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Dictation Time Length: 29:10
December 31, 2023

RE:
Aurturo Teapila-Portillo
History of Accident/Illness and Treatment: Aurturo Teapila-Portillo is a 38-year-old male who reports he was injured at work doing repetitive labor. This involved machinery. He uses the volar aspect of his arms and fingers to constantly turn glass that was being processed. He periodically had to reach up with one arm to pull a lever above shoulder height. He believes his shoulder, elbow, and wrist problems started in approximately September 2020. He did not go to the emergency room afterwards. He had further evaluation and treatment leading to a diagnosis of tendinitis and a tear of the labrum. These were treated without surgical intervention. He is no longer receiving any active treatment. He states that beginning in 2010, he had problems with each shoulder. He had six injections on each shoulder over the course of time.

As per his Claim Petition, Mr. Teapila-Portillo alleges from 02/22/06 to 04/01/20, repetitive use of both shoulders while blowing glass injured both shoulders. He had an incident report taken on 07/28/14. He stated he was pulling on the lathe chuck and injured his shoulder. He went on to have surgery on 11/11/14. Another incident report was completed on 01/24/15 alleging he was sealing heads on his lathe. The center of his neck as well as the sides of his neck were injured. He stated this was a recurring injury from repetitive movement. This incident was reported on 01/21/15. Another incident report was completed on 08/29/16 relative to glass entering his left eye. On 03/15/17, an incident report indicated he was sealing a drain valve to the side of an impinger using a lathe and hand torch. He reported the pressure of the hose connection broke in his hand. On 09/06/17, another incident report was completed relative to repetitive motion involving chucking and un-chucking the tubing. He alleged to have numbness in both of his wrists. First Report of Injury was completed relative to an incident of 01/21/15. He claimed repetitive motion injured his left shoulder.
On 04/12/22, he was seen by Dr. Matthew McClure. He noted a series of alleged work incidents on 07/28/14, 10/26/18, 04/11/19, and occupational injuries. He delineated the mechanism of injury in these matters. He admitted to chiropractic treatment previously with Dr. Dorfman for his low back unrelated to any accident or work injury. He also had treated with a pain management specialist in 2013 for cervical spine injections. He did not recall if this was related to work. He was employed at the insured from 2005 until 2015 when he was terminated. He had then been employed from 2020 through the present at NOS Technologies in Vineland, New Jersey. Dr. McClure summarized his course of treatment and diagnostic studies that will be INSERTED as marked. Dr. McClure then offered estimates of permanent disability that will be INSERTED here as marked as will some other comments in his Impressions section.
Earlier records show on 04/02/12 he was seen orthopedically by Dr. Bernardini. He complained of progressive left shoulder pain due to repetitive work. X-rays were negative for fracture, unusual calcium deposit, or other abnormalities. He was a strong appearing young male diagnosed with acute tendinitis of the left shoulder. A corticosteroid injection was administered. He then followed up with Dr. Bernardini. On 07/27/12, it was noted he had been discharged from care on 04/30/12. He had additional symptoms and was diagnosed with impingement syndrome, possible internal derangement with a positive O’Brien’s suggestive of superior labrum anterior and posterior tear, as well as history of radiculopathy. He was referred for an MRI arthrogram to look for labral pathology. This study was done on 07/31/12, to be INSERTED. Dr. Bernardini reviewed these results with him on 08/07/12, noting it was a normal MRI. At this point, given no evidence of acute traumatic injury of the shoulder as part of his work-related injury, he believed there were no indications for further aggressive treatment. He recommended continuation of a home strengthening program. On 01/11/13, he was seen at Advantage Occupational Medicine complaining of anterior left shoulder pain with no new injury or onset. He had treated previously by Dr. Bernardini for the same complaint. He had an MR arthrogram that showed no pathology except for bursitis and tendinitis as reported by the patient. He had been taking Motrin, which has a little effect. He was employed as a glassblower and uses his arm constantly on a rolling bar. The nurse practitioner diagnosed left shoulder chronic tendinitis and bursitis for which a corticosteroid injection was administered. He followed up on 08/20/13 and accepted another corticosteroid injection to the left shoulder. On 11/19/14, he received a response from Ken Glass relative to a request for family medical leave. No diagnosis was given on his associated paperwork. Similarly, he had his FMLA request approved on 10/19/17. On 11/20/14, he was seen by a physician assistant at Premier Orthopedics. He claimed on 07/28/14 he injured his shoulder. He was status post one week and two days arthroscopic repair of a type II superior labral anterior-posterior lesion of the right shoulder, arthroscopic acromioplasty, subacromial bursectomy, release of coracoacromial ligament and debridement of partial thickness rotator cuff tear, arthrotomy, complete distal clavicle excision of the right shoulder. His shoulder was feeling good and he denied any pain. He was attending physical therapy. His progress was monitored such as on 01/08/15 when he was seen by Dr. Dwyer relative to the right shoulder as well. He was prescribed medications. He was referred for additional physical therapy. Mr. Teapila-Portillo saw Dr. Dwyer through 02/02/15 when his right shoulder exam was benign. He was going to remain on light duty until 02/09/15 when he was cleared for regular duty.
He saw Dr. Dwyer again on 03/05/15 who obtained a history that will be INSERTED as marked from the cover letter. He diagnosed stage II impingement/rotator cuff tendinitis and biceps tenosynovitis of the left shoulder. He performed a corticosteroid injection to the left shoulder. He referenced left shoulder MRI done on 07/31/12 that was an essentially unremarkable exam except for very subtle articular surface partial tear of the conjoined tendon of the infraspinatus and supraspinatus of the rotator cuff on the post-arthrogram study. The labrum was intact without definite tear. The Petitioner again saw Dr. Dwyer on 03/19/15 alleging a left shoulder work injury on 01/21/15. At the last visit, he accepted an injection that made his shoulder feel 85% better. He was working full duty. Provocative testing was negative and he had full range of motion. He was discharged from care at that point. However, he was seen on 04/02/15 for an emergent visit relative to right shoulder pain. He was currently working full duty. He nevertheless noted the shoulder exam was entirely benign. He was referred for a repeat MRI arthrogram. If it was negative, he would be placed at a plateau. He could continue working without restriction at this time. He did undergo a repeat MRI arthrogram of the right shoulder as summarized on Dr. Dwyer’s visit of 04/16/15, to be INSERTED here. Once again, he had essentially full range of motion with excellent strength and negative provocative tests. He reviewed the MRI arthrogram, which confirms an intact reconstruction. He was advised to use Voltaren gel three times a day and was deemed at maximum medical improvement. On 08/13/15, he returned for right shoulder pain. The recent injection gave him some relief, but he still had pain. He was to continue with a home exercise program as well as full duty and use of a Lidoderm patch. On 12/03/15, the physician assistant noted the injection on 09/24/15 gave him 100% relief. He was then discharged from care.
On 03/15/17, the Petitioner was seen by the physician assistant at Premier Orthopedics for a left hand laceration claim from 03/15/17. He had a laceration that occurred that day. He was snapping a piece of glass and cut his left index finger. His laceration was cleaned with water and peroxide and then was referred here for evaluation. He was diagnosed with a laceration of the left index finger with no evidence of foreign body. After cleansing, the laceration was glued and Steri-Strips were applied as was Coban. On 03/22/17, the Petitioner reported his finger was feeling good. He had no signs of infection and was currently working full duty. The wound was re-Steri-Stripped and he could continue working full duty. As of 03/29/17, he was feeling good and was deemed to have reached maximum medical improvement. Scar massage was recommended for sensitivity over the area of laceration.
Dr. Zucconi performed an orthopedic evaluation on 07/05/17 relative to right knee pain. He was in a brace and ambulating with crutches, having been seen in the emergency room on 07/03/17 when he was given tramadol. It was not helping with pain and also made him dizzy. Dr. Zucconi diagnosed acute right knee pain, hemarthrosis, and closed transverse fracture of the right patella. He was placed in a long leg immobilizer. An MRI of the knee was ordered. Joint aspiration was performed and 50 mL of frank blood was extracted. He did undergo an MRI of the knee to be INSERTED. Dr. Zucconi reviewed these results with him on 07/17/17. He noted the MRI showed an intact extensor mechanism. He has grade II patellar tendon strain and slight strain of the anterior cruciate ligament. There was no displacement of the fracture pattern. He was going to continue with long leg immobilizer and could work in a sedentary capacity. Dr. Zucconi followed his progress as did his colleagues over the next few months. On 09/26/17, the physician assistant noted x-rays done on 08/24/17 showed healing fracture at the inferior pole of the patella. He was referred for a course of physical therapy.
Dr. Disabella saw the Petitioner on 11/20/17 complaining of bilateral shoulder pain. He stated he noted this pain on 11/16/17 without injury. His job was very repetitive and was causing his shoulders to become irritated. X-rays had not yet been performed. He was diagnosed with bilateral shoulder impingement syndrome and pain. Corticosteroid injections were administered to each shoulder and he was referred for physical therapy. At follow-up with Dr. Disabella on 12/11/17, he reported 60% relief from the injection. He was attending physical therapy. He was advised to continue physical therapy. On 12/18/17, Dr. Disabella ordered an MRI arthrogram of the right shoulder. He returned on 01/03/18 and was seen by Dr. Diverniero. This was relative to left wrist pain from an injury at work on 09/05/17. He was nine weeks and six days status post left carpal tunnel decompression and left elbow ulnar nerve transposition. He was attending physical therapy. He was deemed to be doing well status post carpal tunnel release. He now started complaining of numbness in the ulnar nerve distribution. He was advised residual numbness can take a while to clear up. He was to continue with physical therapy. The Petitioner continued to be seen in this practice for his shoulders as well. On 01/15/18, Dr. Dwyer noted the results of his MR arthrogram. It showed blunted irregular anterior superior labrum concerning for labral tear. There was mild rotator cuff tendinitis without tear. He was treated medically over the next several weeks. On 03/21/18, he noted continued significant improvement with conservative treatment. However, he claimed he was unable to perform a push-up or lift weights that he was able to do previously. He claimed the last injection gave him zero relief. It was thought he might be a candidate for arthroscopy and would see Dr. Dwyer in that regard. He did not see any substantive abnormalities on MRI arthrogram of the right shoulder. It was unremarkable for intraarticular pathology to the labrum or rotator cuff. He had failed all forms of non-operative treatment. They discussed treatment options and elected to pursue a functional capacity evaluation. He returned on 05/07/18 after completing the FCE. Dr. Dwyer wrote it confirmed he is capable of performing all of his job tasks. He cleared Mr. Teapila to work without restriction. A treatment plateau had been attained and he was discharged from care.
On 04/12/19, he returned and saw Physician Assistant Gray. He gave a history that on 04/11/19, he was trying to twist a pipe and felt a pop in his left shoulder. He was diagnosed with arthritis of the left acromioclavicular joint for which a corticosteroid injection was given. He followed up with Mr. Gray and on 05/10/19 reported 0% relief from the injection. He was status post left elbow ulnar nerve transposition and carpal tunnel decompression on 10/26/17 by Dr. Diverniero. He was referred for physical therapy relative to the left shoulder. Dr. McAlpin saw him on 07/02/19. He referenced MRI of the left shoulder to be INSERTED as marked along with associated comments. He recommended a second opinion evaluation. This took place with Dr. Dwyer on 09/09/19 after a one-time evaluation on 08/15/19. His shoulder was feeling uncomfortable. He was to start Voltaren gel and a corticosteroid injection was administered to the left shoulder. On 03/02/20, Dr. Dwyer recommended arthroscopic acromioplasty and complete distal clavicle excision with assessment of the biceps anchor. They agreed to pursue surgical intervention. However, that operative report was not provided. It may be included in Dr. McClure’s notes and we will double check that.
PHYSICAL EXAMINATION
UPPER EXTREMITIES: Inspection of the upper extremities revealed no bony or soft tissue abnormalities. There were dirty palms, dirt under his fingernails, and a rough texture to the hands bilaterally. There were healed surgical scars bilaterally. Skin was otherwise 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 at the shoulders and right elbow elicited tenderness, but there was intact strength without crepitus. Strength was otherwise 5/5 without discomfort. He had moderate tenderness to palpation at the anterior and superior aspects of both shoulders.
HANDS/WRISTS/ELBOWS: Normal macro

SHOULDERS: Normal macro

CERVICAL SPINE: Normal macro

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

Aurturo Teapila-Portillo alleges occupational injuries from 02/02/06 through 04/01/20 involving both shoulders. He had also claimed acute injuries to his shoulders and other body areas as noted above. With respect to the shoulders, he had undergone extensive treatment and diagnostic testing starting with Dr. Bernardini in 2012. He had MRI of the left shoulder and MR arthrogram of the right shoulder on 07/22/17, to be INSERTED. He accepted various injections and physical therapy. He ultimately had surgery as noted above, but we are not in receipt of all of the operative reports. He states his brother worked at the same company for 15.5 years. He also had bilateral shoulder problems and underwent surgeries.
The current exam found there to be skin changes on the upper extremities consistent with ongoing physically rigorous manual activities. Provocative maneuvers at the shoulders, elbows, wrists, and fingers were negative. He had full range of motion of the cervical and thoracic spines.
I will offer an assessment of permanency relative to the right shoulder and left shoulder. He illustrates how his job was performed. His elbows were extended and his hands were in a supinated position. He would then have to gently massage the glass items with his fingertips to keep them rolling.
