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Dictation Time Length: 15:15
March 6, 2023
RE:
Anthony Kelly
History of Accident/Illness and Treatment: Anthony Kelly is a 61-year-old male who reports he was injured in a work-related motor vehicle collision on 07/20/21. He was the seatbelted driver of a truck that was struck by a car traveling at 70 miles per hour. He believes he injured his back, neck, left shoulder, and left hand and was seen at Cooper Hospital Emergency Room the same day. He had further evaluation, but remains unaware of his final diagnosis. He did not experience loss of consciousness nor did he undergo surgery. He is no longer receiving any active treatment.

Per the records supplied, he filed a Claim Petition alleging multiple injuries as a result of the motor vehicle accident. Records show he was attended to by BLS personnel that same day and was transported to Cooper Emergency Room. They noted he was driving in a utility truck and pulling off of the shoulder, going about 20 miles per hour, when he was struck in the rear by a car going about 70 miles per hour. His airbags did not deploy and he did not lose consciousness. He could recall the entire event. Immediately upon impact he began having significant neck pain radiating down the left upper extremity. He was also having headache and significant left upper extremity pain. He had a history of hypertension and migraine headaches. They performed a CAT scan and other diagnostic studies to be INSERTED here.
Mr. Kelly was then seen on 07/21/21 by Dr. Bojarski. He noted the numerous imaging studies at the emergency room failed to show any evidence of hemorrhage, fracture or dislocation or other life-threatening results. He had laboratory studies and an EKG that were unremarkable. At the emergency room, he was provided with a sling for his left shoulder and arm which had since become quite stiff. He had severe left shoulder pain and less so in the left forearm as well as severe low back discomfort when arising from a chair. He denied ever being in a motor vehicle crash previously. Emergency room records were reviewed. He was diagnosed with strains and sprains of the cervical spine, left shoulder, left forearm, and lumbar spine. He was provided with samples of Duexis and Tylenol and recommended these be used around-the-clock for a smoother course of pain reduction. He returned on 07/27/21 and was not wearing his sling out of fear of it causing further stiffness and arm strength limitation. He was advised to continue wearing it. He was getting relief from the medications as well as applying local heat and ice while at home. He has been out of work because of the severe limitations and work incapabilities. After exam, his diagnoses remained the same. He was going to return in another week with anticipation of being referred for rehabilitation. He did return on 08/03/21 when Dr. Bojarski’s physician assistant wrote he continues to state that he is capable of performing his usual duties even with remaining limitations of movement. Considering the rapid improvement he has made in only a few recent days, it would be expected he will reach full recovery quite soon. Mr. Kelly was to be discharged to full duty. Exam found cervical movement was mildly limited in all directions. He was able to abduct and forward flex his arm to approximately 45 to 60 degrees, which he states is well within his normal range of work.

On 09/13/21, he was seen by an orthopedist named Dr. Weisband. In addition to the subject event, he elicited a history of wrist fracture when he was younger as well as a left orbital fracture. Mr. Kelly also carries diagnoses of gout, hyperlipidemia, hypertension, and elevated PSA. He reported his symptoms persisted especially in the neck, low back, and left shoulder. This is not withstanding his assertions to Dr. Bojarski. He denied receiving any physical therapy and then was told he was able to return to work in spite of the pain. He did so on 08/03/21 in limited capacity where he was just in the truck. He did not do any heavy lifting at that time. Dr. Weisband diagnosed posttraumatic cervical, thoracic and lumbar strain and sprain with myofascitis secondary to the motor vehicle accident of 07/20/21; rotator cuff tendinitis of the left shoulder and lumbar radiculitis, both secondary to the motor vehicle accident. He wanted Mr. Kelly to begin a course of physical therapy that was rendered on the dates described. He followed up and remained symptomatic.

MRI of the lumbar spine was done on 09/30/21, to be INSERTED. MRI of the left shoulder was done on 09/30/21, to be INSERTED. Dr. Weisband reviewed these results with him and followed his progress through 06/13/22. At that juncture, he was undergoing treatment for prostate cancer which would require hormonal therapy and then five days a week of radiation therapy for seven weeks. Therefore, he was not a candidate for an arthroscopic surgery of the left shoulder. However, corticosteroid injection was administered to the shoulder. Anthony asserted that two months ago because of the marked exacerbation of his low back pain where he could hardly walk, he was seen at Jefferson Hospital Emergency Room. While there he received a narcotic injection, was treated and released.

On 02/28/22, the petitioner was seen by Dr. Turtz for neurosurgical consultation with no relevance symptoms. A bone scan done as part of his workup identified and isolated abnormality in the skull for which an MRI scan was then done that revealed an enhancing lesion in the frontal skull. Dr. Turtz noted history of hypertension, colonic polyps, elevated PSA, and cigarette smoking. Dr. Turtz diagnosed a skull lesion for which he recommended a CAT scan of the head without contrast. He reviewed the bone scan as well as the MRI of the brain that demonstrates enhancement in the frontal bone measuring close to 2 cm that correlates with the abnormality in the bone scan. The underlying brain appears normal. CAT scan of the head from July 2021, after motor vehicle crash revealed hyperostosis frontalis interna with exuberant calcification on the right in a table on the region of the abnormality identified in the current MRI scan. On 06/24/22, Dr. Somer wrote correspondence to Mr. Kelly was under his care for prostate cancer and is able to return to work effective 06/24/22. However, he wanted only light duty with driving only in that he worked evenings only if his appointments during the day.
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. 
Active left shoulder flexion was 110 degrees with abduction 115 degrees, internal rotation 80 degrees and external rotation 75 degrees. Independent abduction and extension were full to 50 degrees. Combined active extension with internal rotation was to the L3 vertebral level. Motion of the right shoulder, both elbows, wrists and fingers was full in all spheres without crepitus, tenderness, triggering or locking. Manual muscle testing was 5-/5 for resisted left hand grasp, elbow flexion and shoulder abduction, but was otherwise 5/5

HANDS/WRISTS/ELBOWS: Tinel's, Phalen's, Finkelstein's, Adson's, Watson, Grind, and Middle finger extension tests were negative bilaterally for instability, compression neuropathy, or vascular anomalies. Tinel's signs at the radial tunnel and Guyon's canal were negative bilaterally for compression neuropathy. There was no laxity with manual pressure applied at the elbows or fingers. Resisted pronation/supination at the elbows did not elicit symptoms.  

He was unable to participate in provocative maneuvers about the left shoulder.
LOWER EXTREMITIES: Inspection of the lower extremities revealed no bony or soft tissue abnormalities. There was no leg length discrepancy with the examinee supine, as measured at the medial malleoli. There were no scars, swelling, atrophy, or effusions. Skin was normal in color, turgor, and temperature. Range of motion was accomplished fully in all planes at the hips, knees, and ankles without crepitus or tenderness. Deep tendon reflexes were 2+ at the patella and Achilles bilaterally. Peripheral pulses, pinprick, and soft touch sensations were intact bilaterally. Manual muscle testing was 5/5 at the extensor hallucis longus and throughout the lower extremities bilaterally. There was no significant tenderness with palpation of either lower extremity.

CERVICAL SPINE: 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.

Active flexion and extension were full with the lateral elicited tenderness. Rotation right was to 65 degrees and left to 70 degrees with side bending right 20 degrees  and left 30 degrees. He was tender on the left suboccipital area, but there was none on the right or in the midline.

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.

LUMBOSACRAL SPINE: The examinee ambulated with a physiologic gait. No limp or foot drop was evident. No hand-held assistive device was required for ambulation. The examinee was able to walk on his heels and toes without difficulty. He changed positions without difficulty and was able to squat and rise fluidly. Inspection of the lumbosacral spine revealed normal posture and lordotic curve with no apparent scars. Range of motion was accomplished fully on an active basis in flexion, extension, sidebending, and rotation bilaterally. There was no palpable spasm or tenderness of the paralumbar musculature, sacroiliac joints, sciatic notches, iliac crests, greater trochanters, or midline overlying the spinous processes. Sitting straight leg raising maneuvers were negative bilaterally for low back or radicular symptoms at 90 degrees. No extension response was elicited and slump test was negative. Supine straight leg raising maneuvers were negative bilaterally for low back or radicular symptoms at 90 degrees. Lasègue’s maneuver was negative bilaterally. Braggard's, Linder, and bowstring's maneuvers were negative for neural tension. There were negative axial loading, trunk torsion, and Hoover tests for symptom magnification.

He sat comfortably at 90 degrees lumbar flexion, but actively flexed to 65 degrees. Motion was otherwise full in all spheres without discomfort. Supine straight leg raising maneuver on the right at 75 degrees and left at 70 degrees elicited only low back tenderness without radicular complaints.
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.

On 07/20/21, Anthony Kelly was involved in a work-related motor vehicle collision. He was taking the EMS to the emergency room. While there he underwent numerous diagnostic studies that did not show any life-threatening condition. He was treated and released and then came under the care of Dr. Bojarski. Additional conservative care was rendered and then he was eager to return back to work in a full duty capacity and was accommodated in that regard. Nevertheless, when he saw Dr. Weisband on 09/13/21, he said the opposite and employ that he was rest back to work by Dr. Borjarski. In any event he underwent lumbar MRI and left shoulder MRI both to be INSERTED here. Physical therapy was rendered on the dates described. He saw Dr. Weisband through 06/13/22, who noted the petitioner had been diagnosed with prostate cancer so arthroscopic surgery in the shoulder could not be performed at that time.

The current examination found there to be decrease range of motion about the left shoulder where provocative maneuvers could not be performed. He had full range of motion of the hands, wrists and elbows without any crepitus or tenderness. He had mildly decreased active range of motion of the cervical spine as was the case and lumbar spine. However, provocative maneuvers in his locations were negative with clinically significant disc pathology spinal stenosis radiculopathy or facet arthropathy.

There is minimal disability to the left shoulder, left hand, cervical spine, or lumbar spine. This was the left shoulder actually and probably will be 5% permanent partial total.
