensic psychological testing, Petitioner
exaggerated somatic and cognitive complaints and inconsistently magnified psychiatric symptoms.
Dr. Obolsky opined Petitioner’s observed behaviors during the two days of the evaluation were
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incongruent with her self-reported subjective complaints. Dr. Obolsky further felt Petitioner’s self-
report of subjective symptoms was unreliable due to her reporting inauthentic, exaggerated, and
inconsistent symptoms. Dr. Obolsky opined Petitioner had been exaggerating her various mental,
emotional, and cognitive complaints “as far back as several weeks after the alleged second injury.”
Resp.’s Ex. 3. Dr. Obolsky believed Petitioner exhibited “life-long maladaptive avoidant,
dependent, and obsessive-compulsive personality features.” Resp.’s Ex. 3. Dr. Obolsky concluded
as follows:

...Ms. Wellman reports multiple and various subjective mental, emotional, and

cognitive symptoms. Her self-report is unreliable as evidenced by exaggeration of

symptoms, inconsistencies, and discrepancies noted above. There is no objective

evidence to support presence of reported symptoms and the alleged causal

connection of such symptoms to the work events in 2012 and 2013. On the other

hand, Ms. Wellman exhibits a life-long personality features [sic] that interfere with

her interpersonal functioning leading to dysthymia, anxiety, worries, fears, and

somatic complaints. Ms. Wellman has decided not to return to her employment, she

is claiming mental, emotional, and cognitive symptoms as justification for

remaining off work. Resp.’s Ex. 3.

Dr. Obolsky further concluded Petitioner did not develop post-traumatic stress disorder due to the
work events. Resp.’s Ex. 3.

Follow-up treatment with Dr. Jordania and Dr. Sayyad and counseling with Cromer
continued into 2015. On April 21, 2015, Petitioner was re-evaluated by Dr. Jordania. Dr. Jordania
memorialized that upon Petitioner’s initial presentation, Petitioner’s symptom complex included
problems with sleep, constant headaches with photo and phonophobia, nervousness, heightened
anxiety, inability to focus, memory difficulties, nightmares, fear of everything, ringing in her ears,
vision problems, and inability to drive due to poor balance. Petitioner’s current symptoms were
noted to be headaches with increasing sensitivity to different stimuli as the day progresses,
persistent ringing in the ears, improved palpitations, and continuing jumpiness but without
automatically assuming that it is a bad thing. The doctor observed Petitioner was “very disturbed
by the review of independent Neuropsychological evaluation concluding that her presentation and
symptoms do not meet the criteria of PTSD not postconcussive syndrome, diagnosing her with
Malingering and Somatization.” Pet.’s Ex. 6. Upon discussing Petitioner’s cognitive and mood
status, Dr. Jordania concluded Petitioner had “achieved MMI with the present medication
regimen.” Pet.’s Ex. 6. Dr. Jordania’s assessment remained anxiety due to medical condition (post-
concussive syndrome), PTSD, and insomnia due to PTSD; the treatment plan was to “keep her
meds as is and add amantadine.” Pet.’s Ex. 6.

On July 7, 2015, Petitioner followed up at Marianjoy. The record reflects Petitioner’s
symptoms were unchanged. Pet.’s Ex. 4.

In early 2016, Respondent obtained a labor market survey. Resp.’s Ex. 5. The February 29,
2016 report indicates appropriate vocational goals for Petitioner include claims clerk, receptionist,
collections clerk, hospital-admitting clerk, radio dispatcher, administrative clerk, customer service
clerk, home attendant, and teacher aide. The wage range for those positions within a 50-mile radius
was $12.00 to $23.00 per hour. Resp.’s Ex. 5.
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Petitioner’s next follow-up visit at Marianjoy occurred on March 25, 2016. Petitioner
reported her headaches were under control since Dr. Jordania increased her Depakote dose;
Petitioner continued to get headaches but they did not occur until evening, though the side effect
of Depakote was Petitioner got tired in the afternoon. Petitioner further advised she recently
resumed taking classes and was enrolled in a criminal investigation class as well as a grief therapy
class; she reported the grief class was helping with her PTSD. After discussion with Dr. Sayyad,
Petitioner was advised to try a small dose of Amanatadine to address her fatigue. She was
otherwise to continue with the treatment plan of ongoing follow up with Dr. Jordania and the
psychologist. Pet.’s Ex. 4, Pet.’s Ex. 8.

On May 18, 2016, Petitioner saw Dr. Jordania for the last time; the record reflects the
doctor advised Petitioner that she would be moving from the area. Dr. Jordania reiterated that
Petitioner remained at maximum medical improvement with her present medication regimen, and
discussed transitioning her care to another psychiatrist. Pet.’s Ex. 6.

The last medical visit in the record is the September 20, 2016 follow-up at Marianjoy.
Petitioner reported she started taking Amantadine as directed at the last visit and was much less
tired during the day. She further advised headaches on the right side of her head had returned, her
blood pressure was slowly climbing, and she was still looking for a psychiatrist to replace Dr.
Jordania. Petitioner reported that she was doing well in her classes and was taking more counseling
classes. The diagnoses on that date included post-concussion syndrome; major depressive disorder,
single episode, unspecified; posttraumatic stress disorder; posttraumatic headache, unspecified,
not intractable; insomnia, unspecified; and other symptoms and signs involving cognitive
functions. Dr. Sayyad’s nurse practitioner provided names of potential psychiatrists, adjusted
Petitioner’s Ritalin dose, encouraged Petitioner to continue taking classes, and directed Petitioner
to remain off work. Pet.’s Ex. 4, Pet.’s Ex. 8.

At trial, Petitioner described what she experienced from April 2013 to 2018. Petitioner
testified her vision and hearing were getting worse, balance was a problem, lights and noises would
cause ringing in her ears, and she became dizzy if she moved too fast. T. 27. There was a period
where she could not drive because she had diminished peripheral vision and depth perception in
her left eye. T. 27-28. Prior to her initial work accident, Petitioner exercised on a regular basis, did
not take medication for any reason, and could sleep, go running, use the stethoscope properly, and
see properly. T. 29.

Petitioner testified she returned to school at College of DuPage in 2017 and completed an
Associate Degree in Applied Science in Human Services for Addictions Counseling in May 2019.
T. 31-32. Petitioner described her time in college as difficult: “I had some roadblocks to try to
complete it. I had a lot of help with my professors and counselors and advisors at COD to help me
through. Marianjoy had given me an order for accommodations while I was in school.” T. 32.
Petitioner explained her accommodations included extra testing time, extra time for work, and a
private area to feel safe studying. T. 32. Petitioner had trouble “flipping numbers around” and
problems comprehending what she was reading. T. 33.

Petitioner described her current difficulties. She has problems sleeping and has nightmares
about “these issues occasionally.” T. 36. She gets dizzy and can lose her balance if she stands too
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quickly from a seated position. T. 36. She experiences loud ringing in her ears when she gets
anxious, which causes her to get “light-headed.” T. 36. She is sensitive to bright lights and she gets
nervous around a lot of people “in newer situations.” T. 36. She becomes anxious in public. T. 37.
She uses landmarks to remember where she parked her car because she has difficulty remembering
things when she gets nervous. T. 38. Petitioner takes multiple prescription medications: Lamictal
for migraines, Lexapro for depression, Buspar for anxiety, Ritalin for concentration, and potassium
to counteract cardiac side effects of her other medications. T. 35.

Depositions

The March 1, 2017 evidence deposition of Dr. Anjum Sayyad was admitted as Petitioner’s
Exhibit 10. Dr. Sayyad is board-certified in brain injury medicine as well as physical medicine and
rehabilitation. Pet.’s Ex. 10, p. 5-6. Dr. Sayyad is the residency director of the physical medicine
and rehabilitation medical residency program at Marianjoy Rehabilitation Hospital and is a former
medical director of Marianjoy’s inpatient and day rehabilitation brain injury program. Pet.’s Ex.
10, Dep. Ex. 1.

Dr. Sayyad testified she assumed Petitioner’s care when Dr. Mehta left the practice; Dr.
Sayyad reviewed Dr. Mehta’s treatment notes prior to seeing Petitioner. Pet.’s. Ex. 10, p. 10. Dr.
Sayyad first evaluated Petitioner on January 30, 2014; this was in connection with Dr. Sayyad’s
role as medical director of Marianjoy’s Brain Injury Program. Pet.’s. Ex. 10, p. 9. At that initial
evaluation, Petitioner complained of problems with concentration, headaches, and problems with
sleep. Pet.’s. Ex. 10, p. 10-11. Petitioner reported Dr. Jordania was managing her medication, and
her current Ritalin regimen helped her attention and concentration difficulties. Pet.’s. Ex. 10, p.
11. Petitioner further advised she was taking online classes and was also undergoing vocational
rehabilitation counseling with a goal of returning to work when she was better able to perform on
the cognitive tests; Dr. Sayyad explained Petitioner “was very sensitive to light and sound and was
hyper-vigilant, which would be consistent with her diagnosis of PTSD.” Pet.’s. Ex. 10, p. 12. Dr.
Sayyad performed a physical examination and observed findings of anxiety and depression as well
as a flat affect. Pet.’s. Ex. 10, p. 13. Dr. Sayyad authorized Petitioner off work and recommended
she follow up with Dr. Jordania for medication management of her post-concussion neurocognitive
issues with attention and concentration. Pet.’s. Ex. 10, p. 14-15.

Dr. Sayyad continued to see Petitioner every three to four months until September 2016.
Pet.’s. Ex. 10, p. 17. Dr. Sayyad summarized Petitioner’s treatment over that period:

But in short, she continued to have significant amounts of anxiety, where she for a
few visits continued to exhibit picking at her scalp, having problems with attention
and concentration. We would occasionally make changes in some of those
medications, but her anxiety was such that sometimes she could not incorporate the
changes we’d recommend. One example was we had recommended trialing Inderal,
which can be very helpful for headache pain and for anxiety, but she was so
concerned about blood pressure changes, she couldn’t really make herself take the
medicine or fill the prescription. It would take a couple of visits to kind of convince
her to follow through on some of the treatment because of her anxiety being so
great. By the time I saw her in her last visit, September 20th of 2016, she started to
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show some signs of some improvement. She was taking new medicines at that point
to help with her attention and focus. She continued to have headaches. They would
wax and wane throughout these visits. She still had one by the last visit. She was
tolerating the Ritalin. And she was, at one point, as you recall, she was seeing Dr.
Jordania, but Dr. Jordania had moved to Florida so she didn’t have a psychiatrist to
follow-up with and was trying to identify one at that point. And she was doing a
little bit better in her classes by the last visit that [ saw her. Pet.’s. Ex. 10, p. 17-19.

Directed to the September 20, 2016 visit, Dr. Sayyad testified that the progress note indicated
Petitioner had a much brighter affect, was smiling and appeared more optimistic on examination.
Pet.’s. Ex. 10, p. 19. The assessment was post-concussion syndrome, major depressive disorder,
post-traumatic stress disorder, post-traumatic headache, insomnia, and signs and symptoms
involving cognitive function. Pet.’s. Ex. 10, p. 20. The treatment plan was for Petitioner to find a
new psychiatrist as soon as possible, increase her Ritalin dose to combat her headaches, and
Petitioner was also encouraged to continue with school. Pet.’s. Ex. 10, p. 20-21. Dr. Sayyad opined
Petitioner was not yet ready to return to work as of September 20, 2016 because she had not
stabilized: Petitioner was doing better in some areas, but she still had headache symptoms and her
medications were being adjusted. Pet.’s. Ex. 10, p. 26-27. Dr. Sayyad clarified that her nurse
practitioner, Sylvia Duraski, APN, saw Petitioner on September 20, 2016, and Dr. Sayyad
thereafter discussed the case with her and signed off on the chart note. Pet.’s. Ex. 10, p. 22.

Dr. Sayyad testified that Dr. Mehta had diagnosed Petitioner with post-concussion
syndrome, PTSD, neurocognitive deficits associated with the PTSD and post-concussion
syndrome, and post-traumatic headache. Pet.’s. Ex. 10, p. 24. Dr. Sayyad agreed with that
diagnosis and she had carried it forward as she treated Petitioner over the next three years. Pet.’s.
Ex. 10, p. 24. Turning to causation, Dr. Sayyad concluded “there is a connection between Ms.
Wellman being punched in the head by a student and these diagnoses.” Pet.’s. Ex. 10, p. 25.

On cross-examination, Dr. Sayyad agreed she ordered neuropsychological testing on
January 6, 2015; the doctor explained she ordered the testing so “we could track what her - -
objectively what the difficulties she was having with her attention and concentration issue that she
was reporting difficulty. It also helps us determine a baseline from which we can compare either
future or past results with.” Pet.’s. Ex. 10, p. 30. Dr. Sayyad confirmed the testing would also
identify areas of weakness and assess whether Petitioner was ready to return to work. Pet.’s. Ex.
10, p. 30. Dr. Sayyad testified that January 6, 2015 was the last time she saw Petitioner; the
remaining visits were conducted by her nurse practitioner and discussed with the doctor
afterwards. Pet.’s. Ex. 10, p. 33. Dr. Sayyad did not have a record of the testing being completed
and she had not reviewed any neuropsychological testing results. Pet.’s. Ex. 10, p. 29. Dr. Sayyad
agreed that absent this testing there is no objective basis for work restrictions. Pet.’s. Ex. 10, p. 33.

The March 9, 2017 evidence deposition of Dr. Nancy Landre was admitted as Respondent’s
Exhibit 2. Dr. Landre is a board-certified clinical psychologist with specialty training in
neuropsychology. Resp.’s Ex. 2, p. 5. Dr. Landre sees a variety of patients for dementia, learning
disabilities, ADHD, head injuries, and other neurological disorders such as stroke and MS. Resp.’s
Ex. 2, p. 5. She does both treatment and legal evaluation. Resp.’s Ex. 2, p. 5. Dr. Landre was
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formerly the clinical neuropsychologist for the traumatic brain injury program at Lutheran General
Hospital. Resp.’s Ex. 2, p. 6.

At Respondent’s request, Dr. Landre performed a neurological evaluation of Petitioner on
August 19, 2013. Resp.’s Ex. 2, p. 8. The doctor explained her evaluation process:

...I receive the records ahead of time, and I would glance at those and just get an
overview of what’s going on with the case. And then the patient would come in. I
would meet with them first for a clinical interview that normally lasts between an
hour to an hour and a half, during which time I would get information about their
injury, their medical history, their academic history, their work history, current
lifestyle, things of that nature. And then I would decide what tests I would like to
have the patient be administered as part of the evaluation. So I would indicate that
and give the test battery to my technician. And my technician would then take over
at that point and do all of the testing with the patient. Then they score everything
out, they give it back to me. I look over the test results and I would write a report
and interpret them and then write a report based on my interpretation. Resp.’s Ex.
2, p. 9-10.

The battery of testing that Petitioner underwent takes between four and five hours depending on
how quickly the patient works. Resp.’s Ex. 2, p. 10.

Directed to her August 19, 2013 report, Dr. Landre testified she took a history from
Petitioner and reviewed outside records, and the history within the report is a combination of the
two. Resp.’s Ex. 2, p. 10-11. Dr. Landre testified consistent with her report.

Dr. Landre testified the testing Petitioner underwent includes performance validity and
symptom validity measures designed to ensure the patient is giving his/her best effort and to
identify over-reporting of symptoms. Resp.’s Ex. 2, p. 22-24. Dr. Landre testified Petitioner failed
“a bunch of those,” which tells the clinician that “the patient profile is likely very exaggerated and
probably is portraying her as more distressed or dysfunctional from a mental health cognitive or
somatic standpoint than is actually the case.” Resp.’s Ex. 2, p. 24-25. Dr. Landre explained that,
based on those findings, Petitioner’s cognitive test results and her psychological test results were
not valid for interpretation because they did not provide a reliable or valid estimate of her status.
Resp.’s Ex. 2, p. 25. The doctor testified Petitioner’s scores on the cognitive tests were “essentially
meaningless” and the psychological tests were of “questionable validity” such that “there might
be pieces of those that are reliable and valid, but you really can’t know for sure because again she’s
over reporting symptoms in that case.” Resp.’s Ex. 2, p. 25-26.

Dr. Landre opined Petitioner “satisfied the criteria for probable malingering.” Resp.’s Ex.
2, p. 31-32. The doctor provided the basis of her opinion:

The basis for that opinion is her test results including her failure of both
performance and symptom validity measures. Her improbably poor findings on the
standards [sic] neuropsychological indices and inconsistencies between herself
[sic] reported the symptoms and what we know about the natural course of recovery
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from concussion as well as other inconsistencies between her self report and
information available from other sources. Resp.’s Ex. 2, p. 32.

Dr. Landre further opined Petitioner’s test results suggested probable symptom magnification.
Resp.’s Ex. 2, p. 33. Asked what Petitioner’s neuropsychological level of functioning was as of
August 19, 2013, Dr. Landre responded as follows:

Because of insufficient effort and probable symptom exaggeration, [ was unable to
provide a valid estimate of her true cognitive or emotional status. But based upon
the fact that she was driving without restrictions and attending college and
obtaining passing grades following both of these injuries, my best estimate was that
her true functional status was within normal limits. Resp.’s Ex. 2, p. 33.

Dr. Landre did not believe Petitioner required additional treatment, stating Petitioner had already
received more treatment than would be anticipated and she had failed to respond as expected; the
doctor further noted Petitioner’s test results indicated her complaints were driven by factors
unrelated to her injury, such as secondary gain, work avoidance, or financial compensation.
Resp.’s Ex. 2, p. 34.

Turning to causal connection, Dr. Landre opined Petitioner’s complaints as of August 19,
2013 were not causally related to the two work injuries. Resp.’s Ex. 2, p. 35. The doctor explained
her opinion was based on published literature on the natural course of recovery from concussion
as well as her test results, experience, and training. Resp.’s Ex. 2, p. 35. Dr. Landre further opined
Petitioner was able to return to work full duty without restrictions and should have been symptom-
free three months post-injury. Resp.’s Ex. 2, p. 35-36.

On cross-examination, Dr. Landre testified it was “not entirely clear” that Petitioner
sustained a head injury. Resp.’s Ex. 2, p. 36. Dr. Landre testified there could have been a head
injury the first time, specifically noting, “I had information that there were witnesses,” but Dr.
Landre stated the mechanism of injury of the second incident, i.e., being pushed from behind, does
not necessarily satisfy criteria for concussion. Resp.’s Ex. 2, p. 36. Dr. Landre conceded the March
19, 2013 Central DuPage Hospital records reflect that when Petitioner was evaluated in the
emergency room on the date of accident, she reported being punched in the back of the head, but
according to Dr. Landre, “she didn’t report that initially so it almost seemed like the injury - - her
characterization of the injury changed over time.” Resp.’s Ex. 2, p. 37.

Dr. Landre testified the American Congress of Rehab Medicine defines concussion as
involving either direct injury to the head or an acceleration/deceleration injury as well as some sort
of alteration of consciousness at the moment of impact: “They don’t have to lose consciousness,
frankly. But they have to be dazed or confused or feel out of it temporarily and/or demonstrate
some sort of a focal neurologic deficit.” Resp.’s Ex. 2, p. 38. Dr. Landre agreed the severity of a
blow to the head can be indicated by other physical damage caused by the blow, such as a ruptured
eardrum. Resp.’s Ex. 2, p. 38-39. Dr. Landre testified she thought it was likely that Petitioner
probably had a concussion with the first incident, but she could not say with 100 percent certainty.
Resp.’s Ex. 2, p. 39.
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Dr. Landre agreed she asked Petitioner to describe her current complaints prior to giving
her the checklist for post-concussive syndrome symptoms, and Petitioner reported nervousness,
dizziness, memory difficulties, headaches, stomach aches, sensitivity to the sun and noise,
disturbed sleep, vision problems, and depression. Resp.’s Ex. 2, p. 44-46. Dr. Landre confirmed
that anxiety, depression, difficulty concentrating, irritability, and fatigue are symptoms associated
with both PTSD and post-concussion syndrome. Resp.’s Ex. 2, p. 49-50.

Dr. Landre confirmed her opinion was that work avoidance was a factor in Petitioner’s
presentation. Resp.’s Ex. 2, p. 61. The doctor then agreed Petitioner returned to work the day after
the first incident and worked for some time thereafter. Resp.’s Ex. 2, p. 61. The doctor was unaware
if the employer offered Petitioner a job after the second incident. Resp.’s Ex. 2, p. 61.

The April 10, 2017 evidence deposition of Dr. Alexander Obolsky was admitted as
Respondent’s Exhibit 4. Dr. Obolsky is board certified in general, addiction, and forensic
psychiatry. Resp.’s Ex. 4, p. 5.

At Respondent’s request, Dr. Obolsky conducted a forensic psychiatric evaluation of
Petitioner. Resp.’s Ex. 4, p. 7. Dr. Obolsky explained his process:

The forensic psychiatric evaluation sits on three major activities that the focus of
each is to generate reliable clinical data. One of these activities is a review of the
available records. The other activity is the forensic psychological or
neuropsychological testing, and the third activity is the forensic psychiatric
interview. Resp.’s Ex. 4, p. 8.

Dr. Obolsky testified psychological testing was conducted on Petitioner on April 29, 2014
and he interviewed her on May 16, 2014. Resp.’s Ex. 4, p. 14. The doctor issued his report on
December 31, 2014. Resp.’s Ex. 4, p. 11. Dr. Obolsky testified consistent with his report.

Dr. Obolsky emphasized the behaviors he observed which were inconsistent with PTSD,
major depression, and cognitive deficiency. The doctor noted Petitioner did not exhibit any bizarre
or odd behaviors which would impair her ability to work with other people. Resp.’s Ex. 4, p. 18.
The doctor further noted Petitioner provided a detailed description of the school and classroom
where the injuries occurred without exhibiting any emotional distress. Resp.’s Ex. 4, p. 20. Dr.
Obolsky testified that Petitioner reported experiencing emotional distress, but the doctor felt
Petitioner “misattributes” it to the work injuries as opposed to her pre-existing performance
anxiety. Resp.’s Ex. 4, p. 21. Dr. Obolsky testified the inconsistencies indicated that Petitioner was
malingering. Resp.’s Ex. 4, p. 23. Dr. Obolsky acknowledged that the diagnostic criteria for PTSD
have changed so that they no longer include fear for life, but nonetheless felt that was an important
factor when considering the severity of the event to a particular individual. Resp.’s Ex. 4, p. 25.

Dr. Obolsky testified the neurocognitive testing by Dr. Devereux and Dr. Lambert [sic]
showed that Petitioner malingered, exaggerated her cognitive complaints, and her report of
complaints was untrustworthy. Resp.’s Ex. 4, p. 41. Dr. Obolsky stated Petitioner’s performance
on RBANS, a cognitive test of memory, concentration, attention, and executive functioning, was
in the lowest .01 percentile, matching people who have severe end-stage dementia; Dr. Obolsky
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opined the only explanation is that Petitioner was malingering. Resp.’s Ex. 4, p. 48-49. While Dr.
Devereux concluded Petitioner exhibited post-traumatic stress disorder, Dr. Obolsky stated
Petitioner’s test results are “incontrovertible evidence that Miss Wellman started to malinger and
exaggerate her symptoms very soon after the injury.” Resp.’s Ex. 4, p. 50-51.

Dr. Obolsky diagnosed Petitioner as exhibiting malingering as well as exhibiting avoidant,
dependent, and compulsive personality features. Resp.’s Ex. 4, p. 67. Dr. Obolsky testified the
diagnosis of PTSD was inappropriate based on the totality of the data available. Resp.’s Ex. 4, p.
69. The doctor opined Petitioner “is untrustworthy reporter of her symptoms, and she misattributes
the causation that I already testified. She misreports symptoms. She manipulates symptoms.
Sometimes she feigns symptoms. And so her credibility as a historian of her own symptoms is
undermined significantly because she is clearly malingering.” Resp.’s Ex. 4, p. 71.

Dr. Obolsky concluded that Petitioner did not develop any condition of mental ill-being
causally related to either the October 23, 2012, or March 19, 2013 work events. Resp.’s Ex. 4, p.
76. The basis of his opinion was his review of the available records, review of the psychological
testing by Dr. Devereux, Dr. Landon [sic], and Dr. Felske, and his forensic interview with
Petitioner. Resp.’s Ex. 4, p. 77. Dr. Obolsky further opined Petitioner did not require any further
mental health treatment as a result of either work incident, and she was fit for full-time competitive
employment and had no limitations or restrictions causally related to either work event. Resp.’s
Ex. 4, p. 77-78.

On cross-examination, Dr. Obolsky confirmed he reviewed the report of Dr. Karen Levine,
the neurologist who evaluated Petitioner at Respondent’s request on March 7, 2013. Resp.’s Ex.
4, p. 91. As to Dr. Levine’s diagnosis of mild post-concussion syndrome, Dr. Obolsky stated,
“Inconsistent with the available data, Dr. Levine made that error and that diagnosis.” Resp.’s Ex.
4, p. 92. Dr. Obolsky confirmed he noted in his report that Dr. Levine did not appreciate the
significance of Petitioner not knowing what “country” she was in; the follow exchange occurred:

Q. Doctor, I'm actually going to refer you to Page 3 of Dr. Levine’s report right
after it says Neurological Examination. Didn’t she say she didn’t know that
county she was in?

A. My error. It says county.

Q. So that would be a little less bizarre, right, that a person wouldn’t know what
county they were in, right, than not knowing what country they were in, right?

A. Idon’t think so. I think that not knowing what county you are in in Chicagoland
area would be quite bizarre.

Q. Doctor, what county are you in when you’re in Bensenville, Illinois?
A. Idon’t know where Bensenville is. Resp.’s Ex. 4, p. 92-93.

Dr. Obolsky believes Petitioner exhibited a lifelong set of personality features which
interfere with her interpersonal functioning and have led to dysthymia, anxiety, worries, fears, and
somatic complaints. Resp.’s Ex. 4, p. 94-95. The doctor confirmed people with somatic complaints
are not lying and do experience them. Resp.’s Ex. 4, p. 96. Dr. Obolsky agreed personality features



21IWCC0403

13 WC 13676
Page 20

can sometimes become pathological such that the person cannot work or engage in interpersonal
relationships. Resp.’s Ex. 4, p. 100-101. Dr. Obolsky testified Petitioner’s personality issues are
not of the severity to interfere with her going back to work at her previous occupation or any other
occupation. Resp.’s Ex. 4, p. 102. Dr. Obolsky highlighted that the Marianjoy physicians
diagnosed post-concussive syndrome without knowing whether Petitioner lost consciousness, and
“[y]ou cannot do that.” Resp.’s Ex. 4, p. 127.

III. CONCLUSIONS OF LAW
A. Corrections

At the outset, the Commission makes the following corrections to the Decisions of the
Arbitrator (“Decisions” or “Decision”):

Corrections to the Decision in Case No. 13 WC 13675

1. The Commission corrects the accident date in the heading on page 18 of the
Decision from “November 23, 2012 to “October 23, 2012 consistent with
the parties’ stipulations

2. The Commission corrects Petitioner’s age on page 23 of the Decision from
35 years old on the date of accident to 34 years old on the date of accident
consistent with the parties’ stipulations.

Corrections to the Decision in Case. No. 13 WC 13676

1. The Commission corrects the date of accident under the Findings section on
page 2 of the “ICArbDec” decision form, from “3/19/19” to “3/19/13”
consistent with the parties’ stipulations.

2. The Commission corrects the Petitioner’s marital status under the Findings
section on page 2 of the “ICArbDec” decision form, from “single” to
“married” consistent with the parties’ stipulations.

3. The Commission corrects the accrual date under the Order section on page
2 of the “ICArbDec” decision form, from “March 19, 2013 through July 15,
2015” to “March 19, 2013 through July 15, 2019.”

4. The Commission corrects the date of accident in the last paragraph on page
18 of the Decision from “October 23, 2013 to “October 23, 2012.”

B. Credibility
The Arbitrator found Petitioner’s testimony was not credible. The Commission views

Petitioner’s credibility differently and finds that the reasons relied on by the Arbitrator are refuted
and contextualized by the evidence.
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The Commission exercises original jurisdiction and is not bound by an arbitrator’s findings.
See R & D Thiel v. Illinois Workers” Compensation Comm 'n, 398 Ill. App. 3d 858, 866,923 N.E.2d
870, 877 (Ist Dist. 2010) (finding that when evaluating whether the Commission’s credibility
findings which are contrary to those of the arbitrator are against the manifest weight of the
evidence, “resolution of the question can only rest upon the reasons given by the Commission for
the variance.”)

The Commission makes the following findings as to Petitioner’s credibility:

1. The Arbitrator found that “Petitioner was not diagnosed with a concussion, post-
concussion syndrome nor did she report any concussion related symptoms to Dr. Patel, Dr. Celmer
or Dr. Hsu,” and that Petitioner did not report any headache symptoms or concussion symptoms
until she saw Dr. Marzo on February 13, 2013.

The Commission acknowledges that Petitioner was not diagnosed with a concussion or
post-concussion syndrome by Dr. Patel, Dr. Celmer or Dr. Hsu and that she did not report any
headaches to these three doctors (following the October 23, 2012 accident). However, the
Commission notes that Petitioner’s reports of ear pain and decreased hearing on the right side to
Dr. Patel on October 23, 2012 were consistent with her testimony and history of being punched in
the head by a student. Further, the Commission notes that Dr. Patel referred Petitioner to Dr.
Celmer, who is an ENT physician, specifically for the diagnosis of traumatic right ear tympanic
membrane perforation. The Commission also notes that Dr. Celmer referred Petitioner to Dr. Hsu,
who is an ENT surgeon, specifically to discuss undergoing a tympanoplasty to the right ear. With
this contextual backdrop, the Commission finds that an analysis of the totality of the evidence
indicates Petitioner did indeed sustain concussions after each accident and developed post-
concussion syndrome.

The Commission does not agree that Petitioner did not report any concussion related
symptoms or that she did not report any concussion symptoms until she saw Dr. Marzo on February
13, 2013 as the record shows several physicians diagnosed Petitioner with concussions and post-
concussion syndrome. On February 11, 2013, Dr. Sam Marzo evaluated Petitioner who reported
being hit in the head with a fist multiple times during an incident at work in October 2012 and
reported that she had been diagnosed with post-concussion syndrome by a neurologist. Dr. Marzo
diagnosed Petitioner, inter alia, with post-concussion syndrome for which he recommended
neurologic management. The Commission notes that it would be speculative to state that Dr.
Marzo diagnosed Petitioner with post-concussion syndrome based only on her report that another
physician had diagnosed her with the same, when there is no evidence or deposition testimony to
support this assertion.

Similarly, on March 7, 2013, Dr. Karen Levine, who performed a section 12 neurological
examination of Petitioner at Respondent’s request, diagnosed Petitioner with migraines and mild
post-concussion syndrome. Dr. Levine opined that Petitioner’s migraines were pre-existing and
were aggravated by the work injury. Furthermore, even Dr. Landre, who performed an additional
section 12 neurological evaluation of Petitioner at Respondent’s request, acknowledged “it’s likely
that [Petitioner] probably had a concussion with this first [accident],” although she could not say
with 100 percent certainty. Dr. Landre explained that the American Congress of Rehab Medicine
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defines concussion as involving either direct injury to the head or an acceleration/deceleration
injury as well as some sort of alteration of consciousness at the moment of impact: “They don’t
have to lose consciousness, frankly. But they have to be dazed or confused or feel out of it
temporarily and/or demonstrate some sort of a focal neurologic deficit.” Resp.’s Ex. 2, p. 38. Dr.
Landre agreed the severity of a blow to the head can be indicated by other physical damage caused
by the blow, such as a ruptured eardrum. Resp.’s Ex. 2, p. 38-39.

2. The Arbitrator found Petitioner’s testimony that she hit her head on a wall and
blacked out on October 23, 2012 is not consistent with the Employee’s Report of Injury.

The Commission acknowledges that the Employee’s Report of Injury from October 23,
2012 does not state Petitioner hit her head on a wall and blacked out. However, the Commission
notes the Employee’s Report of Injury states Petitioner was punched in the forehead, nose, and
right temporal area/ear by a student while she was trying to calm the student. On the form,
Petitioner indicated that she had pain in her right cheek, ear, right eye, and neck. The Commission
finds that based on the information which is contained in the Employee’s Report of Injury and the
totality of the evidence, whether Petitioner hit her head against a wall and blacked out is
inconsequential and does not negate the fact that Petitioner sustained a serious head injury on
October 23, 2012. Petitioner credibly testified that she was punched in the face, nose, and right ear
which is well documented on the Employee’s Report of Injury and in various medical records.
These injuries, regardless of whether she also hit her head on a wall and blacked out, were
traumatic and serious — so serious that her injuries caused a traumatic right ear tympanic membrane
perforation and she was later diagnosed with a concussion or post-concussion syndrome by several
physicians.

3. The Arbitrator found Petitioner did not provide complete medical histories to
various doctors regarding her preexisting symptoms.

The Commission finds that based on the evidence, most of the physicians who examined
Petitioner had some knowledge of Petitioner’s medical history and pre-existing conditions,
however, because the medical records are not sufficiently detailed, it is unclear exactly how much
information each physician had regarding Petitioner’s medical history. The Commission first notes
that Dr. Patel is Petitioner’s family physician who treated Petitioner for migraines and associated
facial numbness and tingling prior to the October 23, 2012 accident. Petitioner returned to Dr.
Patel, who already knew of Petitioner’s medical history, after the October 23, 2012 accident.
Further, on March 7, 2013, Dr. Levine opined that Petitioner’s work injury could have aggravated
Petitioner’s pre-existing migraines, indicating that Dr. Levine had some knowledge of Petitioner’s
pre-existing condition.

After the undisputed March 19, 2013 accident, Petitioner treated with Dr. Mehta who
practiced with Marianjoy Medical Group. On April 11, 2013, Dr. Mehta acknowledged that
Petitioner had a pre-existing history of mild depression and opined that it was likely exacerbated
by multiple assaults/concussions. Dr. Mehta referred Petitioner to Dr. Jordania, a neuropsychiatrist
who also practiced with Marianjoy to address Petitioner’s depression and anxiety. On November
4, 2013, Dr. Mehta transferred Petitioner’s care to Dr. Sayyad who also practiced with Marianjoy.
The Commission finds the evidence demonstrates Dr. Patel, Dr. Mehta, and Dr. Levine had
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knowledge of Petitioner’s pre-existing medical history. Further, Drs. Jordania and Sayyad both
practiced at Marianjoy with Dr. Mehta and most likely had access to Petitioner’s records which
document pre-existing conditions. In fact, Dr. Sayyad testified that she reviewed Dr. Mehta’s
treatment notes when she took over Petitioner’s care. The Commission finds there is no evidence
indicating that Petitioner purposely withheld information about her previous medical history or
pre-existing conditions.

Based on the above, the Commission finds Petitioner’s testimony was credible and supports
her claim of suffering concussions, post-concussion syndrome, migraines, PTSD, anxiety, and
depression as a result of both undisputed work accidents where Petitioner was attacked by a student
on both occasions.

C. Causal Connection

The Commission finds Petitioner proved by a preponderance of the evidence that the
undisputed accidents on October 23, 2012 and March 19, 2013: (1) caused Petitioner to suffer
concussions and post-concussion syndrome, which resolved by July 18, 2013; (2) aggravated
Petitioner’s migraines and resolved by July 18, 2013; (3) caused Petitioner to suffer PTSD, which
resolved by September 20, 2016; and (4) aggravated and exacerbated Petitioner’s anxiety and
depression, which resolved by September 20, 2016.

It 1s well settled that employers take their employees as they find them; even when an
employee has a pre-existing condition which makes him more vulnerable to injury, and recovery
for an accidental injury will not be denied as long as it can be shown that the employment was a
causative factor. Sisbro, Inc. v. Indus. Comm’n, 207 111.2d 193, 205 (2003). An employee need
only prove that some act or phase of his employment was a causative factor of the resulting injury,
and the mere fact that he might have suffered the same disease, even if not working, is immaterial.
Twice Over Clean, Inc. v. Indus. Comm 'n, 214 111.2d 403, 414 (2005).

Moreover, with respect to the applicability of a “chain of events” analysis to a case
involving a preexisting condition, courts have found that “if a claimant is in a certain condition,
an accident occurs, and following the accident, the claimant’s condition has deteriorated, it is
plainly inferable that the intervening accident caused the deterioration.” Schroeder v. 1ll. Workers’
Comp. Comm’n, 2017 IL App (4th) 160192WC, 9 25-26, 79 N.E.3d 833, 839. “The salient factor
is not the precise previous condition; it is the resulting deterioration from whatever the previous
condition had been.” /d. The appellate court also noted that “the principle is nothing but a common-
sense, factual inference. Schroeder, 2017 IL App (4th) q 26; see also Price v. Industrial Comm’n,
278 111. App. 3d 848, 853-54, 663 N.E.2d 1057, 1060-061 (4th Dist. 1996).

The Commission finds the opinions of Dr. Marzo, Dr. Levine, Dr. Mehta, and Dr. Sayyad
to be credible, persuasive, and supported by the record. Additionally, the Commission finds that
based on a chain of events analysis, Petitioner proved that the conditions of concussion, post-
concussion syndrome, migraines, PTSD, anxiety, and depression were either caused or aggravated
by the undisputed accidents.
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On February 11, 2013, Dr. Marzo examined Petitioner and diagnosed her with, inter alia,
post-concussion syndrome and recommended Petitioner continue treating for the condition with a
neurologist. On March 7, 2013, Dr. Levine, Respondent’s section 12 examining physician,
diagnosed Petitioner with mild post-concussion syndrome and opined that Petitioner’s pre-existing
migraines could have been aggravated by the work injury. After the March 19, 2013 accident, the
emergency room physicians at Central DuPage Hospital diagnosed Petitioner with a “new
concussion,” “post concussive syndrome from a head injury a few months ago,” and PTSD from
the first concussion. On April 11, 2013, Dr. Mehta diagnosed Petitioner with post-concussion
syndrome, neurobehavioral deficits/neurocognitive, impaired balance, insomnia, anxiety/
depression/PTSD, and chronic post-concussion headaches. Dr. Mehta opined that Petitioner had a
pre-existing history of mild depression likely exacerbated by multiple assaults/concussions. On
April 22, 2013, Dr. Jordania performed an initial psychiatric evaluation and diagnosed Petitioner
with post-concussive syndrome, anxiety due to post-concussive syndrome, PTSD, and insomnia
due to PTSD. Petitioner continued to treat with Dr. Jordania and undergo speech therapy,
occupational therapy, and day rehab. On June 13, 2013, Petitioner was discharged from speech
therapy. Petitioner was discharged from occupational therapy the next day. On July 2, 2013, Dr.
Mehta noted Petitioner had completed a day rehab program and transitioned to a home exercise
program. Dr. Mehta noted Petitioner was steadily improving but she continued to have significant
PTSD symptoms.

On July 18, 2013, Petitioner followed up with Dr. Jordania and reported significant
improvement in her headaches, but her PTSD was still very symptomatic. Petitioner described
having persistent fear of children and people in public places as well as fear of being attacked.
Petitioner continued to treat with Dr. Mehta (until her care was transferred to Dr. Sayyad), Dr.
Jordania, and counselor Cromer. On September 20, 2016, Petitioner followed up at Marianjoy with
Dr. Sayyad’s nurse practitioner, which is the last documented medical visit in the record and
reported that she was much less tired during the day and she was doing well in her classes.
However, Petitioner reported that her headaches had returned, her blood pressure was slowly
climbing, and she was still looking for a psychiatrist to replace Dr. Jordania who had left
Marianjoy. Dr. Sayyad’s nurse diagnosed Petitioner with, inter alia, major depressive disorder,
single episode, unspecified and posttraumatic stress disorder; provided Petitioner with names of
potential psychiatrists; adjusted Petitioner’s medication; and encouraged Petitioner to continue
taking classes. Dr. Sayyad testified that Petitioner had started to show some signs of improvement
by this date and Petitioner’s headaches waxed and waned throughout her treatment. At her
deposition, Dr. Sayyad testified that “there is a connection between Ms. Wellman being punched
in the head by a student and these diagnoses [post-concussion syndrome, PTSD, neurocognitive
deficits associated with PTSD, post-concussion syndrome, and post-traumatic headache].”

The Commission finds that Petitioner was able to work her full job duties prior to the
October 23, 2012 accident, and to her credit, even managed to return to work following the October
23, 2012 attack while undergoing treatment for her right ear perforated tympanic membrane.
However, after the March 19, 2013 attack, Petitioner was unable to complete her job duties and
return to work. The medical records indicate that her concussion, post-concussion syndrome, and
migraine conditions improved over time and seemed to resolve or plateau by July 18, 2013.
However, the medical records indicate Petitioner’s PTSD and associated anxiety and depression
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did not improve as quickly and Petitioner required substantial treatment and therapy through
September 20, 2016.

Furthermore, the Commission is not persuaded by the opinions of Dr. Landre, which were
based on inaccurate facts and speculation. Dr. Landre’s opinion that it was not clear whether
Petitioner sustained a head injury during the second accident (March 19, 2013) is contradicted by
the evidence. Dr. Landre testified that Petitioner’s March 19, 2013 accident consisted of “being
pushed from behind,” which did not satisty the criteria for a concussion. The Commission notes
that the Central DuPage Hospital emergency room records state Petitioner was hit from behind
and punched in the occiput by a student. The emergency room physicians diagnosed Petitioner
with a “new concussion,” post-concussion syndrome and PTSD from the first concussion.
Additionally, the Employee’s Report of Injury for the March 19, 2013 accident (dated March 20,
2013) states that a student pushed and hit Petitioner in the back of the head. Further, Dr. Landre
testified that Petitioner “failed” several performance validity tests in the neurological evaluation
and initially opined that it meant Petitioner was likely exaggerating or malingering. However, Dr.
Landre later testified that the failed performance validity tests meant the test results were not valid
for interpretation and were not a reliable estimate of Petitioner’s status. The Commission finds that
Dr. Landre’s reliance on invalid and unreliable testing to form her opinion that Petitioner was
malingering casts doubt on the credibility of her opinion.

Additionally, the Commission is not persuaded by Dr. Obolsky’s opinions which were also
based on inaccurate facts and speculation. Dr. Obolsky opined that the results of his forensic
psychiatric evaluation indicated Petitioner was malingering and exaggerating her complaints. Dr.
Obolsky opined that Petitioner did not exhibit any “bizarre” or “odd” behaviors that would impair
her ability to work with other people but did not explain what a “bizarre” or “odd” behavior was
and did not explain the scientific significance of such behaviors. Additionally, Dr. Obolsky opined
that Petitioner did not develop any condition of mental ill-being causally related to either
undisputed accident, which contradicts the opinions of the emergency room physicians at Central
DuPage Hospital, Dr. Mehta, Dr. Sayyad, Dr. Jordania, and licensed clinical professional
counselor Cromer. Finally, Dr. Obolsky inaccurately believed Petitioner had reported not knowing
what “country” she was in when Dr. Levine evaluated her, when in actuality, Petitioner had
reported not knowing what “county” she was in when she saw Dr. Levine.

Finally, the Commission notes that Dr. Landre and Dr. Obolsky’s opinions contradict each
other and undermine the credibility of both opinions. On one hand, Dr. Landre testified that in
order to be diagnosed with a concussion, loss of consciousness is not required, and Petitioner
probably had a concussion after the first accident. Dr. Landre also confirmed that anxiety,
depression, difficulty concentrating, irritability, and fatigue are symptoms associated with both
PTSD and post-concussion syndrome. On the other hand, Dr. Obolsky testified that the doctors at
Marianjoy diagnosed Petitioner with post-concussion syndrome without knowing whether
Petitioner lost consciousness and ““[y]ou cannot do that.” Dr. Obolsky appeared to opine that loss
of consciousness is required for a diagnosis of concussion or post-concussion syndrome.
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D. Medical Benefits

Based on the Commission’s findings and conclusions above, and with respect to both cases
13 WC 13675 (October 23, 2012 accident) and 13 WC 13676 (March 19, 2013 accident) the
Commission finds Petitioner’s treatment for concussion, post-concussion syndrome, and
migraines was reasonable and necessary, and awards medical expenses for treatment for those
conditions through July 18, 2013 pursuant to sections 8(a) and 8.2 of the Act. The Commission
finds that with respect to both cases 13 WC 13675 (October 23, 2012 accident) and 13 WC 13676
(March 19, 2013 accident) Petitioner’s treatment for PTSD, anxiety, and depression was
reasonable and necessary, and awards medical expenses for treatment for those conditions through
September 20, 2016 pursuant to sections 8(a) and 8.2 of the Act.

E. Temporary Total Disability Benefits

Based on the Commission’s findings and conclusions above, and with respect to case no.
13 WC 13676 (March 19, 2013 accident) the Commission finds Petitioner is entitled to temporary
total disability (“TTD”) benefits from March 20, 2013 through September 20, 2016. Respondent
is entitled to credit for TTD benefits already paid.

F. Permanent Disability Benefits

Our conclusion that Petitioner’s concussion, post-concussion syndrome, migraine, PTSD,
anxiety, and depression conditions are causally related to the undisputed work accidents,
necessarily implicates an analysis of Petitioner’s permanent disability with respect to these
conditions. The Commission finds the majority of the injuries Petitioner sustained following each
undisputed accident are not separate and distinct, but rather, Petitioner was attacked and sustained
injuries to her head during both accidents and her diagnoses and treatment for the conditions of
concussion, post-concussion syndrome, migraine, PTSD, anxiety, and depression following both
accidents, overlapped considerably. Further, the Commission finds that the concussion, post-
concussion syndrome, migraine, PTSD, anxiety, and depression conditions Petitioner sustained
during the second accident were amplified and more serious due to the prior injuries Petitioner
sustained during the first accident and the evidence does not support delineation of the nature and
extent of permanency attributable to each accident for these conditions. Accordingly, the
Commission finds that with respect to the conditions of concussion, post-concussion syndrome,
migraine, PTSD, anxiety, and depression, it can only award permanency for the second accident,
case no. 13 WC 13676 (March 19, 2013 accident). See City of Chicago v. Illinois Workers’
Compensation Commission, 409 Ill. App. 3d 258, 265, 947 N.E.2d 863, 869 (2011). The
Commission affirms the Arbitrator’s award of permanent partial disability benefits to the extent of
10% loss of the person-as-a-whole for the conditions of perforated right eardrum and neck injuries
sustained during the first accident, case no. 13 WC 13675 (October 23, 2012 accident), as those
conditions are distinct and easily separable from the injuries sustained during the second accident
on March 19, 2013.

The Commission analyzes the §8.1b factors as follows and modifies the Arbitrator’s
permanency award with respect to case no. 13 WC 13676:
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Section 8.1b(b)(i) — impairment rating

Neither party submitted an impairment rating. As such, the Commission assigns no weight
to this factor and will assess Petitioner’s permanent disability based upon the remaining
enumerated factors.

Section 8.1b(b)(ii) — occupation of the injured employee

Petitioner worked as a Health Assistant for Respondent for approximately six years.
Petitioner has not returned to her employment with Respondent or any other employer since the
March 19, 2013 accident. The Commission gives this factor moderate weight and finds this factor
is indicative of increased permanent disability.

Section 8.1b(b)(iii) — age at the time of the injury

Petitioner was 34 years old on the date of the October 23, 2012 undisputed accident.
Petitioner was 35 years old on the date of the March 19, 2013 undisputed accident. Petitioner was
relatively young at the time of the accidents and has many years to attempt to adapt to her residual
deficits. The Commission gives this factor moderate weight and finds this factor is indicative of
increased permanent disability.

Section 8.1b(b)(iv) — future earning capacity

Petitioner did not return to her pre-accident job with Respondent and Petitioner’s
physicians continue to place her off work. Petitioner earned an Associate’s Degree in 2019 and is
taking additional classes to help her find suitable employment. Petitioner submitted into evidence
a vocational assessment report dated November 11, 2013 indicating she had a vocational history
of EMT certification, certified phlebotomist, CNA, certification to perform school vision and
hearing screenings, licensed cosmetologist, and she had paramedic training. However, Petitioner
also had vocational barriers of post-traumatic stress disorder, ruptured eardrum, hand tremors,
migraine headaches, jaw problems, eye problems, depression, and anxiety. Respondent submitted
into evidence a labor market survey report dated February 29, 2016, which indicated appropriate
vocational goals for Petitioner included claims clerk, receptionist, collections clerk, hospital-
admitting clerk, radio dispatcher, administrative clerk, customer service clerk, home attendant, and
teacher’s aide. The wage range for those positions within a 50-mile radius was $12.00 to $23.00
per hour. The Commission gives this factor moderate weight and finds this factor is indicative of
decreased permanent disability.

Section 8.1b(b)(v) — evidence of disability corroborated by treating medical records

Petitioner testified she returned to school at the College of DuPage in 2017 and completed
an Associate’s Degree in Applied Science in Human Services for Addictions Counseling in May
2019. Petitioner described her time in college as difficult and she required substantial help and
accommodations while she was in school. The medical records corroborate Petitioner’s testimony
in that they indicate Petitioner failed several classes in 2014 before she was finally able to pass her
classes at the College of DuPage. Petitioner testified she has problems sleeping and has nightmares
about “these issues occasionally.” She gets dizzy and can lose her balance if she stands too quickly
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from a seated position. She experiences loud ringing in her ears when she gets anxious, which
causes her to get “light-headed.” Petitioner gets nervous around a lot of people “in newer
situations” and she becomes anxious in public. Petitioner continues to take multiple prescription
medications.

On September 20, 2016, Petitioner followed up at Marianjoy with Dr. Sayyad’s nurse
practitioner and reported that she was much less tired during the day and she was doing well in her
classes. However, Petitioner reported that her headaches had returned, and her blood pressure was
slowly climbing. Dr. Sayyad’s nurse diagnosed Petitioner with major depressive disorder, single
episode, unspecified; posttraumatic stress disorder, inter alia; adjusted Petitioner’s medication;
and encouraged Petitioner to continue taking classes. Dr. Sayyad testified that at the time of this
visit, Petitioner had started to show some signs of improvement by this date and Petitioner’s
headaches waxed and waned throughout her treatment. The Commission gives this factor
significant weight and finds this factor is indicative of increased permanent disability.

Based on the above, the Commission finds Petitioner sustained 17.5% loss of the person-
as-a whole as a result of the concussion, post-concussion syndrome, migraine, PTSD, anxiety, and
depression conditions. The Commission affirms the Arbitrator’s finding that Petitioner sustained
10% loss of the person-as-a-whole for the perforated right eardrum and neck injuries sustained
during the October 23, 2012 accident, case no. 13 WC 13675. All else is affirmed.

IT IS THEREFORE ORDERED BY THE COMMISSION that the Decision of the
Arbitrator filed October 3, 2019, as modified above, is hereby affirmed and adopted.

IT IS FURTHER ORDERED BY THE COMMISSION that with respect to both case nos.
13 WC 13675 and 13 WC 13676, Respondent shall pay to Petitioner medical expenses as provided
in §8(a), subject to §8.2 of the Act, for treatment for Petitioner’s concussion, post-concussion
syndrome, and migraines through July 18, 2013.

IT IS FURTHER ORDERED BY THE COMMISSION that with respect to both case nos.
13 WC 13675 and 13 WC 13676, Respondent shall pay to Petitioner medical expenses as provided
in §8(a), subject to §8.2 of the Act, for treatment for Petitioner’s PTSD, anxiety, and depression
through September 20, 2016.

IT IS FURTHER ORDERED BY THE COMMISSION that with respect to case no. 13
WC 13676, Respondent shall pay to Petitioner the sum of $337.46 per week for a period of 183
weeks, representing March 20, 2013 through September 20, 2016, that being the period of
temporary total incapacity for work under §8(b) of the Act.

IT IS FURTHER ORDERED BY THE COMMISSION that with respect to case no. 13
WC 13675, Respondent shall pay to Petitioner the sum of $319.00 per week for a period of 50
weeks, as provided in §8(d)2 of the Act, for the reason that the perforated right eardrum and neck
injuries sustained caused 10% loss of the person-as-a-whole.

IT IS FURTHER ORDERED BY THE COMMISSION that with respect to case no. 13
WC 13676, Respondent shall pay to Petitioner the sum of $319.00 per week for a period of 87.5
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weeks, as provided in §8(d)2 of the Act, for the reason that the concussion, post-concussion
syndrome, migraine, PTSD, anxiety, and depression conditions sustained caused 17.5% loss of the
person-as-a-whole.

IT IS FURTHER ORDERED BY THE COMMISSION that Respondent pay to Petitioner
interest under §19(n) of the Act, if any.

IT IS FURTHER ORDERED BY THE COMMISSION that Respondent shall have credit
for all amounts paid, if any, to or on behalf of Petitioner on account of said accidental injury.
Respondent shall be given a credit for TTD benefits paid in the amount of $6,122.63 and credit for
an advance in permanent disability benefits in the amount of $8,385.14. Respondent shall also be
given a credit for medical benefits that have been paid, and Respondent shall hold Petitioner
harmless from any claims by any providers of the services for which Respondent is receiving this
credit, as provided in §8(j) of the Act.

Bond for the removal of this cause to the Circuit Court by Respondent is hereby fixed at
the sum of $75,000.00. The party commencing the proceedings for review in the Circuit Court
shall file with the Commission a Notice of Intent to File for Review in Circuit Court.

SEPTEMBER 7, 2021
DJB/mck 1s/_Deborat V). Baker
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ILLINOIS WORKERS' COMPENSATION commissidl IWCC0403
NOTICE OF ARBITRATOR DECISION

WELLMAN, JACKLYN Case# 13WC013676

Employee/Petitioner

13WC013675

CASE: GLENWOOD ACADEMY

Employer/Respondent

On 10/3/2019, an arbitration decision on this case was filed with the [llinois Workers' Compensation
Commission in Chicago, a copy of which is enclosed.

If the Commission reviews this award, interest of 1.79% shall accrue from the date listed above to the day
before the date of payment; however, if an employee’s appeal results in either no change or a decrease in this
award, interest shall not accrue.

A copy of this decision is mailed to the following parties:

0147 CULLEN HASKINS NICHOLSON ET AL
DAVID B MENCHETTI

10 S LASALLE ST SUITE 1250

CHICAGQO, IL 60603

1120 BRADY CONNOLLY & MASUDA PC
PETER J STAVROPQULOS

10 S LASALLE ST SUITE 860

CHICAGO, L 60803
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STATE OF ILLINOIS ) E] Injured Workers® Benefit Fund (34(d))
}SS. [ rate Adjustment Fund (§8(g))
COUNTY OF DuPage ) [ 1 second mjury Fund (§8(e)18)
None of the above

ILLINOIS WORKERS’ COMPENSATION COMMISSION
ARBITRATION DECISION.

JACLYN WELLMAN Case # 13 WC 013676 consolidated with
Employec/Petitioner 13 WC 13675

V.

CASE: GLENWOOD ACADEMY
Employer/Respondent

An Application for Adjustment of Claim was filed in this matter, and a Notice of Hearing was mailed to each
party. The matter was heard by the Honorable Frank Seto, Arbitrator of the Commission, in the city of
Wheaton, on July 15, 2019. After reviewing all of the evidence presented, the Arbitrator hereby makes
findings on the disputed issues checked below, and attaches those findings to this document.

DISPUTED ISSUES

A. [ ] Was Respondent operating under and subject to the Illinois Workers' Compensation or Occupational
Diseases Act?

D Was there an employee-employer relationship?
D Did an accident occur that arose out of and in the course of Petitioner's employment by Respondent?
D What was the date of the accident?
I:] Was timely notice of the accident given to Respondent?
Is Petitioner's current condition of ill-being cauéally related to the injury?
[ ] What were Petitioner's earnings?
D What was Petitioner's age at the time of the accident?
D What was Petitioner's marital status at the time of the accident?
X} were the medical services that were provided to Petitioner reasonable and necessary? Has Respondent
paid all appropriate charges for all reasonable and necessary medical services?
What témporary benefits are in dispute?
[TPD [} Maintenance BJ 11D
L. [X] What is the nature ‘and extent of the injury?
M. [ ] Should penalties or fees be nnposed upon Respondent?
N. . <} 1s Respondent due any credit?
0. D Other

“rmoammgO

=

{CArblDec 210 106G W. Rondolph Street #8-200 Chicago, .I}; 80601 3128146611  Toll-free 866/352-3033  Web site: www.twee i gov
Deownstate offices: Collinsville 618/346-3430 Peoria 309/671-3019  Rockford 815/987-7292  Springfreld 217/785-7084
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FINDINGS

On 3/19/19, Respondent was operating under and subject to the provisions of the Act.

On this date, an employee-employer relationship did exist between Petitioner and Respondent.

On this date, Petitioner did sustain an accident that arose out of and in the course of employment.
Timely notice of this accident was given to Respondent.

Petitioner's current condition of ill-being is nof causally related to the accident.

In the year preceding the injury, Petitioner earned $26,321.88; the average weekly wage was $506.19.
On the date of accident, Petitioner was 35 years of age, single with 2 dependent children.

Petitioner has received all reasonable and necessary medical services.

Respondent has paid all appropriate charges for all reasonable and necessary medical services.

Rgsﬁondent shall be given a credit of $6,122.63 for TTD, $0.00 for TPD, $0.00 for maintenance, and
$8,385.14 for other benefits, for a fotal credit of $14,507.77.

Respondent is entitled to a credit of $0.00 under Section 8(j) of the Act.

ORDER

Respondent shall pay Petitioner permanent partial disability benefits of $319.00 /week for 37.5 weeks, because
the injuries sustained caused the 7.5% loss of the person as a whole, as provided in Section 8(d)2 of the Act,
less the credit for benefits Respondent already paid. Respondent shall also pay 21 6/7 weeks of TTD for the
period between 3/20/13 and 8/19/13, less the credit for benefits Respondent already paid, as set forth in the
Conclusions of Law attached hereto.

Réspondem shall pay to Petitioner compensation that has accrued from March 19, 2013 through July 15, 2015
and shall pay the remainder of the award, if any, in weekly payments, as set forth in the Conclusions of Law
attached hereto.

RULES REGARDING APPEALS Unless a party files a Petition for Review within 30 days after receipt of this
decision, and perfects a review in accordance with the Act and Rules, then this decision shall be entered as the
decision of the Commission.

ST&IEMENT OF INTERESIRATE If the Commission reviews this award, interest at the zate set forth on the Nofice

of Decision of Arbitrator shall accrue from the date listed below to the day before the date of payment; however,
if an employee's appeal results in either no change or a decrease in this award, interest shall not accrue.

/,.2,__5/ Yt 215
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Jaclyn Wellman v. Case; Glenwood Academy; Case #13 WC 13676 eonsolidated with 13 WC 13675

Procedural History

This matter was tried on July 15, 2019. The disputed issues involve: whether the
Petitioner’s current condition of ill-being is causally connected to the accidental injuries
sustained on March 19, 2013; whether Respondent is liable for medical bills; whether
Petitioner is entitled to TTD benefits after August 19, 2013; and the nature and extend of
Petitioner’s injuries. The parties stipulated that Respondent paid certain medical bills
totaling $14,507.77. (Arb. Ex. #1,2)

Findings of Fact

The parties stipulate that on March 19, 2013, an employer/employee relationship
existed between the parties and that Jaclyn Wellman (hereafter referred to as “Petitioner™)
was employed as a health assistant for CASE Glenwood Academy (hereafier referred to
as “Respondent™), which was a school for children with behavior disorders and physical
disabilities. (T. 10-13). Petitioner's job entailed dealing directly with the students
surrounding their health issues. (T. 13).

It is also stipulated that, on March 19, 2013, Petitioner sustained compensable
accidental injuries when she was suruck by an eight-year-old student. (T 13-14).
Petitioner testified that the student weighed between 60 and 70 pounds. (T 15-16).

Prior Medical Treatment
On April 16, 2012, Petitioner treated with Dr. Sapan Patel, of DuPage Medical

Group, for migraines. At that visit, Petitioner reported her migraines were getting worse
and were occurring more often and for longer durations and were higher in severity.
Petitioner reported additional symptoms of blurry vision, fatigue, sensory changes, facial
numbness and tingling. Petitioner also that she had been experiencing difficulties
speaking and putting thoughts together. Dr. Patel also ordered and MRI and CT scans of
the brain and compared them an MRI and CT scans taken on May 27, 2008, Dr. Patel
found the scans to be normal. Dr. Patel diagnésed chronic migraines and her proscribed
Topamaz and told Petitibner to taper off Fioricet which could be contributing to her
symptoms. (PX 12)

On August 23, 2010, Petitioner was seen by Dr. Patel. At that time, Petitioner
was complaining of blurry vision in the left eye, numbness on the left side of her face,

- headaches; and tingling on the left side of her face, eye, tongue, neck and down her arm.
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Petitioner reported being very fatigued and that she gets tired with even minimal activity.
The records show that Petitioner was taking Xanax, Lexapro and Petitioner has a family
history of migraines. (PX 12)

Petitioner’s past medical history also included left ear tympanoplasty, depression,
anxiety, sleep disorder, psychotropic medications dating back to 2009, celiac disease and
being allergic to glutens which causes her nausea and vomiting. (RX 1 and PX 5).

Petitioner testimony regarding her health prior fo the incidents.

Petitioner testified that prior to October 23, 2013, she could exercise on a regular
basis, could run, did not take medication for any reason, and could see properly. (T' . 29).

Petitioner’s testimony regarding her work Accidents

Petitioner testified that the first incident occurred on October 23, 2012, when a
student was brought down to her office afler a fight. The student was seven years old, in
first grade, and maybe weighed between 50-60 pounds. Petitioner testified that the
student punched her in the bridge of her nose, mouth and right ear and jaw. Petitioner
also testified that she flew back and hit her head on the wall and that she blacked out.
Petitioner testified that when she woke up, another staff member was in the room taking
the student away. Petitioner testified that she completed an incident or accident report.
(T. 16). Petitioner testified that she continued to work after this incident.

Petitioner testified that, on March 19, 2013, she was struck by another student
who was eight-years-old and weighed between 60-70 pounds. Petitioner testified that she
was ina cIaéSroom administering medication when a student punched her in in the middle
of her back, jumped _.on her back and started punching her in the neck and back of the
heéd._ Péfitionér teétiﬁed that as she tried to move she hit her head on the wall in the front
of the room and blacked out, Peﬁtioner further testified that her forehead and face hit the
wall. (T 20-22). Petitioner testified that she competed a second accident report. {T. 22).

Acadenf Reparts

On October 23, 2012, Petitioner co_mpleted_an Employee’s Report of Injury. On
the form, _P_etiti'oner indicted that she was punched in the forchead, nose and right
tempdfa] area or ear. Petitioner listed her pain areas as the cheek, ear, neck, and right

eye. (_PX' 1). A co-worker who witnessed the incident, Denise Polick, completed a

S0
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staternent. Ms. Polick stated that Petitioner was hit in the bridge of her nose, end of her
nose, and the area of her right ear. (PX 1).

On November 16, 2012, Petitioner filed a police report with the Glendale Heights
Police Department for the QOctober 23, 2012 incident.. At that time, Petitioner reported
being punched once in the bridge of her nose, twice on the tip of her nose and three times
in the temporal area. Petitioner also reported hearing loss and her nose was swollen. (PX
.t

On March 20, 2013, Petitioner completed an Employee’s Report of Injury for the
March 19, 2013 incident. On that form, Petitioner indicated that she was pushed on her
back, was hit her in the back of the head, and her head whipped back. Petitioner reported
that ber head and neck were injured. Petitioner also indicted that the location of her pain
was her head, eyes, ears and neck. (PX 1),

Medical Treatment

On October 23, 2012, Petitioner treated with Dr. Patel, of DuPage Medical Group.

At that visif, Petitioner reported being hit in the forehead, nose and ear. Petitioner
complained of right ear pain and decreased hearing. The examination of Petitioner’s head
showed no contusions, ecchymosis, and Petitioner’s facial bones were stable. The
examination of the right ear showed a central perforation of the tympanic membrane or
TM. Dr. Patel diagnosed a right ear perforation and he recommended Petitioner follow
up with an ENT. (PX 12).

On October 24, 2012, Petitioner was examined by Dr. Andrew Celmer, of the
Glen Ellen Clinic Department of Otolaryngology. At that visit, Petitioner complained of
right ear pain and hearing loss. Petitioner reported being struck in the head and nose by a
student. Dr. Celmer’s records state that Petitioner had no other complaints other a sore
nose. Dr. Celmer assessed a right ear tympanic membrane tear (TM) and he attempted to
apply a patch but Petitioner did not tolerate the patch. Dr. Celmer recommended dry ear
precautions and tﬁe TM would likely heal on its own. A foliéw up appointment was
scheduled in six weeks. (PX 3).

" VThe Arbitrator Hotes that Petitioner’s Report of Injury, Police Report and witness staterment doaot
indicate that Petitioner struck her head on a wall and blacked out.
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On December 5, 2012, Petitioner returmned to Dr. Celmer who noted that
Petitioner’s symiptoms remained unchanged. At this visit, Petitioner complained of right
ear pain. Dr. Celmer’s records state that Petitioner had no other complaints. Dr. Celmer
indicated that Petitioner would likely need a tympanoplasty and he referred Petitioner to
Dr. Hsu. (PX 3).

On December 14, 2012, Petitioner was seen by Dr. Gregory Doefler, DDS.
Petitioner reported being struck by a client, on October 23, 2012, and she felt a pop in her
ear and, after a few hours, her jaw stiffened up. Petitioner also reported a popping on her
right side. Dr. Doefler ordered a CT scan of the oral and maxillofacial structures which
showed no osseous or sofl-tissues abnormalities. (PX 11).

On December 18, 2012, Petitioner started treating with Dr. Hsu, of the Glen Ellen
Clinic. At that visit, Petitioner reported hearing loss after being struck in the right ear.
Dr. Hsu recommended tympanoplasty and allograft reconstruction which was performed
on January 7, 2013, The operative findings revealed a 20% perforation, (PX 13)

Petitioner returned to Dr. Hsu on January 22, 2013, February 21, 2013 and March
7,2013. Dr. Hsu’s records state that Petitioner communicated well, was comfortable and
she under no apparent distress. Petitioner complained of muffled hearing. Audiological
diagnostic testing was ordered for the following visit. (PX 13).

On Fe_bmary 13, 2013, Petitioner was examined by Dr. Sam Marzo, of Loyola
Medicine, pursuant to Section 12 of the Act, for evaluation of the right ear and head.
Petitiénér repbﬁe& being.struck rﬁuitiple times with fists by a student. Petitioner reported
to Dr. Marzd thét. she Was told by a neutofogist that she had post-concussive syndrome,
occipital neural gia, tinnitus in both ears, and TMJ.2 Petitioner complained of a stiff jaw.

. Dr. Marzo assesseti centra! perforatlon of tympanic membrane, post-concussion
s’yndrome, conducnve hearmg loss, sub}ecme tinnitus and otogenic pain. Dr. Marzo
indicated that Petitloner § ear pain and tinnitus should i improve over time and Petitioner

should continue treatmg with her neurologist for post-concussive syndromc and TMJ.
(PX 16).

2 The Arbitrator notes that Petitioner did not testify that she treated with a neurologist and was diagnosed
with post-concussive syndrome, occipital neuralgia, tinnitus or TMJ between October 23, 2012 and March
19, 2013. The Arbitrator also notes that Petitioner did not submit mto evidence the records of Dr. Charig or
any other neurologxst she treated with between October 23, 2012 and March 19, 2013.
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After the second incident, on March 19, 2013, Petitioner went to the emergency
room at Central DuPage Hospital. At that time, Petitioner reported being pushed by a
student, hit her head and was punched in the back of the head near the base of her head.
Petitioner reported dizziness and nausea. The emergency room records state that
Petitioner reported “at wbrkvsboved by a student, my head went back, then he went to
punch me again and he hit me in the back of the skull, I have post-concussion from
another student and have constant headaches which s worse na?v, [ feel nauseated and
dizzy.” (PX 15). Petitioner also reported that she sustained a *“significant concussion”
with a ruptur'ec'i tympanic membrane and post-concussive syndrome as the result of an
October incident inveolving anotﬁer and she was treating with Dr. Cheng, a neurologist.
The emergency room records state that Petitioner did not suffer a loss of consciousness,
no numbness, no tingling or weakness anywhere. A CT scan performed which was
negative. The emergency room clinical impression was listed as no diagnosis found.
(PX 15), |

The emergency room records also state that patient had a new concussion with
post-concussive syﬁdrome from a head injury a few months ago and she appeared to be
also suffering from PTSD from her fist concussion. Petitioner was released from the
hospital, given a name of a neurologist and told to follow up with her primary care
physician. (PX 15). '

On April 4, 2013, Petitioner was examined by Dr Sachin Mehta of Marianjoy
Medical Group. The medical records state the reason for the visit was post-concussive
(10/23/2012) and PTSD (3/19/2013). At that visit, Petitioner reported an initial traumatic
event in October 2012 afier being punched by a student between the eyes and on the right
side of her scalp. Petitioner reported suffering a ruptured tympanic membrane.
Petitioner also reported being diagnosed with past—.;:oncussioﬂ syndrome and she was -
treating with Dr. Chaﬁg a neurologist® Dr. Mehta's records show that Petitioner
compiained of ongoing headéches, impaired bajancé, i'nsor_nnia, mqod issueé and that she
returned to work. Petitioner reported that a second incident on March 19, 2013 when she
was hit from beﬁind by a student and punched in the occiput by a student, (PX 8)

3 The Arbitrator notes that Petitioner did not testify that she treated with Dr. Cheng, a neurologist, was -
diagnosed with post-concussion syndrome afier the October 23, 2012 accident.
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At this visit, Petitioner complained of trouble with “flipping letters, numbers,
directions”, calculating difficulties, being more irritable and less tolerant of her kids.
Petitioner also reported constant headaches and eye twitching. Petitioner reported feeling
nervous, anxious, and feeling fatigued most of the day. Petitioner told Dr. Mehta that she
was diagnosed with PTSD. Dr. Mehta noted in his records that Petitioner reported
feeling a loss of control over her life because she was working 37 hours a week, attending
classes 2-6 hours a week, her husband was not working and on disability and not helping
around the house and she was the primary caregiver for her children. Dr. Mehta
diagnosed post-concussion syndrome, neurobehavioral deficits/neurocognitive, impaired
balance, insomnia, anxiety/depression/PTSD, chronic post-concussion headaches. (PX 8)

On April 15, 2013, Petitioner was seen in the emergency room of Glen Oaks
Hospital, The records state that Petitioner was well until 12:30, in the afternoon, when
she developed a right-sided headache and numbness on the left side of her tongue and left
lips. Petitioner also reported numbness in her left arm and left leg. The records state that
Petitioner has a history of migraines with atypical aura of *“flashing light” and that she
takes Topamax, 75 mg twice daily, and prophylaxis, and butalbital. (PX 14).

The emergency room show that Petitioner reported being punched in the face in
October and experiencing a brief loss of consciousness. The records also show that
Petitioner reported sustaining a second head injury in March. The emefgency room
records show that Pefitioner reported headaches since October, frequent nausea, postural
dizziness and difficulty with h_aia_ﬁce. The records show that Petitioner reported that she
was treating for pb_st-concuséién syndmme at Mérianjdy clinic. (PX 14). At the
eniergezi_cy i‘obm, C’T a sc-én_ was taken which was normal. Petitioner was diagnosed with
migrainc s.yndrome_, Petitioner was told that she could increase her Topamax to 100 mg
twice daily. (PX 14).

| On Aprii 22, 261_3, P_étitioner was seen by Dr. Nina Jordania, MD, of the
psychiatry de;iax%tmén_t Q'f'B:e_ha\iioral Health Services at Centraf_ DuPage Hospital. At that
time, Petitioner repoﬂeé a 'hfstory of two consecutive concussions. Dr. Mechta refereed
Peﬁtionér' to Dr. Jordania foi‘ the treatment of Petitioner’s anxiety. .- At that visit,
Pétitibn_er reported that since the first concussion she ﬁas had constant headaches, with
_phofo and phonopﬁobia, arm/elbow tingling, can’t focus, can’t siéep, nausea, ﬁWit’chmg,
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sadness, fear, unable to drive due to poor balance, irritability, and worrying. Petitioner
also reported .ringing in her ears like sirens in her head. (PX 5).

Dr. Jordania noted that Petitioner past medical history included mild depression,
anxiety, celiag disease and that she is allergic to glutens which cause nausea and
vomiting. Dr. Jordania diagnosed Petitioner with anxiety due to post-concussion
syndrome, PTSD), post-concussion syndrome and insomnia due to PTSD. (PX 5).

On June 6, 2013, returned to Dr. Hsu. At that time the audiogram was taken
showed normal hearing. Petitioner reported that she was treating with a neurologist and at
Marianjoy. Petitioner complained of headaches, balance problems, and ringing in both
ears. Dr. Hsu released Petitioner fiom care. (PX 13).

On July 18, 2013, Petitioner returned to Dr. Jordinia reporting a significant
reduction of headaches afier switching to Dexakote from Topamax. (PX 6).

On July 31, 2013, at the recommendation of Dr. Mehta, Petitioner sought
counseling services from Steve Cromer, LCPC, at Pathways Psychological Services. M.
Cromer provided individual counseling to Petitioner until July 1, 2015. Mr, Cromer
reported that Petitioner was depressed, overwhelmed, exhausted, sad and angry and he
related that Petitioner’s inability to work was due to fears and symptoms of PTSD. (PX
5).

On August 19, 2013, Petitioner was examined by Dr. Nancy Landre, a licensed
clinical psychologist who is board certified in clinical neuropsychology, pairsuant to
Section 12 of the Act. At that visit, Petitioner reported being stuck by a 7-year-old in the
nose and right temporal/ear area on October 23, 2012. Petitioner reported seeing her PCP
and ENT (Dr. Celier) and undergoing an audiological evaluation on March 7, 2013
which showed normal hearing sensitivity and excelient speech discrimination abilities.
Petitioner also reported she later developed persistent tinnitus which, her treating docter,
opined was unrelated to her hear injury. Petitioner further reported. that after retui‘ning to
work she started to cXp‘erience headaches, jaw pain, fever, and dizziness. .Pétitipncr

advised Dr. Landre that she started seeing Dr. Rikert, whom she previously treated with

* Dr. Jordania’s records do not indicate that Petitioner was treating with Dr. Patel prior to the October 2012
“for migraines and that she previonsly expericnved symiptoms of headaches, blurry vision, facial mummibness
and tingling, sensory changes, fatigue, and episodes of being unable to talk.



21IWCC0403

for headaches. Petitioner advised Dr. Landre that she started to also experience eye
twitching, nausea, sleep disturbances and other post-concussive symptoms. (RX 1).

Petitioner reported that she was symptomatic but continued to work until March
3, 2013, On that day, Petitioner reported that she was pushed from behind by a second
grader. Dr. Landre noted the Employer’s Report of Injury stated that Petitioner was
pushed from behind causing her to stumble but she did not fall or strike her head on
anything. Dr. Landre also noted that Petitioner treated at Central DuPage Hospital and
those records showed that Petitioner did not report a loss of consciousness, a CT was
normal, the exam was found to be unremarkable and Petitioner was discharged with no
diagnoses being found. (RX 1).

Dr. Landre noted that Petitioner said that she stopped working after the second
incident and that she was referred to Dr. Mehta, Marianjoy, by Dr. Cheng and another
neurologist, which she sought a consultation.” Dr. Landre indicated that Petitioner
underwent a neuropsychological evaluation with Dr. Devereux on May 1, 2013. Dr.
Deversux found Petitioner’s neuropsychological evaluation to be invalid because
Petitioner significantly under-reporting her mental/personal problems while over-
reporting somatic and cognitive problems. Dr. Landre noted that Dr. Devereux
recommended a treatment plan for PTSD, which Petitioner declined. (RX 1).

Dr. Landre noted that Petitioner’s past medical history included migraines, left ear
tympanoplasty, signiﬁbax_]t psychiatric history for treatment of depression, anxiety, sleep
disorder with psychotropic medications dating back to 2009, (RX 1).

. Dr. Lefzndre ﬂoted that Peﬁ'ti_on_er .fail'eé several stand-alone and embedded validity
measures. Dr, Landre stated that Petitioner sﬁowed significant elevated scores on self-
reported measures intended to identify malingering and that Petitioner’s scores showed
marked Symp_tom oﬁer—feporti'ng. Dr. Landre dpined that Petitioner’s cognitive tests were
not .im'_ralid for :intetﬁretatien' because they'por:t'ray her much more impaired than she is.
Dr. Laridre also dpinec_f tﬁat ?etitidner’s self-reporting injury related symptbmatqiogy was

not credible. Dr. Landre noted that Petitioner’s performance on standard cognitive tests

3 Petitionier did not submit into evidence the records of Dr. Cheng or the other neurologist which she sought
a constltation.
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results were improbably low, at a level typically seen in patients with severe brain
injuries or advanced dementia. (RX 1).

Dr. Landre opin_ed that Petitioner’s cognitive tests results and responses to self-
reporting measures reflect probable symptom magnification.. Dr. Landre further opined
that Petitioner does not neéd further treatment and that any complaints she has would be
driven by factors unrelated to her injuries. Dr. Landre opined that Petitioner’s complaints
were not causally related to her work injuries but are being maintained by other factors
such as work avoidance or possible financial renumeratic)n; Dr. Landre also opined that
Petitioner could return 1o work full duty without restrictions. (RX 1).

On August 27, 2014, Petitioner returned to Dr. Jordaia who indicated that
Petitioner scored 30/30 on a MMSE. Dr. Jordania’s records state that the test was not
useful, in Petitioner’s case, to detect cognitive defect. Petitioner continued to treai with
Dr. Jordania until May 11, 2016. {(PX 6).

Petitioner returned to Marianjoy on September 20, 2016 and was seen by Dr.
Sayyad’s nurse practitioner, Sylvia Duraski. Petitioner reported a return of headaches.
The medical records state that Petitioner was alert, oriented, appeared to be smiling more
and was more optimistic. Petitioner was given the names of potential psychiatrists to
follow up since Dr. Jordania left the area. Petitioner was encouraged to continue taking
classes she enjoys so she will be more successful. Petitioner was advised to return in six
months or sooner should a problem arise. Petitioner did not return for additional
treatment. (PX 4).

On December 31, 2014, Dr. Obolsky performed a Forensic Psychiatric
Examination, pursuant to Section 12 of the Act, The forensic psychiatric evaluation was
performed to assess Petitioner’s reported mental health as a consequence of the
Petitioner’s work accident. The forensic psychiatric evaluation consisted of over 36
hours of record review, forensic psychiatric interview, forensic psychclo'gicall and
cognitive tesiing and data analysis. (RX 3). o

Dr Obo.lsky opined that Petitioner’s complaints of subjective trauma-related
mental, emotional, and cognitive symptoms were not reliable. In his report, Dr. Obolsky
stated that the objective evidence does not support Petitioner’s reported subjective

complaints. - Dr. Obolsky - opined ‘ that - Petitioner was malingering - (i.c. symptom
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exaggeration for secondary gain) and that she suffers from avoidant dependent and
compulsive personality features not causally related to her work accidents. (RX 3).

In his report, Dr. Obolsky opined there was no objective evidence that Petitioner’s
work accidents caused any . clinically significant mental, emotional or cognitive
dysfunctions. Dr. Obolsky noted that Petitioner endorsed over 40 current assorted
symptoms involving various bodily systems on medical psychiatric questionnaires. Dr.
Obolsky stated that on the forensic psychological testing, Petitioner exaggerated somatic
and cognitive complaints consistent with malingered neurocognitive dysfunction and she
also inconsistently magnified her psychiatric symptoms.

Dr. Obolsky stated that that Petitioner’s reported postiraumatic symptoms during
the forensic psychiatric interview but her description of some of the pathognomonic
postiraumatic stress disorder symptoms were phenomenclogically inauthentic. Dr.
Obolsky noted that Petitioner’s performance on forensic psychological testing was
erratic. Dr. Obolsky stated that Petitioner made deliberate and unsophisticated attempts
to represent herself in an unrealistically virtaous way on the MMPI-2 test. (RX 3).

Dr, Obolsky determined that Petitioner made non-credible over report of
psychiatric, cognitive and physical symptoms. In the report, Dr. Obolsky noted that five
months after Petitioner’s second work injury, Dr. Landre noted that Petitioner failed
symptoms validity testing and she displayed abnormal performance on multiple
neurocognitive tests. Dr. Obolsky further noted that Dr. Landre assessed malingering
afler Petitioner’s neurocognitive and psychological tests results were found invalid
because of' multiple failed Symptoms validity indicators and evidence of over reporting on
self-reporting measurés. {(RX 3).

Dr. Obolsky opined that the results of two neuropsychological evaluations don’t
offer objéctiv_e evidence of mental, emotional or cognitive symptoms of post-concussion
syndr_o_m_é. Dr. {)bolsky further op_inéd that Peﬁti_onér did not develop poét—tra&;matic
stress disord_er due to her wofk ac_cidéﬁts and Petitioner could return to work.ﬁili duty.
(RX 3). |

Surveillance
Beginning April 24, 2013 and 'eﬁc}i.ng through May 7, 2017, on six separate dates,

Respondent conducted surveillance of Petitioner. During the surveillance, Petitioner was

10
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observed opening her front door, carrying a garden hose and two rakes, putting items into
a trash container, carrying a bag of trash, shipping at a store and pushing a shopping cart,
getting mail and carrying empty bags and sitting and walking in a playground. {RX 6).

Evidence Depositions .

Dr. Sayyad/Treating physician

Dr. Sayyad testified by evidence deposition on March 1, 2017. (PX 10). Dr.
Sayyad testified that shé did not see the Petitioner until January 30, 2014 because she
previously treated with her partner, Dr. Mehta. (PX 10).

Dr. Sayyad testified that Petitioner complained of light and sound sensitively,
lightheaded, and had problems with attention, memory, concentration, dizziness. Dr.
Sayyad testified that Petitioner reported to the nurse that she also had ringing in both ears,
vision concerns, blurred vision in the left eye and headaches. Dr. Sayyad testified that
Petitioner said her symptoms were the result of post-concussion syndrome and PTSD as a
result of being punched in the head in October of 2012. (PX 10).

Dr. Sayyad testified that she last saw Petitioner on September 20, 2016 and, at
that time, Petitioner had a much brighter affect, was smiling and appeared more
optimistic and her speech was fluent. Dr. Sayyad testified that his partner had diagnosed
Petitioner with post-concussion syndrome, PTSD, neurocognitive deficits associated with
PTSD, post-concussion syndrome and post-traumatic headaches. Dr. Sayyad opined
there was a connection between the Petitioner being punched in the head and her
diagnoses, Dr. Sayyad testified that her opinion was based upon her medical judgment
and that you need a pretty significant trauma to the head to have a diagnoses of post-
concussion syndrome and the associated symptoms. (PX 10).

Dr. Sayyad also opined thaf, as of September 20, 2016, Petitioner was unable to
work because .her heédaéhes had not completely resolved and because her condition was
not stabilized sih:e Petitioner was still looking for a new psychiatrist. {PX 10).

On croés_-_examination, Dr. Sayyad testified that she had not reviewed any of
Petitioner’s néuropsycho’logiéal testing. Dr. Sayyad écknowledged arderir;g
neuropsychological tesﬁﬁg, on January 6, 2015, which was not completed in more than
two years, (PX 10).

11
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Dr. Sayyad testified that she only reviewed the medical records from Marianjoy
and she was not aware that Petitioner suffered form headaches in 2007. Dr. Sayyad
further testified that she could not give an opinion as to Petitionet’s current condition
because she had not examined Petitioned in over two years. (PX 10).

Dr. Nancy Landre/Section 12 Examiner

Dr, Nancy Landre was deposed on March 9, 2017. Dr. Landre is a clinical
psychologist specialty trained in neuropsychology. Dr. Landre testified that she sees
patients in the areas of dementia, learning disabilities, ADHD, head injuries and other
neurological disorders. Dr. Landre testified that she was the clinical neuropsychologist
that consulted with the level one trauma center at Lutheran General Hospital in the
traumatic brain injury program. (RX 2)

Dr. Landre testified that Petitioner’s past medical history was significant for
migraines, which Petitioner attributed to fluorescent lights in her work place, lefi ear
tympanoplasty, depression, anxiety, sleep disorder, and celiac disease. Petitioner’s
depression and sleep disorders dated back to 2009, (RX 2)

Dr, Landre testified that Petitioner reported being struck by a 7-year-old student
and that she did not lose consciousness, but she did feel dizzy and saw stars. Petitioner
was diagnosed with a right TM perforation and she had surgery on January 17, 2013. Dr.
Landre noted that an audiogram, taken 2 months later, showed normal hearing sensitivity
and gkccilant speed discriminatien ability in the ear. Dr. Landre testified that Petitioner
repoﬁed compi_a_izﬁﬁg. of tinnitus, but her doctor opined that it was unrelated to her injury
and di_é(_:.ha:rge& _Pétitioner from care. (RX 2)

Dr. Landre testified thét Petitioner reported a second accident, occurring on
March_lﬁ, 261 3, when éhe was pusﬁc:'& from behind by a second-grade student. Petitioner
reported thatlf she .briéﬂy Ebst her b_alance, but she did not fall or strike her had on
anyfhing; Peti'ﬁoner was ﬁéaiéc_i at Cén_tral DuPage Hospital. Dr. Landre teétiﬁ_e_d that
Central .D_.u_P.age' Hosp_itél- _récOrds showed . that Petitioner’s examination was
unr:er_"n_arkablfe,' and a CT scan was né'gatiire‘ Petitioner reported being referred to Dr.
Méhta, at: Mérianjoy, who. diagnosed post—concuésion syndrome and recommended the

outpatient brain injury day rehab p'fogram at Marfanjoy. (RX 2)

12
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Dr. Landre testified that, on May 1, 2013, Petitioner saw Dr. Devereux who
determined that Petitioner showed insufficient effort and performance during symptom
validity testing. Dr. Landre testified that she also conducted neuwropsychological testing
and her findings, just as Dr. Devereux findings, her findings also showed. problems with
Petitioner’s effort and credibility regarding self-report of injury related symptoms. Dr.
Landre noted that Dr. Devereux recommended a highly effective treatment for PTSD
which Petitioner declined. The treatment involved exposure to work. Dr. Landre
testified that one of the best available treatments for PTSD is exposure to work. Dr.
Landre testified that when asked about returning to work, Petitioner responded that
thinking about returning to work made her feel nauseous. (RX 2)

Dr. Landre testified that one of the best measures of symptom validation tests is
the MMPI (Minnesota Multiphasic Personality Inventory). Dr. Landre testified that
Petitioner failed a number of the symptom validity tests which showed that Petitioner was
over reporting her symptoms. (RX 2)

Dr. Landre testified that Petitioner’s cognitive test and psychological tests results
were found not to be valid for interpretation because the tests did not provide reliable or
valid estimate of what was really going in those domains. Dr. Landre testified that on
some of the performance validity tests, Petitioner performed worse than patients with
severe dementia in a hospital setting. (RX 2)

Dr. Landre testified that there is a predictable pattern of performance with mild
head injuries, and Petitioner’s paticrns of deficits were not consistent with those
predictable patterns. Dr. Landre testified that she would never expect to see someone
with sgverely negative imﬁaired spatial abilities, like Petitioner, .or someone thh
moderately impaired fine motor skills, like Petitioner, in a case ihvoiving a rr.ﬁld' head
injury. Dr. Landre testified that she would not.ex.pect to sec any effect at all on fine
motor skills. (RX 2) |

Dr. Landre’s opined Petitioner’s symptom_sl are related to maiin_gering. Dr. Landre
testified that she bésed her opiriion uﬁo’n the test results, Petitioner’s faiiuré on both
performance and symptoms validity measures, Petitioner’s poér"ﬁnding on the standard
neuropsychpiogicai indiées and inconsistencies between self-reported and what we know

~ about the nature and course of recovery from concussions. (RX 2)

13
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Dr. Landre also opined that Petitioner’s current condition were related to
symptom magnification. Dr. Landre testified that she was unable to provide a valid
estimate of Petitioner’s true cognitive or emotional status based upon the testing because
of Petitioner’s insufficient effort during testing and symptom exaggesaﬁén. Dr. Landre
opined that Petitioner’s true functioning status was within normal limits based upon
Petitioner attending college, passing classes, and driving without restrictions. (RX 2)

Dr. Landre opined that based upon the test results, history of reported symptoms
Petitioner’s complaints is being maintained by secondary gain, work avoidance or
financial compensation. (RX 2)

Dr._Obolsky/Section 12 Examiner

Dr. Obolsky’s evidence deposition occurred on April 10, 2017. Dr. Obolsky is

board certified in general and forensic psychiatry. Dr. Obolsky testified that Petitioner

did not report a loss of consciousness, mental status changes or post-traumatic amnesia
when she described her work accidents which, he said, was consistent with the
emergency room findings. (PX 4).

Dr. Obolsky testified that Petitioner said she reported, after the March incident,
that she was experiencing dizziness, nausea, slurred speech, confusion and nonreactive
pupils. Dr. Obolsky testified nonreactive pupils are present post-traumatically when you
have a very sever traumatic brain injury are signs of virtual death. Dr. Obolsky testified
that had a patient presented to the emergency room with nonreactive pupils and slurred
sp_ééch the em‘ergency room would have taken life saving measures and, if sucy
symptoms existed, it wéniid‘ bad been documented in the emergency room records. Dr,
Obolsky noted that the emergency room records indicated that Petitioner’s speech was
not shmed her pupﬂs were equal in diameter and reactive to light, and she was not
confused and was alert and oriented in all spheres. (PX 4).
| Dr. 'Obol_sky testified that Pétiﬁoher is a medical professional who has some
medical éddéation ahd Sﬁé may know the term nonreactive pupils, but most lay people do
not. Dr.. Oboisky testaﬁed that the use of these tefms reflects a conscious exaggeration of
symptom (PX4). _ o

Dr. Obolsky aiso tesnﬁed that Petxnoner reported her jaw was knocked out of
place and she had jaw symptoms after the fitst incident. Dr. Obolsky testified that
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Petitioner’s jaw symptoms did not appear in any medical records until February 6, 2013,
three and a half menths after the October 2012 event. Dr. Obolsky testified that this
shows that Petitioner is purposefully not giving a ciear history of her iliness suggestmg
symptom exaggeration. (PX 4)

Dr. Obolsky testified that, afier reviewing the results fmm the psychologxcal
testing, Petitioner is misattributing causation. Dr. Obolsky testified that Petitioner is
piling up every symptom she can think of, whether it’s present or not, and she claims they
are all caused by either the first or second injury. Dr. Obolsky testified that Petitioner is
misattributing causation of her physical symptoms to an event for which she could
receive compensation which is malingering. (PX 4).

Dr. Obolsky testified that Petitioner reported that she started to experience
memory difficulties after the March 2013 incident. Dr. Obolsky noted that the first time
Petitioner reporteﬁ memory difficulties was during the IME, with Dr. Levine, on March
7, 2013, one week before the March incident. Dr. Obolsky testified that, at that tirne,
Petitioner reported that she did not know what country or town she was in. Dr. Obolsky
testified that one must have a very significant traumatic brain injury not to know that vou
are in United States or Chicago. (PX 4).

Dr. Obolsky testified that a neurologist, Dr. Cheng, performed an evaluation of
Petitioner on February 7, 2013, one week before she was examined by Dr. Levine, and
also performed a mental 'stat_us exam which found Petitioner to be alert, oriented in all
spheres and her memory, attention and concentration was .norﬁlal. Dr. Obolsky testified
that, based upoﬁ Dr. Cheng’s examination, one month before Petitioner’s second
accident, her mental state '&&as normal, Dr. Obolsky testified that this issue is significant
because it shows that Petitioner did not have any cognitive symptoms after her first injury
and it also shows that Petmoner started lying before the second acmdcnt (PX 4).

Dr. Obolsky testlﬁed that the way traumatic brain i mjunes work is that something
happens, your brain is brulsed and you, unmedxately, deveiop symptoms and, over time,
the symptoms 1mprove Dr. Obelsky tesﬁﬁed that the symptoms should steaddy improve
and resolve w:thm 3 months of the event. (RX 4).

Dr. _Obolsky further testified that after reviewing all of the physical symptoms

‘reported and Petitioner’s complaints listed in the questionnaire Petitioner endorsed over
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50 separate physical complaints. Dr. Obolsky opined that both Dr. Devereux and Dr.
Landre’s neurocognitive testing shows that Petitioner malingered, exaggerated cognitive
complaints and her subjective cognitive complaints are untrustworthy. (RX 4).

Dr.. Obolsky testiﬁé_d that Dr. Devereux’s neuropsychological testing, performed .
on May 1, 2013, six wéeks after the second work accident, shows that Petitioner was
malingering her symptom. Dr. Obolsky testified that on the RBANS test, Petitioner
performed in the lowest .01 percentile and her scores were the same as people with severe
end-staged dementia. Dr. Obolsky testified that the RBANS test is a cognitive test of
memory, concentration, attention, and executive functioning. Dr. Obolsky opined that the
MMPI-2 test showed that Petitioner was exaggerating her physical symptoms. (RX 4).

Dr. Obolsky further opined the VSVT showed that Petitioner was a malinger. Dr.
Obolsky testified that a person is who is a malinger will perform well on the part of the
VSVT they believe is easy and will do poorly on the part of the test they believe is hard.
Dr. Obolsky testified that both parts of the test are of equal difficulty. Dr. Obolsky
testified that Petitioner performed in a valid range on the perceived easy part of the test
and she performed in the questionable range on the perceived bard part of the test. (RX
4).

Dr. Obolsky diagnosed malingering with avoidant dependent and compulisive
personality features. Dr. Obolsky testified that his diagnoses were based upon the review
of the medical records, performance of psychological testing, review of the psychological
neurocoghitive tesis and his interview with Petitioner. (RX 4).

Dr. Obolsky opmed that Petitioner did not suffer any post-traumatic disorder
based upon the. totahty of the data which included the medical records, psychological
testing, and neumqogmtwe testing. Dr. Obolsky testlﬁ_ed that symptoms were missing to
diagnose PTSD. Dr. Oﬁblsky testified that Petitionér’s intrusive symptoms. were not
autheritic her avoidarce sj?rﬁpt(')ms were. inconsistent, and her hypei'arousal symptoms
were not authentxc Dr Obolsky oplned that it is mappropnate to dtagnase PTSD in this
case because Peutxoner waé, an untmstworthy reporter of her symptoms she
misatiributes the causat;on mxsreports symptoms and she mamplﬁates symptoms. (PX 4).

Dr. Oboisky further testlf ed that Petitioner’s credibility, as a hlstonan of her own
symptoms, is undemnne.d significantly because she clearly malingering. Dr. Obolsky
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testified that it is inappropriate to diagnose PTSD under such conditions. Dr. Obolsky
noted that Petitioner refused PTSD treatment offered by Dr. Devereux and the people
who diagnosed PTSD did not treat Petitioner as if she had PTSD. (RX 4).

.Dr. Obolsky also opined that Petitioner did not suffer a concussion in either work
accident. Dr. Oboisky testified to be diagnose with a concussion you have to exhibit one
of the four symptotns immediaﬁely after the physical force is applied to the head. Dr.
Obolsky testiﬁe& to be diagnosed wiﬂi a concussion, ydu must, immediately, develop a
loss of consciousness or mental state changes or post-traumatic amnesia or focal
neurological signs. Dr Obolsky testified that Petitioner did not immediately develop any
of the four symptoms for both incidents. (RX 4). |

Dr. Obalsky opined that Petitioner did not develop any condition of mental ill-
being causally related to either the October 23, 2012 or March 19, 2013 work events. Dr.
Obolsky further opined that Petitioner does not réQuire additional medical care and she
could return to work full duty, without restrictions. (RX 4).

Petitioner’s Fducation

Petitioner testified that after the March 19, 2013 accident she started to take

classes at College of DuPage. In May of 2019, Petitioner received an associate degree in

applied science and human services for addiction counseling. Petitioner testified that the
degree takes two years to complete. Petitioner testified that she also has an associate
degree in in general studies and she is certified as an emergency medical technician, both
earned prior to 2012, (T. 34).

Petitioner’s Current Complaints

Petitioner testified that she still suffers sleeping pro'blems dizziness, when she
stands up too quzckiy, and the tinnitus causes ringing in her ears which gets louder when
she gets light-headed. Petitioner tcstzfied that she gets anxious when the ringing gets
louder. Petmoner testified that she gets tmgly everywhere very dzzzy and she needs to
lay down Petltloner testiﬁed that she gets nervous around a lot of people, in new
sxmatlons and she needs to know whose around. Petitioner testiﬁed that she gets anxxous
in grocery stores and needs to find landmarks when going to the pafk, so she could find
her car. (T. 36-38). ' | B | '

" The Arbitrator doés not find the testimony of the Petitioner to be credible.
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Conclusions of §.aw

The Arbitrator adopts the above Findings of Fact in support of the Conclusions of
Law as set forth below. The claimant bears the burden of proving every aspect of her
claim by a preponderance of the evidence. Hutson v. Industrial Commission, 223 Til App.
3d 706 (1992).

In suppert of the Arbitrator’s decision refated to issue (I), is Petitioner’s current
condition of ill-being causallv connected to the accidental Injuries of March 19,
2013, the Arbatrator makes the fallowmg conclusions:

Acmdental injuries need not be the sole cause of the Petitioner’s current condition
of ill-being as Iong as the accidental injuries are a causative factor resulting in the current
condition of ill-being. Sisbro, Inc. v. Industrial Commission, 207 111.2d 193 (2003).
Causal connection between accidental work injuries and an injured worker’s current
c_qndition_ of ill-being may be established by a chain of events, including Petitioner’s
ability to perform work duties before the date of accidental injuries and inability to
perform those same duties following that date. Darling v. Industrial Commission, 176
[11.App.3d 186 (1988). Petitioner’s condition of health prior to the accidental injuries
need not be perfect, if after an accident occurs and following the accident, the Petitioner’s
condition has deteriorated, and it is plainly inferable that the intervening injury caused the
deterioration; the salient factor is not the precise previous condition, it is the deterioration
from Whatéver‘ 1.t_he previous éondition had been. Schréeder v. liinois Workers’
Compensation Comm’n, 2017 IL App (4") 160192WC.

The Arbxtrator ﬁnds after rewewmg all of the evidence, that Petitioner failed 1o
prove by the preponderance of the ewdence that she sustained a concussmn post-
concussxon syndrome PTSD TMJ tmmtus occxpxtai neuralgia, anxiety, migraines that
was causaily related to the March 19 2013, accxdent

The Arbxtrator finds the Petitsonet s testlmony not credible. The Arbitrator notes
that Peutzoner was not dlagnosed mth a concusswn post~concuSSion syndrome nor did
she present concusszon related symptoms to Dr Pat,cl who she saw the day after the
Octobex 23, 2013 mcxdent When she saw Dr. Patef in October, she only complamed of
ear pam and hearing loss. On October 24, 2012 when Petxttoner saw Dr. Celmer she

only complained of hearing loss and a sore nose. When Petxtloner returned to DR,
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Celmer on October 24, 2012 and December 5, 2012, she had no other complaints. When
Petitioner treated with Dr. Hsu, on December 18, 2012, January 22, 2013 and March 7,
2013, she ref:orted no concussion related symptoms. (PX 13). The Arbitrator found that
Petitioner failed to prove that she sustained a concussion or post-concussion syndrome as
a result her October 23, 2012 incident. See Jdelyn Wellman v. CASE: Glenwood
Academy, Case #13 WC 13675.

On March 19, 2013, the day of the second incident, Petitioner presented at Central
DuPage Hospital and reported suffering a “significant concussion™ in October and that
she was diagnosed with post-concussion syndrbme by .I)r Cheng, a neuioiagist. The
Arbitrator notes that Petitioner did not subrmt into evidence Dr. Cheng’s medical records.

Petmoner testified that she was hit by a student and that she struck her forehead
on a wall and blacked out. (T. 20-22). The Central DuPage Hospztai medical records do
not show that Petitioner struck her forehead on the wall and blacked out. The Central
DuPage Hospital medical records state that Petitioner did not suffer a loss of
consciousness. (PX 15}.

The Arbitrator notes that Petitioner did not state that she struck her forehead ona
wall and blacked out in her Employee’s Report of Injury. (PX 1). The Arbitrator finds
that Petitioner’s testimony conflicted with the history she provided at Central DuPage
Hospital and the history she provided in her Employee’s Report of Injury.

The Arbitrator also finds that Petitioner did not provide complete medical
histories to various doctors regarding her preexisting conditions and symptoms she was
experiencing prior ‘to her work incidents. Petitioner attributed symptoms she was
experiencing, prior to Octdber of 2012, to have been caused by her October 23, 2012 and
March 19, 2013 work incidents. Prior to Octobei‘ of 2012, Petitioner’s mi_g'rame's wei‘e
getting worse and were occurring more often and for longer durations of higher 's_everity.
Petitioner was also experiencing blurry vision ih the left eye, fatigue, senséry changes,
famal numbness, tmghng, and she was havmg dzfﬁcuitms speakmg, and putting thoughts
together. Dr. Patel diagnosed chronic mxgrames and proscnbed Topamaz and he told
Petitioner to taper off the Fioricet which could be conmbutmg to her symptoms. In 2010,
Petitioner was expemencmg headaches, tmghnc on the left side of her face, eye, tongue,

neck and down her arm. Petitioner reported being very fatigues with minimal activity. -
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(PX 12). Petitioner’s past medical history also included left ear tympanoplasty,
depression, anxiety, sleep disorder, psychotropic medications dating back to 2009, celiac
disease and being allergic to glutens which causes her nausea and vomiting. (RX 1 and
PX 5). When Petitioner was treated at Marianjoy she reported headaches, fatigue, nausea,
eye twitching, insomnia, moodiness, and flipping letters and numbers. Petitioner did not
disclose that she had been previously diagnoses with chronic migraines, celiac disease,

depression, sleep disorder, anxiety and that gluten cause nausea and vomiting. When
| Petitioner was seen at Glen Oaks Hospital, she reported nausea, dizziness, numbness in
her left arm and numbness on the left side of her tongue. While at Glen Oaks Hospital
Petitioner did not report that she previously experienced symptoms of nausea, numbness
in the left side of her tongue and left arm. Petitioner did not report that she had celiac
disease and that glutens cause nausea and vomiting. When Petitioner treated with Dr.
Jordainia she reported headaches, nausea, twitching, arm tingling and that she was unable
to focus. Petitioner did not advise Dr. Jordania that she had been previously diagnosed
with chronic migraines and that she previously experienced twitching, vision problems.
Petitioner did not advise the doctors that she had been experiencing many of these
symptoms prior to her work incidents and Petitioner also told her doctors these symptoms
were caused by her work incidents. Internal inconsistencies in a claimant’s testimony, as
well as conflicts between the claimant’s testimony and medical records, may be taken to
indicated unscliability. Gilbert. V. Martin & Bayley/Hucks, 08 1L.W.C. 004187 (1lL.
Indus. Comm’n., 2010)..

_ Peﬁtioner teStiﬂed that, prior to thé October 23, 2012 incident, she was not taking
me‘dicatim for any reason and ihat she could regularly exercise. Petitioner saw Dr. Patel
on April 16, 201_2, c’émpiainiﬁg that her headaches were increasing in severity, intensity
and fr'eﬁ;i}ency. Petitier_xér_ was diagnosed with dhrqni_c wmigraines. Dr. Patel pros_crii)_ed
Topamaz #nd told to 'Pe_tiﬁo'nef to I.'ed.i.lc.e. the Fioricet she was. taking. Petitioner also
cbmpléine;i fatigue.. Two yéars earlier, F'étiﬁdn_e_r. repof'ted similar symptoms 'whi_ch
incluc_ied' migraines and-hging- very fati_g’lued'ej?eﬁ with minimal activity. The Arbitrator
finds that Peti_tidner-’ s testimony regarding her physical condition prior to the October 23,
2012 incident was not credible.
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The Arbitrator finds the opinions of Drs, Landre and Obolsky to be persuasive.
The Arbitrator does not find the opinions of Drs. Sayyad, Mehta, Jordania to be
persuasive nor does the Arbitrator find the diagnoses, related to post-concussion
syndrome and PTSD, found in the Central DuPage Hospital medical .records, to be
persuasive, The Arbitrator finds that those opinibﬁs were based upén accurate histories
or information provided by Petitioner. It is axiomatic that the weigh accorded an expert
opinion is measured by the facts supporting it and the reasons given for it; an expert
opinion cannot be based on guess, surmise, or conjecture. Wilfert v. Retirement Board,
318 111 App.3d 507, 514-515 (First Dist. 2000).

Petitioner advised Dr. Mehta that she was previously diagnosed with a concussion
and post-concussion syndrome by Dr. Cheng, a neurologist. Petitioner did not place Dr.
Chang’s records into evidence. The Arbitrator riotes that none of Petitioner’s initial
treating physicians, for the October 23, 2012 incident, diagnosed her was sustaining a
concussion or post-concussion syndrome. As previously noted, the Arbitrator did not
find that Petitioner suffered a concussion or post-concussion syndrome after the October
23, 2012 incident.

The Arbitrator does not find the testimony of Dr. Sayyad to be persuasive. Dr.
Sayvyad testified that he was not aware the Petitioner previously treated for headaches, he
did not review Petitioner’s neuropsychological testing and he only reviewed Petitioner’s
medical records from Marianjoy. The Arbitrator notes that Dr. Sayyad could not offer an
opinion as to Petitioner’s current condition of ill-being because he had not examined
Petitioner in more than two yeais prior to his testimony.

The Arbitrator finds the opinions of Drs. Landre and Obolsy persuasive. The
Arbitrator notes that both doctors reviewed Petitioner’s medical records, examined
Petitioner, reviewed neuropsychological testing. Dr. Obolsky diagnosed Petitioner as
malingerer. Dr. Obolsky opined that Petitianér did not suffer P'}"SD Dr. Oboisky b'ase'd
his op;mon upon the medical records, psychological testmg and neurocogmtwe testing
Dr. . Obolsky tesnﬁed that the neurocognmve testing showed . that ?etztxoner was
malingering and exaggeraang her cognitive complaints. On the RBANS fest, Pentmner
scored in the .01 percentile similar to people who are in severe end-state dementia. The

~oooo o Arbitrator notes, that at the time of the testing, Petitioner was taking college classes and -
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receiving passing grades. Dr. Obolsky testified the MMPI-2 test showed that Petitioner
was exaggerating her physical symptoms. Dr. Obolsky also opined that Petitioner did not
suffer a concussion or post-concussion syndrome.

Dr. Obolsky testified that Petitioner did not have any of the four symptoms
needed to properly diagnose a concussion. Dr. Obolsky testified to diagnose a
concussion you must immediately exhibit one of four symptoms (i.e. loss of
consciousness, mental state changes, post-traumatic amnesia or focal neurological signs).
Dr. Obolsky found that Petitioner did not have any of the four symptoms immediately
after the March 19, 2013 accident.

Dr. Landre opined that Petitioner’s complaints were not causally related to her
work injuries and were being maintained by other factors such work avoidance or
financial renumeration. Dr. Landre also opined that Petitioner’s performance on some of
the standard cognitive test were improbably low and were at a level typically seen in
patients with severe brain injuries or advanced dementia.

Dr. Landre fusther opined that Petitioner’s complaints and course of recover, with
delayed onset of many symptoms, and little or no improvement and/or worsening of
alieged injury-related symptomatology were inconsistent with her injuries. Dr, Landre
opined that Petitioner’s cognitive tests and responses to self-reporting measures reflect
probable symptom magnification. (RX 1).

Dr. Sayyad testified that when Petitioner started treating at Marianjoy she
complained of blurred vision in the left eye, headaches, sensitivity to light and problems
with at_tgn_ﬁori and memory all the result of being punched in the head in Octob'ér of 2012,

On Apxﬂ i6, 2012 and August 23, 2010, prior to the October 23, 2012 incident,
Petitioner. rep‘érted symptoms of blurry vision in the left eye, migraines increasing in
frequency and d.urati_on, _sénsc_)_ry changes, tingling down the left side of her face,
difficulty talking and felt fatigued. (PX 12)

- ’.I‘h_e' Arbitrator notes the'sympfoms Petitioner’s claims were related to her work
injurie:_s'ex'i'stéd prio_f to her work accic_le‘nté and tha_t Petitioner failed to ﬁxily report these
preexisting symptom_s to. her treating physicians. The Asbitrator further finds that
P_et_il.:idn'er’s ai:tio_né further supporté the opinibns of Dr. Obolsy who testified that after

reviewing the results from the psychological testing, Petitioner was misattributing
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causatimi and Peﬁtioner was piling up every symptom she can think of, whether it’s
present or not and claim they Were ail caused by either the first or second i m_]my (PX 4).

In sugggrt of the Arbitrator’s declsmn relating to issue, (J), has Resg ndent paid all
npmpnate charges for _all reasonable and necessaw medmai servxces the
Arbstrafor fi uds the fo!lowmg facts: -

The Arbstrator ﬁnds that Petitioner reached maximum mechcal nnprovement at
required no further medzcal treatment as of August 19, 2013, as of the date of Dr.
Landre’s mdependent medmai evaluation. (RX 1). Al medical treatment after that date
is denied.

In support of the Arbitrator’s decision relatin ng to_issue, (K), what amount of
compensation is due for temporarv fotal - disability. the Arbitrator finds the
follow;__g facts: : :

The Petxtxoner is seekmg temporaly total dlsablhty beneﬁts from the date of
accident through the date of hearing despite. The Arbztmtor finds that Petmoner failed to
prove that she was entxﬂed to temporary total disability beneﬁts beyond August 19, 2013,

The Arbltrator ﬁnds the most credible and persuaswe evidence surrounding
Petitioner's ability to return to work can be found in Dr. Landre's evaluation. (RX 1) |
During her tesﬁmony, I)r Landre opined that Pentzoner could return to work full duty
without restrictions. Dr. Landre based her opinions, in pari, upon the information
provided to her and that Petitioner was &riv_ir_lg, 'attendi'ng coile_ge and passing her classes.
Dr. Landre testiﬁéd that, “All of the valid information 1 had about her suggested that she
should be capable of doing that type of work again.” (RX 2, p. 35).

The Afbitratcr ﬁnds that Dr. Landx;e’s testimon}f was supported by the opinions of
Dr. Obolsky, who opined that the petitioner had no psychlamc mjury which would
prevent her frorn retuming to fuli duty work. (RX 4, p. 78).

The Arbitrator notes that Dr. Sayyad acknowledged that she never saw the resuits
of the testmg that Dr. Sayyad requested to determine whether Petitioner was able to
return to work. (PX 10 P 28~29) Absent these test results, Dr. Sayyad testlﬁed that there
was no objective basis to support any resmcuon from work. (Jd. at 33).

Based on all of the above, this Arbitrator awards Petitioner temporary total
disability benefits from March 20, 2013, Ihrough August 19, 2013, a peuod of 21 6/7

weeks.
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In support of the Arbitrator’s decision relating to the disputed issue, (L), What is
the nature and extent of the injury, the Arbitrator fi nds the faﬂowmg facts:

Section 8.Ib of the Iliinois Workers' Compensation Act ("Act") addresses the
factots that must be considered in determining the extent of pennanient'pértial disability .
for accidents occurring on or after September 1, 2011. 820 ILCS 305/3.1b {LEXIS
2011). Specifically, Section 8.1b states:

For accidesnital injuries that occur on or after September 1, 2011,
permanent partial disability shall be established using the following
criteria:

(a) A physician licensed to practice medicine in all of its branches
preparing a permanent partial disability impairment report shall report the
level of _impaj'rrnent in writing. The report shall include an evaluation of
medically defined and professionally appropriate measurements of
impairment that include but are not limited to: loss of tange of miotion;
loss of strength; measured atrophy of tissue mass consistent with the
injury; and any other measurements that establish the nature and extent of
the impairment. The most current edition of the American Medical
Association’s “Guides to the Evaluation of Permanent Impairment” shall
be used by the physician in determining the level of impairment.

(b) In determining the level of permanent partial disability, the
Commission shall base its determination on the following factors:

(i) the repofted level of impairment pursuant to subsection (a);

(i} the occupation of the injured employee;

(iii) the age of the employee at the time of the injury;

{iv) the empleyee s future earning capacity; and

(v) .evidence of dasablhty corroborated by the treating medical
‘records. No single énumerated factor shall be the sole determinant
of disability. In determmmg the level of disability, the relevance
and  weight of any factors used in addition to the level of
impaitment as reported by the physician must be explained in a
.wntten order Id

Consxdenng these factors in hght of the ev1dence subnntted at trial, the Arbitrator
addresses the factors delmeated in the Act for &etermmmg permanent partxai dlsablhty

_' Wlﬂ’l regard to subsecuon (1) of Sectwn 8. lb(b), the mported levei of i 1mpasrmem

pursuant R Section 8. lb(a) the Arbxtrator notes. that neither party submitted into

evidence an AMA 1mpmnnent rating. Thus, the Arbitrator considers the parties to have

walved their right to do so and assigns no weight to this factor.
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With regard to subsection (ii) of Section 8.1b(b)}, the occupation of the injured
employee, the evidence established that Petitioner was a health assistant in a school with
children with behavior disorders and physical [imitations. As such, it is reasonable to
assume, Petitioner would continue to be at risk of being hit or struck by a child with
behavior issues. Therefore, the Arbitfator find that this factor increases the amount of
permanency.

With regard to subsection (iii) of Section 8.1b(b). the age of the employee at the
time of the injury, the evidence established that Petitioner was 35 years old on the date of
the accident. As employees age, the body becomes less capable of recovering from
injuries as someone younger than Petitioner. As such, the Arbitrator finds that this factor
slightly increases the amount of Permanency.

With regard to subsection (iv) of Section 8.1b(b), Petitioner's future earnings
capacity, the Arbitrator finds that Petitioner is capable of returning to work without
restrictions but that has not for reasons unrelated to her work accident. As such, the
Arbitrator finds that this factor has no impact.upon the amount of permanency.

With regard to subsection {v) of Section 8.1b{b), evidence of disability
conroborale& by the t’reéting medical records, Petitibner testified to symptoms unrelated to
her work accident. The Arbitrator finds that Petitioner’s testimony, regarding evidence of
disability, was not corroborated by the treating medical records. Petitioner did make
some soft-tissue complaints of pain involving her neck and nose. As such, the Arbitrator
finds that this factor lessens the amount of permanency.

In consideration of the factors enumerated in Section 8.1b, which does not simply
require a calculation, but rather 3 measured evaluation of all five factors of which no
single factor is conclusive on the issue of permanency; the Arbitrator finds that Petitioner
sufféred permanént partial disabﬂify to the extent of 7.5% loss of man as a whole

pursuant to Section 8(&)(2} of the Act.

in sunport of the Arbitrator’s decision relating to_the dispnted issue, (N}, Is fhe
resp_oudent due anv credlt, the Arbitrator finds the followmz facts' :

The partles stipu}ated that the respondent is owed a crest in the amount of
$6,122.63 for temporary total disability benefits paid, and an additional $8,385.14 and
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permanent partial disability advances. (Arb. Ex. 2). Respondent's credit totals $14,507.77.
Id.

This Arbitrator has awarded the Petitioner 21-6/7 weeks of temporary total
disability benefits and 7.5% loss of use of a whole person. Therefore, the Respondent
shall pay Petitioner the balance of the award after deducting the sum of $14,507.77 for
the credit,
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STATE OF ILLINOIS ) |:| Affirm and adopt (no changes) |:| Injured Workers’ Benefit Fund (§4(d))
) SS. |:| Affirm with changes |:| Rate Adjustment Fund (§8(g))
COUNTY OF JEFFERSON ) |:| Reverse |:| Second Injury Fund (§8(e)18)
|:| PTD/Fatal denied
|X| Modify |Z| None of the above
BEFORE THE ILLINOIS WORKERS’ COMPENSATION COMMISSION
KENNETH BRITT,
Petitioner,
Vs. NO: 18 WC 3627

21 IWCC 0425
GRANITE CITY SCHOOL DISTRICT,

Respondent.

CORRECTED DECISION AND OPINION ON REMAND

This matter comes before the Commission on remand from the Circuit Court of Madison
County, Illinois. In its August 10, 2020 Order, the Circuit Court affirmed in part and reversed in
part the Commission’s Decision dated November 21, 2019.

Procedurally, the parties proceeded with a Section 19(b) hearing as to the alleged injuries
Petitioner sustained at work to his left shoulder, left elbow, and both knees on January 19, 2018.
Respondent disputed causal connection after February 5, 2018 for Petitioner’s left shoulder, left
elbow, and left knee injuries, and disputed both accident and causal connection for Petitioner’s
claim to the right knee.

The Arbitrator issued his Decision on January 7, 2019, finding that Petitioner sustained an
accident on January 19, 2018 that arose out of and in the course of his employment with
Respondent. However, the Arbitrator found that Petitioner’s current conditions of ill-being for his
left shoulder, left elbow, and left knee were not causally related to the work injury. The Arbitrator
only awarded medical bills through February 5, 2018. The Arbitrator additionally found that
Petitioner failed to prove accident and causal connection for his alleged right knee injury and
denied Petitioner’s claim for the right knee in its entirety. The Arbitrator did not award any
temporary total disability (TTD) benefits.

Petitioner filed his Petition for Review before the Commission. In its November 21, 2019
Decision, the Commission affirmed the Arbitrator in all respects but modified the Arbitrator’s



18 WC 3627
21 IWCC 0425
Page 2

findings and award as it related to the alleged left knee injury. The Commission found that
Petitioner’s current left knee condition was causally related to the January 19, 2018 work accident
and awarded benefits. Specifically, the Commission awarded:

a) All reasonable, necessary, and causally related medical bills pertaining to the left
knee;

b) The prospective treatment as may be recommended or reasonably required to cure
or relieve Petitioner’s left knee condition from the effects of the accidental injury;
and,

c) Temporary total disability benefits of $659.46 per week for 36 5/7 weeks,
commencing January 20, 2018 through October 3, 2018.

The matter was next reviewed by the Circuit Court of Madison County, Illinois. In its
August 10, 2020 Order, the Circuit Court affirmed in part the Commission’s Decision, but reversed
as follows:

a) “The Court finds the Commission Decision ordering the District to ‘pay all
reasonable, necessary, and causally related medical bills pertaining to the left knee’
is against the manifest weight of the evidence and is REVERSED AND
REMANDED to the Commission to specify the exact dollar figure and dates of
service the District is to pay and to whom for the medical bills pertaining to the left
knee”;

b) “The Court finds the Commission Decision that Britt is entitled to ‘prospective
treatment as may be recommended or reasonably required to cure or relieve Britt’s
left knee condition from the effects of the accidental injury’ is against the manifest
weight of the evidence and is therefore REVERSED and VACATED IN ITS
ENTIRETY”; and,

c) “The Court finds the Commission Decision that Britt is entitled to ‘temporary total
disability benefits of $659.46 per week for 36 5/7 weeks, commencing January 20,
2018 through October 3, 2018’ is against the manifest weight of the evidence and
is therefore REVERSED and MODIFIED to Britt is entitled to ‘temporary total
disability benefits of $659.46 per week for 9 weeks, commencing January 20, 2018
through March 23, 2018.°”

Based upon the Circuit Court’s remand Order, the Commission re-affirms the Arbitrator’s
finding that Petitioner sustained a work-related accident on January 19, 2018. The Commission
also reinstates the Arbitrator’s finding that Petitioner failed to prove that his current conditions of
ill-being for his left shoulder, left elbow and left knee are causally related to the accident. The
Commission additionally re-affirms the Arbitrator’s finding that Petitioner failed to prove a
compensable claim for his right knee and benefits as it relates to the right knee are denied in their
entirety.

The Commission modifies and clarifies the Arbitrator’s award of medical bills as instructed
by the Circuit Court, and reverses the Arbitrator’s denial of TTD benefits and instead awards TTD
benefits from January 20, 2018 through March 23, 2018. The Commission also vacates its prior
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award of prospective medical. The Commission further remands this case to the Arbitrator for
further proceedings for a determination of a further amount of temporary total compensation or of
compensation for permanent disability, if any, pursuant to Thomas v. Indus. Comm’n, 78 1ll. 2d
327 (1980).

IT IS THEREFORE ORDERED BY THE COMMISSION that the Decision of the
Arbitrator, filed January 7, 2019, is hereby modified as stated above, and otherwise affirmed and
adopted.

IT IS FURTHER ORDERED BY THE COMMISSION that Respondent shall pay pursuant
to Sections 8(a) and 8.2 of the Act the following reasonable, necessary, and causally related
medical bills pertaining to the left shoulder and the left elbow, incurred from January 19, 2018
through February 5, 2018, and for the left knee, incurred from January 19, 2018 through March
23,2018:

a) Gateway Regional Medical: 1/19/2018 = $5,281.89

b) Multicare Specialists: 1/22/2018-3/22/2018 = $10,205.00

¢) MRI Partners of Chesterfield: 1/24/2018 and 2/1/2018 =$15,789.12 (less $6,281.95
credit to Respondent)

d) Dr. Paletta: 2/5/2018 = $823.00 (less $94.82 credit to Respondent)

The Commission notes that the medical bills from Gateway Regional and Multicare Specialists
were paid in part by the group carrier. The Commission therefore finds that Respondent is entitled
to a credit pursuant to Section 8(j) of the Act for these bills. Respondent shall also hold Petitioner
harmless for any claims for reimbursement from any health insurance provider.

IT IS FURTHER ORDERED BY THE COMMISSION that Petitioner’s claim for
prospective medical related to the left knee is hereby denied.

IT IS FURTHER ORDERED BY THE COMMISSION that Petitioner is entitled to
temporary total disability benefits of $659.46 per week for 9 weeks, commencing January 20, 2018
through March 23, 2018, that being the period of temporary total incapacity for work under Section
8(b) of the Act.

IT IS FURTHER ORDERED BY THE COMMISSION that Respondent shall be given a
credit of $9,891.90 for temporary total disability benefits that were previously paid to Petitioner.

IT IS FURTHER ORDERED BY THE COMMISSION that Respondent shall have credit
for all other amounts paid, if any, to or on behalf of Petitioner on account of said accidental injury.

IT IS FURTHER ORDERED BY THE COMMISSION that Respondent pay to Petitioner
interest under §19(n) of the Act, if any.

IT IS FURTHER ORDERED BY THE COMMISSION that this case be remanded to the
Arbitrator for further proceedings consistent with this Decision, but only after the latter of
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expiration of the time for filing a written request for Summons to the Circuit Court has expired
without the filing of such a written request, or after the time of completion of any judicial
proceedings, if such a written request has been filed.

No bond is required for removal of this cause to the Circuit Court by Respondent. The party
commencing the proceedings for review in the Circuit Court shall file with the Commission a
Notice of Intent to File for Review in the Circuit Court.

SEPTEMBER 8, 2021
I8/ Clncotoption 4, Faris
CAH/pm Christopher A. Harris

D: 8/19/2021
052

[s| Steptien . WMathis
Stephen J. Mathis

[s] Thomae §. Toymell
Thomas J. Tyrrell




	21IWCC0402 13WC013675 ORDER AND CORRECTED COMMISON DECISION SEPTEMBER 7, 2021
	13WC013675 AD4.pdf
	13WC013675 AD5.pdf
	13WC013675100319ARBDEC.PDF

	21IWCC0403 13WC013676 ORDER AND CORRECTED COMMISSION DECISION SEPTEMBER 7, 2021
	13WC013676 AD1.pdf
	13WC013676 AD2.pdf
	13WC013676100319ARBDEC.PDF

	21IWCC0425 18WC003627 CORRECTED COMMISSION DECISION SEPTEMBER 8, 2021
	18WC003627 AD1.pdf




