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Dictation Time Length: 32:44
May 21, 2023
RE:
Daniel Bonilla

History of Accident/Illness and Treatment: Daniel Bonilla is a 52-year-old male who reports he injured his right upper extremity at work on 01/01/22. At that time, he was simply throwing trash as part of his normal heavy duty job requirements. He felt soreness that got progressively worse. He did not go to the emergency room afterwards. He had further evaluation and treatment including surgery on the right shoulder, biceps, and carpal tunnel. These reportedly were done by Dr. Anapolle. He completed his course of active treatment in February 2022.

As per his Claim Petition, Mr. Bonilla alleges occupational exposure through 2021 caused permanent injury to the right shoulder and hand. He filed answers to occupational interrogatories in conjunction with that claim. Within them, he described he was hired on a temporary basis in 2011 and worked approximately *__________* of six months each, working 40 hours per week during each period of employment. The initial periods of part time were in the winter months. In 2013, he was hired as a laborer on a full-time basis. He detailed the tasks he would normally do as a laborer primarily on the trash truck.

He related noticing worsening of his right shoulder in about February 2021 particularly after extended use of the leaf removal truck. The arm felt tired and he did not experience any specific injury either at work or at home, which he contribute his worsening symptoms too. He began treatment with Dr. Anapolle in February 2021. He also seen his primary care physician named Dr. Marotta in approximately February 2021.

Medical records show Mr. Bonilla was seen by Dr. Marotta on 02/11/14 complaining of bilateral wrist pain, acute back pain, and epigastric abdominal pain. He related experiencing since he stated the activity occurred without any known injury. If on prolonged use and prolonged sitting and driving that occurred at home, at work, and during recreational activities. The last clinic visit was years ago when he complained of stiffness and decreased range of motion in the lower back. We will work their way up to the timeframe of his claim and then INSERT what I have just been dictating into the past medical history section. On 05/10/21, he carried a diagnosis of interstitial pulmonary fibrosis. He was hospitalized and then followed up on 12/29/21. He had a myriad of medical problems on his past medical history. These included myalgia, right metacarpophalangeal joint pain, right hand pain, fatigue, Gilbert’s disease, irritable bowel syndrome with diarrhea, rib pain on the right side, bicipital tendonitis of the right shoulder, lumbosacral back pain, acute back pain, bilateral wrist pain, deviated septum, depression, chronic right-sided thoracic back pain as well as general medical issues such as shortness of breath, headaches and myalgia. He also carried a diagnosis of mass of the mediastinum. At the 02/11/14 visit, he related his wrist pain was associated with a new activity such as prolonged driving, with paresthesias and vasospasm and cold intolerance on the lateral aspect of the fifth digit. The activity involved repeated wrist rotation that occurred at home and work and during recreational activities. The activity began one month ago. This obviously speaks against the chronic long-term occupational exposure and is not currently chronologically with his claim. He continued to see Dr. Marotta frequently for his numerous medical problems. These included annual physical evaluations. He also developed upper respiratory issues in 2017. On 07/18/17, Mr. Bonilla complained of a non-healing wound about the left shoulder that was sore and crusted. On review of systems of the musculoskeletal region, they were no positive complaints such as fracture, joint pain, muscle ache or myalgia. There was a maculopapular 1 cm diameter raised crusted irregular bordered center with a 1 to 2 mm area of darkened skin in the area of complaint at the left shoulder. Mr. Bonilla continued in this fashion through 09/26/18 when he was diagnosed with grief reaction with prolonged bereavement after the loss of a beloved pet dog. He wanted a refill on his alprazolam. Neurologic and musculoskeletal review of systems was negative. On 10/01/19, he came in with a laceration of a finger on the right hand. He did not know what it got caught by. He was referred for physical therapy as well as x-rays of the right hand and third finger. He was referred for hand surgical consultation. On 11/29/19, he was diagnosed with asthmatic bronchitis and pansinusitis. On the visit of 11/29/19, he related for the first time in review of systems that he had back pain and headaches. On 08/12/20, he had a telemedicine visit for depression and allergic rhinitis. On 04/09/21, he complained of back pain in the mid right side in the kidney area. It started about two months ago. Right shoulder pain started about one and half months ago. He expressed the onset of the shoulder pain have been gradual and occurring on a persistent pattern at the anterior shoulder. H was found to be tender at the bicipital tendon as well as with pronation and supination of the upper arm. He was referred for an MRI of the right shoulder and x-rays of the right ribs and chest. He was also started on Celebrex. The last several notes are roughly in the period of his alleged exposure.

This is the continuation of his more recent care with Dr. Marotta. On 12/29/21, he was diagnosed with a rotator cuff disorder. However, the main purpose of this visit was to transition care from the hospital. Chest x-ray on 04/26/21 showed straight back with mild interstitial infiltrates and cystic changes suggestive of bronchiectasis at the medial right lung base. The results of his other radiographic studies were not listed in this visit. He also had extensive laboratory tests done.

The actual x-ray reports I think not hear and will follow now. Left wrist x-ray on 02/22/14 was negative. That same day, x-rays of the right wrist showed a mild minus ulnar variant. He had a small lucency along the capitate bone that probably represents a small subchondral cyst. Lumbar spine x-ray showed suspected spondylosis at the L4 level and mild disc space narrowing most apparent at L4-S1 with sparing anteriorly. There was narrowing of the left L4 pars interarticularis noted as well as mild facet arthropathy. He h had an abdominal ultrasound on 02/22/14. A small cholesterol polyp would best account for an echogenic focus along the gallbladder. Otherwise, this was a negative study. Chest x-ray was done on 04/03/14 and revealed a prominent right hilum for which further characterization with a CAT scan of thorax is recommended. He did undergo a CAT scan on 04/10/14. There was no evidence of right hilar adenopathy or mass. There was abnormal soft-tissue infiltration within the interim mediastinum. This could indicate that of a chronic residual thymic remnant, disorganized adenopathy, or other thymic process including that of a thymoma or teratoma. Inflammatory process including mediastinitis could also present in this matter. However, there are no bony changes or inflammatory changes along the anterior chest. It was recommended that they consider followup nuclear medicine PET scan imaging for further evaluation. He underwent such a study on 04/21/14 and was read as unremarkable. There was persistent vague soft-tissue density within the anterior mediastinum. Followup CT thorax in six months was recommended. He had right upper quadrant abdominal ultrasound on 04/24/14 that showed a small gallbladder polyp. He had a CAT scan of the chest on 09/17/14 compared to the study of 04/21/14 and 04/10/14. The anterior mediastinal soft-tissue density is smaller than on the prior study. This likely represents residual thymic tissue. No further workup was deemed necessary in that regard.

On 05/07/15, the Petitioner was seen at Cape Regional Emergency Room with a foreign body in his ear after halogen light bulbs exploded at work that morning. He was seen at the same emergency room on 05/27/15 again for his ear. On 02/13/18, he came in with a respiratory problem and underwent several diagnostic workup studies. It would appear that he was admitted based upon the number of studies that were done. This included a single view chest x-ray compared to a study of 03/15/17. It revealed subtle new increased markings in the left lower lobe, which could represent an early infiltrate in the retrocardiac left lower lobe. There was also mild cardiomegaly.

Abdominal ultrasound was done on 10/09/15 was read as unremarkable. He had an MRI of the cervical spine on 03/06/17 at the referral of Dr. Zabinski. The history given was lifting a heavy object at work. The injury date was 01/31/17. He was lifting a heavy object and dropped it because left shoulder give out. He had a history of left shoulder, neck and arm pain with numbness at the left fingers and decreased ability in grips and lifting trauma at work on 01/31/17. He had two physical therapy sessions before this MRI was done. It revealed mild multilevel degenerative spondylotic changes and degenerative disc disease at C4-C5, C5-C6 and C6-C7 levels. The spinal cord was normal. There was no evidence of spinal canal narrowing. The degenerative disc disease was characterized as bulges. MRI of the left shoulder was done on 03/06/17. The same history was given. It identified mild tendinosis of the distal supraspinatus tendon with subtle tiny intrasubstance tear. There was no evidence of full thickness rotator cuff tear or retraction. There was chronic degeneration and tear of the superior glenoid labrum extending into the proximal biceps tendon. Chest x-ray was repeated on 03/15/17 with a history of acute bacterial bronchitis. On 02/13/18, he had a single view chest x-ray as noted previously.
The Petitioner was seen on 06/06/16 by Dr. Masciarelli. He still had diarrhea. The medication did not help and actually caused back pain as a side effect. He started Mr. Bonilla on medication and scheduled him for colonoscopy. He was admitted to the hospital on 02/13/18 with flu like symptoms. He had a pulmonary consultation performed. While hospitalized, he was quite bronchospastic and was placed on high-dose steroids and around-the-clock nebulizer treatments. He made steady improvement. At the time of discharge, he was quite anxious to be discharged although he still quite tight. They discussed downside premature discharge, but he felt that he will do okay at home on the current treatment. He does have an inhaler that he uses occasionally. He quit smoking sometime ago. He had not had formal pulmonary function testing done. He was taking montelukast, albuterol, Mucinex, Levaquin, and prednisone.

On 02/23/18, Mr. Bonilla again went to Cape Regional Emergency Room with cough and difficulty swallowing. He had no improvement with antibiotics and steroids. He had an extensive diagnostic workup. Chest x-rays showed no active pulmonary disease. He had a CAT scan of the soft tissues of the neck that showed sinus disease, but was otherwise a negative study. CT angiogram of the chest was also completed and was negative for pulmonary embolism. Mr. Bonilla had x-rays of the right hand on 02/24/18. The history given was right hand pain with no trauma. It showed no evidence of acute osseous abnormality. X-rays of the right ribs given a history of pain showed no fracture on 01/16/19. Bone scan was done on 02/05/19 and was normal and three-phase bone scan over the ribs. He had x-rays of the right hand again on 10/07/19 that showed no evidence of acute osseous abnormality. The history given was pain and trauma with lacerated third digit in July. He had an MRI of the brain on 10/17/19 for persistent headaches. It was read as normal.
On 03/01/21, Dr. Anapolle had him undergo x-rays of the right shoulder. It showed no significant degenerative disease and no acute fracture or dislocation. Chest x-ray was done on 04/26/21 showing mild interstitial fibrosis. Right rib x-rays were done on 04/26/21 and showed no bony abnormalities. An MRI of the right shoulder was done on 05/06/21 and showed no localizing bony or fibrous lesions. He had a type II acromion. The infraspinatus was intact to insertion, but there was 5 mm chronic erosion with a subjacent humeral head. The remainder of the observations were normal. He had a CAT scan of the chest on 06/21/21. There was no significant size pulmonary nodule, but there were mild interstitial lung changes compatible with fibrosis.
Dr. Russomano performed an EMG on 09/16/21. He presented with a several month history of right shoulder pain with intermittent right hand numbness. He stated imaging of the right shoulder revealed an incomplete rotator cuff tear. He had failed conservative therapies and did not have neck pain. Dr. Russomano found this showed moderate right carpal tunnel syndrome given the abnormal median motor and sensory conduction studies. However, there was no evidence of axonal loss given the normal needle findings in the right abductor pollicis brevis musculature. There was no electrical evidence of a right brachial plexopathy given the normal needle findings in the above muscle groups tested as well as remaining normal nerve conduction studies.

On 12/24/21, he was admitted to the hospital with blood in his stool and weakness that began on Tuesday. He had right flank pain at the same time. A CAT scan of the abdomen and pelvis was done on 12/23/21. He had GI consultation during this admission. He was discharged on 12/25/21. He had received two units of packed red blood cells in transfusion. He went for an EGD that showed bleeding duodenal ulcer that was cauterized. He was started on medications. I am actually not in receipt of any records pertaining to his right shoulder proper or surgical reports.

PHYSICAL EXAMINATION

UPPER EXTREMITIES: Inspection of the upper extremities revealed no bony or soft tissue abnormalities. There were no scars, swelling, atrophy or effusions. Skin was normal in color, turgor, and temperature. Range of motion was accomplished fully at the shoulders, elbows, wrists, and fingers bilaterally without crepitus, tenderness, locking, or triggering. Fine and gross hand manipulation were intact. The deep tendon reflexes were 2+ at the biceps, triceps, and brachioradialis. Peripheral pulses, pinprick, and soft-touch sensations were intact bilaterally.  Manual muscle testing was 5/5 in bilateral hand grasp, pinch grip, and throughout the upper extremities. There was no significant tenderness with palpation of either upper extremity. 
Inspection revealed a healed right carpal tunnel scar and another surgical scar about the shoulder. There was no swelling, atrophy or effusions. Motion of the right shoulder was accomplished with pain on an active basis. Abduction was 100 degrees, and flexion 120 degrees, with internal and external rotation to 75 degrees. Abduction and extension were full. Combined active extension with internal rotation was to the hip level. Motion of the left shoulder as well as both elbows, wrists and fingers was full in all planes without crepitus, tenderness, triggering or locking. He had moderate tenderness to palpation about the right shoulder near the upper bicep and anteriorly, but there was none on the left.

SHOULDERS: Neer, Yergason, Hawkins, apprehension, empty can, O’Brien’s, drop arm, crossed arm adduction, and Speed's tests were negative bilaterally for impingement, rotator cuff tear, dislocation, tendinopathy, or instability at the shoulders.

He had a positive Hawkins and Neer impingement maneuver on the right, which were negative on the left.

CERVICAL SPINE: Inspection of the cervical spine revealed normal posture and lordotic curve with no apparent scars. Range of motion was accomplished fully in flexion, extension, rotation, and side bending bilaterally without tenderness. There was no palpable spasm or tenderness of the paracervical or trapezius musculature nor was there any in the midline overlying the spinous processes. Spurling’s maneuver was negative.

He was tender to palpation at the upper anterior chest wall on the right.

THORACIC SPINE: Inspection of the thoracic spine revealed normal posture and kyphotic curve with no apparent scars. Range of motion was accomplished fully in flexion, rotation, and sidebending bilaterally. There was no palpable spasm or tenderness of the parathoracic or interscapular musculature. There was no tenderness over the bony prominences of the scapulae or spinous processes. There was no winging of the scapulae.

He was tender at the superior angle of the right scapula, but there was none on the left or elsewhere.

IMPRESSIONS and ANALYSES: Based upon the history, record review, and current examination, I have arrived at the following professional opinions with a reasonable degree of medical probability.

Daniel Bonilla developing occupational injuries to his right shoulder and hand as a result of his job tasks with the insured as a laborer. He relates initially seeing his family physician named Dr. Marotta in February 2021. He then was seen orthopedically by Dr. Anapolle. An MRI of the right shoulder was done in approximately June 2021. He was completing a course of physical therapy, but did not describe any surgical intervention to date.

The current examination of Mr. Bonilla found there to be decreased range of motion about the right shoulder associated with tenderness. He had intact strength. Neer and Hawkins maneuvers were positive for impingement. He may have had healed surgical scars about the right wrist and shoulder. He had moderate tenderness to palpation about the right shoulder. He was also tender about the right upper anterior chest wall and superior angle of the scapula.

I would estimate this case represents 5% permanent partial total disability referable to the right shoulder regardless of cause. This is for the partial rotator cuff tear apparently treated surgically by Dr. Anapolle. I would appreciate the opportunity to review his operative report and followup visits to confirm my impressions. I would also offer 3.5% permanent partial disability of the right hand for his carpal tunnel syndrome. He has unfortunately developed significant non-work-related medical conditions such as pulmonary fibrosis. He has been able to remain in the workforce with less laborious tasks. However, he complains of the bouncing in the truck caused increased pain in the shoulder. It is a roll up truck.
