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Dictation Time Length: 05:47
December 12, 2023

RE:
Sonya Wilkins
History of Accident/Illness and Treatment: As you know, I previously evaluated Ms. Wilkins as described in my report of 02/07/18. She is now a 59-year-old woman who again describes she was injured at work on 03/11/15. She fell on the marble floor on the first floor of the building and injured her left rotator cuff. She was seen at Capital Health Center Emergency Room afterwards. She had further evaluation leading to a diagnosis of a torn rotator cuff. This was surgically repaired in November 2016. She completed her course of active treatment in February 2023.

Records show she did receive an Order Approving Settlement on 01/27/20 for the left shoulder, left arm, and left hand. Medical records show that she was seen by Dr. Perry’s physician assistant on 12/01/22. X-rays of the left shoulder showed evidence of prior subacromial decompression, but no acute osseous abnormality. She was referred for physical therapy given diagnosis of left shoulder pain. She continued to be seen here by Dr. Codjoe such as on 01/16/23. She related the only activities that exacerbated her symptoms are exercising with bands and her arms in forward elevation. Her constant pain was at a level of 2/10. She did have additional therapy on the dates described. Her final visit with Mr. Perry was on 02/16/23. She continued to have left shoulder pain despite therapy. She had improved, but had reached a plateau. She was not interested in an injection or surgery at that time, but would continue home exercises.
PHYSICAL EXAMINATION
UPPER EXTREMITIES: Inspection of the upper extremities revealed no bony or soft tissue abnormalities. Inspection revealed healed portal scarring about the left shoulder, but no swelling, atrophy, or effusions. Skin was normal in color, turgor, and temperature. Active left shoulder abduction was to 170 degrees, flexion 100 degrees with internal and external rotation to 70 and 80 degrees respectively. These were all with tenderness. She had full adduction and extension on an active basis. Passive range of motion was full in all spheres without crepitus, but did elicit some tenderness. Motion of the right shoulder was full in all independent spheres. Combined active extension with internal rotation on the right was to the L3 level and on the left to the waist level. Motion of the elbows, wrists and fingers was full in all spheres without crepitus, tenderness, triggering, or locking. Fine and gross hand manipulation were intact. The deep tendon reflexes were 2+ at the biceps, triceps, and brachioradialis. Peripheral pulses, pinprick, and soft-touch sensations were intact bilaterally.  Manual muscle testing was 5–/5 for resisted left shoulder abduction and external rotation, but was otherwise 5/5. She complained of severe tenderness to palpation anteriorly about the left shoulder, but there was none on the right.
SHOULDERS: She had a positive empty can maneuver on the left, which was negative on the right. Neer, Yergason, Hawkins, apprehension, 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.

CERVICAL SPINE: Inspection of the cervical spine revealed normal posture and lordotic curve with no apparent scars. Active left rotation was minimally limited to 70 degrees, but was otherwise full in all spheres without discomfort. 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.

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. She was tender at the left interscapular musculature in the absence of spasm, but there was none on the right or in the midline. There was no winging of the scapulae.

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.

INSERT what is marked from my 2018 report Impressions’ section.

Since evaluated here, she received an Order Approving Settlement. She then sought additional care with Dr. Codjoe. X-rays showed no acute osseous abnormalities. She did participate in physical therapy. She achieved some improvement, but remained symptomatic. She was not interested in injection or surgical intervention.

The current examination found there to be variable range of motion about the left shoulder. Provocative maneuvers did not identify any instability or internal derangement. Strength was virtually intact.

My opinions relative to permanency will be INSERTED here from the prior report.
