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Dictation Time Length: 25:08
May 12, 2023
RE:
Jeffrey Wilson

History of Accident/Illness and Treatment: Jeffrey Wilson is a 58-year-old male who reports he injured his left shoulder at work on 06/24/21. On that occasion, he was at a work-related cookout on a Memorial Day. He was working the 2 to 10 shift and was breaking up a fight. A child ran into his left shoulder causing it to flex 90 degrees and externally rotate. He did go to the emergency room afterwards. He had further evaluation leading to a diagnosis of a rotator cuff tear that was treated surgically. He also asserts that he had an exposure to COVID during a work-related Memorial Day cookout. No one was wearing mask at that time and it was outdoors. He developed COVID and had hospitalization for it.

As per the record supplied, Mr. Wilson filed a claim petition alleging on 06/05/20 employment duties exposed Petitioner to COVID resulting in “tested positive for COVID-19 respiratory failure, pneumonia, chest pain, chronic fatigue and cognitive decline.” He also filed a claim petition alleging on 06/24/21 he was breaking up a fight and injured his left shoulder resulting in surgery.

Per the medical records supplied, he underwent neurologic evaluation by Dr. Sharretts on 10/28/20. He had previously undergone surgery to repair laceration with tendon injury in the right wrist with good functional recovery, right shoulder surgery and left knee surgery. He also had a lumbar surgical procedure with some sort to “give the nerves breathing room.” He had previously been seen by this neurologic group many years ago, but could not recall the purpose for that evaluation. Dr. Sharretts was trying to obtain confirmation of his admission to Virtua Hospital for COVID. He was seeing an infectious disease specialist named Dr. Peterson. He still reports some dyspnea upon exertion with some intermittent blurred vision. His immediate neurologic concern however is that of daily head pain somewhat of a tight constricting nature and at times throbbing, which frequently begins in the occiput and spreads cephalad. He had been without recurrent fever or any other general new constitutional symptoms. He had been using rather large quantities of Tylenol. The usual COVID precautions were taken within the office. He was afebrile at 5’11 and 225 pounds with blood pressure 140/90. There was a minimal degree of spasm and discomfort to palpation of the occiput and upper cervical spine. He had functional range of motion about the neck and was neurologically intact. He did struggle with tandem gait requiring arm balancing. Dr. Sharretts opined that is most probable Mr. Wilson has residual meningeal head pain symptoms as a result of the COVID. He was relatively asymptomatic prior. He would not pursue a diagnostic lumbar puncture at this time. He did agree to try Neurontin and the relevant side effects were reviewed. He was already taking carvedilol, Norvasc, Risperdal and Klonopin for anxiety.

On 06/28/21, Mr. Wilson was seen at Concentra complaining of left shoulder pain after an injury that occurred on 02/24/21 when he was breaking up a fight between three residents. It got worse as days came on. He was diagnosed with left shoulder sprain begun on Medrol Dosepak and physical therapy. He followed up here over next few weeks running through 07/21/21. At that time, they described the results of the left shoulder MRI from 07/14/21 to be INSERTED as marked from page 2 of that progress note. He also had a more clear description of the mechanism of injury. He reported he was breaking up two fights on 06/24/21. He had his right arm around one guy with the left arm extended holding the wall and the other guy ran his left shoulder without stretched arm by running at him. A steroid pack worked, but it gave him palpitations. He does have chronic atrial fibrillation and saw a cardiologist the previous day. He now takes aspirin 81 mg and was considering starting a blood thinner. He was on clonazepam for anxiety and gabapentin for headaches. He was rendered diagnoses of traumatic tear of the supraspinatus tendon, superior glenoid labrum lesion and left shoulder sprain. He was referred for orthopedic consultation.

On 08/09/21, he was seen by orthopedic specialist Dr. Gray. In addition to the left shoulder injury, he noted the Petitioner had undergone previous right shoulder surgery in 2015 and right lower back surgery in 2016. He rendered diagnoses of full thickness tear f the left subscapularis tendon as well as tear of the glenoid labrum. He ordered physical therapy and performed a corticosteroid injection to the shoulder. Past medical history was also remarkable for hypertension and seizures. Mr. Wilson remained symptomatic on 08/30/21 and they elected to pursue arthroscopy. He was going to continue light duty and physical therapy in the interim.

He was then seen by another orthopedist within the group named Dr. Ropiak beginning 11/19/21. His diagnoses were full thickness tear of the left subscapularis tendon, superior glenoid labrum lesion and impingement syndrome of the left shoulder. They also discussed surgical intervention. He then underwent shoulder surgery on 11/22/21 whose procedure and postop diagnoses will be INSERTED here as marked. He followed up with Dr. Ropiak six weeks postoperatively on 01/21/22. He was referred for physical therapy and was started on Mobic. He advised discontinuing the sling. He has also going to do home exercises. He continued to be monitored by Dr. Ropiak through 11/23/22. On that visit, he noted the results of an FCE that found he could perform occasional lifting of 35 pounds, frequent lifting at 23 pounds, and constant lifting at 10 pounds. He was also to refrain from left arm restraints. It was recommended he seek pain management for continued shoulder pain. He also provided serial work status notes that cannot actually constitute functional capacity evaluation report. Remind Anna about this. A left shoulder MRI was done on 09/12/22, but we are not in receipt of its specific report. Dr. Ropiak noted the report from 09/19/22 and his personal review. That will be INSERTED from the progress note turned sideways on 10/07/22. Also on 11/23/22, Dr. Ropiak opined he had reached maximum medical improvement from the shoulder. Structurally, he believed they were some mild degenerative changes in the shoulder, but nothing that another surgery would be of benefit. He believes significant part of his pain was contributed to from a pinched nerve in the cervical spine and there was nothing he could do to help that. He was currently seeking pain management opinions for that.

A pain specialist evaluation was done by Dr. Kwon on 12/01/22 for left shoulder pain. His pain levels were 9/10. He had a history of atrial fibrillation. At the initial evaluation of 10/31/22, this had to be terminated because the patient was diaphoretic and had an irregular heartbeat. He did seek medical attention and underwent an echocardiogram. Dr. Kwon performed a thorough evaluation and diagnosed left shoulder pain. They discussed treatment options. Opiates would not be prescribed from that clinic since they were already available to him. On 12/20/22, Dr. Kwon performed left suprascapular nerve block with ultrasound-guidance for the postoperative diagnosis of left shoulder pain. He returned on 01/05/23 with 70 to 80% improvement in his pain. He reports a 55% interruption of activities of daily living secondary to his left shoulder and upper extremity complaints. He denied any shortness of breath. He was started on Voltaren gel. Followup with Dr. Kwon continued through 02/02/23 reporting the cream helped a little. His pain level was 6/10. He deemed the Petitioner had reached maximum medical improvement. He placed him on permanent restrictions consistent with the functional capacity evaluation. This included avoidance of engaging in restraining any of his wards to reduce the risk of reinjury to the left shoulder.

I am not in receipt of any specific medical documentation pertaining to his COVID diagnosis or treatment.

PHYSICAL EXAMINATION

CARDIAC: Auscultation of the heart revealed a regular rate and rhythm with no murmurs, thrills, gallops, or rubs. There were no carotid bruits. There was no jugular venous distention.

There was an occasional blip likely consistent with intermittent atrial fibrillation.

LUNGS: Normal

NEUROLOGIC: Normal
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 gouty tophus 2 inches inferior to the right elbow. The right long finger DIP had a flexion contracture or postural changes. I questioned whether he had an extensor tendon tear. The left fifth finger had a flexion contracture. He had healed portal and open surgical scars about the left shoulder. Left shoulder abduction was 160 degrees and flexion 165 degrees, but was otherwise full in all independent and composite spheres without crepitus or tenderness. There were multiple dorsal and volar scars about the right wrist. He related tearing seven ligaments there and underwent surgery for this. Flexion was to 40 degrees and extension to 45 degrees. Motion of the wrist, elbows, shoulders and remaining fingers were full without crepitus, tenderness, triggering or locking. He had mild tenderness to palpation anteriorly about the left shoulder.

SHOULDERS: Normal

CERVICAL SPINE: Normal
THORACIC SPINE: Normal
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 06/24/21, Jeffrey Wilson’s left shoulder was injured when he was trying to break up a fight between two of the individuals under his supervision. He presented to Concentra who initiated him on conservative care. He underwent an MRI of the shoulder to be INSERTED here. He then was seen orthopedically by Dr. Gray. After attempts of conservative treatment, surgery was done to be INSERTED here. He had additional therapy postoperatively culminating in a functional capacity evaluation.

Mr. Wilson was also seen by pain specialist Dr. Kwon who performed a nerve block on the shoulder for persistent pain postoperatively. I do not think we incorporated it earlier. Dr. Ropiak had him undergo a repeat MRI of the left shoulder due to persistent symptoms. This was reviewed on 10/07/22. He was found to have the same abnormalities that were seen at the time of surgery including chondral thinning, degenerative labral tearing, partial thickness cuff tearing and shoulder degeneration. I am not in receipt of documentation pertaining to his diagnosis and treatment for COVID-19 and asserted complications of same. He simply related that he was involved in his usual work activities without masks including possibly and outdoor cookout on Memorial Day. He relates he was diagnosed with COVID-19 and was hospitalized for it. He elaborates that another employee’s wife was positive who was in attendance. He secluded himself at home for 14 days. He then developed pneumonia in the left lung with a productive yellow cough that was bloodstained. He was seen in Virtua Emergency Room four days later and was given a cocktail of medications as well as nasal oxygen. He was not intubated or placed on a respirator. Although at this juncture, he does complain of some shortness of breath with increased headaches since the COVID exposure, he is taking no medications or using any oxygen for this.

You have informed me that he had a prior accident with right shoulder, neck, low back and right hand injuries on 11/15/11. That claim was settled with an order approving settlement. He also was involved in an automobile accident on 09/25/16 resulting in lower back and neck pain. He does advise he injured his back and shoulder in a 2011 work-related motor vehicle accident, but denies any auto accident on 09/25/16.

The current examination found there to be mildly decreased range of motion about the left shoulder. He had a gouty tophus near the right elbow. He had healed surgical scarring about both shoulders as well as all along the right wrist. Provocative maneuvers at the left shoulder were negative. His lungs were clear to auscultation and percussion. His blood pressure and pulse were satisfactory. He had no cyanosis, clubbing or jaundice. There was an occasional blip with auscultation of his heart possibly consistent with, but evidently was preexisting underlying atrial fibrillation.

There is 7.5% permanent partial total disability referable to the left shoulder. It is difficult to assign a level of permanency if any to the COVID exposure, but I might give him a small amount. He has been able to return to his former full duty capacity with the insured. He also exercises twice a week by walking.
