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Dictation Time Length: 31:13
January 4, 2022
RE:
Herculano Bautista
History of Accident/Illness and Treatment: As you know, I previously evaluated Mr. Bautista as described in the reports above. He was accompanied to the evaluation by Teresa Bautista who helped him complete his intake questionnaire. According to the information obtained from the examinee in this fashion, Mr. Bautista is now a 78‑year‑old male who again reports he was injured at work on 06/06/10. He picked up a box and heard a crack in his left shoulder. He did go to AtlantiCare emergently afterwards. He had further evaluation leading to a diagnosis of rotator cuff tear. He describes undergoing surgery in 2010 and 2011 for rotator cuff repair and cervical spine surgery. In March 2021, he underwent left shoulder replacement surgery. He completed his course of active treatment in approximately June 2021.
His Claim Petition indicates on 06/06/10 he was lifting a box out of a cart and sustained a left shoulder rotator cuff tear and cervical spine injuries. He did receive an Order Approving Settlement on 11/26/14 as noted on your cover letter. In conjunction with that, he provided testimony as to his continued symptomatology. He also described his limitations on various work and personal activities.

On 09/28/16, he applied for reopener and completed corresponding answers to interrogatories. Within them, he describes he received no treatment for his left shoulder since his last award. He continued to work part time as a sales associate. He also received Social Security Retirement in the amount of $1830 per month. He stated he received State Temporary Disability as a result of a non-compensable fusion surgery since his last award. He asserted having a progressive and increased worsening of his left shoulder condition including increased pain and more frequency. He advised he could no longer lie on his left side and his sleep is constantly interrupted. He has now also filed a Claim Petition relative to occupational injuries. This indicates from 05/26/17 to the present repetitive stress of occupational duties were a material contributing factor to the causation, aggravation, acceleration and/or exacerbation of cervical, low back, and left shoulder conditions.

Treatment records show he underwent x-rays of the left shoulder on 06/10/10, to be INSERTED. The history was an injury four days ago when lifting heavy boxes and he had pain. On 06/10/11, he was seen neurosurgically by Dr. Delasotta. He noted after that he underwent rotator cuff repair surgery on 05/08/11 by Dr. Zabinski. Since then, he had been experiencing paresthesias in the left shoulder, left side of the neck and face, and thumb and first three digits of the right hand. He had an MRI of the cervical spine on 04/23/11. This revealed severely narrowed foramen on the basis of bilateral uncovertebral hypertrophy and moderate bilateral facet arthrosis, mild posterior disc osteophyte complex at C4-C5. At C5-C6 there was moderate spinal stenosis with increased cord signal on the basis of a posterior disc osteophyte complex and severe bilateral foraminal narrowing. At that juncture, he was working light duty at *__________*. Past medical history was remarkable for osteoarthritis, asthma, diabetes, hepatitis B, hypercholesterolemia, and hypertension. He had also undergone bilateral rotator cuff surgical repairs. Dr. Delasotta diagnosed cervical myelopathy and recommended surgery in the form of anterior cervical discectomy at C4-C5 and C5-C6 with instrumented arthrodesis. On 06/24/11, Dr. Delasotta wrote correspondence to the Petitioner’s attorney connecting his cervical spine symptomatology to the work injury in question. More specifically, he stated it was a preexisting condition that was aggravated and exacerbated. He saw Dr. Delasotta through 08/22/11. By then, he presented with a history of seizure on 04/20/11 after a fall. He was on Keppra and Decadron. He had MRI of the brain on 07/20/11, 05/16/11, and 04/21/11. He had a CAT scan of the head on 04/30/11 as well. After reviewing these studies and performing an exam, Dr. Delasotta diagnosed status post right frontal craniotomy for an astrocytoma on 04/26/11. He recommended another MRI of the brain, that he remain out of work, and continue on Keppra 1000 mg twice per day.

On 04/16/12, he was seen by Dr. Alobeidy for cough and dyspnea. He ordered a nebulizer and compressor as well as several other additional respiratory medications. His diagnoses were asthma, COPD, hypertension, hyperlipidemia, allergic rhinitis, hepatitis B carrier, positive PPD, and non-insulin-dependent diabetes mellitus. He was seen again on 04/30/12 in follow-up after pneumonia with an asthma exacerbation.

On 05/01/12, Mr. Bautista was seen by Dr. Cadacio for preoperative medical clearance to undergo elective posterior cervical spine surgery on 05/04/12. He had a recent anterior cervical surgery on 11/11/12 for degenerative cervical spine disease with right arm radicular symptoms of numbness and weakness. His neck pain improved, but he still had right arm weakness. He also elicited a history of left carpal tunnel surgery in 1980, right rotator cuff repair in 2003, first left rotator cuff repair in 1995, and second left rotator cuff repair on 05/18/11. He was thought to be low to moderate risk for this orthopedic surgery.

On 12/09/16, he was seen orthopedically by Dr. Zabinski. He noted the Petitioner’s course of treatment to date relative to his left shoulder injury on 06/06/10 in the setting of a history of prior injury to the left shoulder in 1995 with prior open surgery. He asserted to Dr. Zabinski his shoulder condition had worsened and he was in need of additional treatment. His impression was left shoulder residuals of rotator cuff tendon tearing with accompanying impingement, AC joint arthritis, and glenohumeral degenerative change with degenerative labral tear status post previous arthroscopic rotator cuff repair, extensive debridement, as well as distal clavicle excision and acromioplasty. In the absence of an interim injury, he attributed the present left shoulder condition at least in part to the work injury in question. He recommended an updated closed MRI with arthrogram of the left shoulder. On 06/09/17, he had cervical spine x-rays at the referral of Dr. Lowe. They were compared to a prior study of 03/08/12.
On 08/14/12, he underwent a CT arthrogram of the right shoulder.
On 01/20/18, he returned to Dr. Zabinski’s office and presented with recurrent pain, crepitus and weakness in the left shoulder with no new or interval injury. He continued to work at Lowe’s following permanent restrictions as previously stated. He performed x‑rays of the left shoulder from 01/12/18. They showed evidence of moderate glenohumeral osteoarthritis and residuals of previous rotator cuff repair. There was no proximal migration. Overall, the x-rays appeared stable in comparison to those done approximately one year ago in the same office. His overall impression was left shoulder developing glenohumeral posttraumatic osteoarthritis after previous work compensable injury and rotator cuff tendon repair with previous MRI arthrogram demonstrating rotator cuff repair site overall to be intact. He concluded the Petitioner was not in need of any additional orthopedic follow-up at that time. He had permanent restrictions with no lifting above the shoulder with the left arm, no load handling greater than 15 pounds maximally in the left arm, and no repetitive lifting, pushing, or pulling with the affected left arm.

On 05/12/18, he was seen by Dr. Baliga. He offered numerous diagnostic impressions and concluded about causation. He offered 50% increase with respect to the left shoulder over the prior award solely related to the work accident on 06/06/10. There was a 60% increase with respect to permanent partial disability at the cervical spine over the prior award of compensation. When considering the preexisting issues in the left shoulder, the overall disability would be higher. He authored an addendum on 05/02/19 restating his permanency ratings continue to be unchanged. He explained the Petitioner resumed employment after his initial work-related injury working between 15 to 20 hours with accommodations of no lifting more than 30 pounds, no ladder work, and hours of employment generally not more than 20 hours per week. He opined the Petitioner’s occupational exposure in his job duties at Lowe’s was also a material contributing factor in the causation, aggravation, acceleration, and/or exacerbation of his neck and left shoulder conditions. He asserted performing a very physical type of job even though he was in a fairly sheltered situation after the work-related injury of 06/06/10. This is illogical. On 02/28/20, Dr. Baliga performed a need-for-treatment evaluation. He noted the Petitioner had sustained a stroke in May 2017 resulting in a fall at home and reinjury to his cervical spine. He was found to have worsening neck issues including a large disc herniation at C3-C4. He underwent anterior cervical discectomy and fusion at that level by Dr. Radcliff on or about 06/12/17. Subsequent to that, he had continued left shoulder complaints and returned to Dr. Zabinski who administered two additional injections with minimal relief. He declined any further surgery and was discharged from care. Dr. Baliga asserted Mr. Bautista had a material worsening of his left shoulder condition with no new injury to account for this worsening. He concluded Mr. Bautista was clearly not at maximum medical improvement with regards to his injury at that point in time.

On 01/08/21, he saw Dr. Zabinski again. He noted the Petitioner’s numerous reevaluations over the years. On this occasion, he observed the patient basically remains the same status that he was when previously reevaluated. He had moderate glenohumeral degenerative joint disease. On a non-surgical basis, he had an injection with ongoing shoulder exercises and precautions would be appropriate. On a surgical basis, the only definitive treatment option would be total shoulder replacement. He found this was causally related to the work injury in question. He remained on permanent restrictions as previously stated. On 01/27/21, he underwent a repeat left shoulder MRI compared to a study of 12/22/16. The history given was left shoulder pain and limited range of motion for six months with a history of an old injury and rotator cuff repair in 2010. Those results will be INSERTED here. Dr. Zabinski had him follow up over the next few months concurrent with physical therapy. As of 06/15/21, he deemed the Petitioner had reached maximum medical improvement with permanent restriction status post left reverse total shoulder arthroplasty. The actual operative report was not provided.

Prior records show the Petitioner filed a Claim Petition relative to an event of November 2005. He claimed to be lifting and pushing a counter top back onto a shelf and injured his left upper extremity and elbow. This was while working for Home Depot. He received an Order Approving Settlement on 11/21/07 relative to an event of 12/06/05. This was in the amount of 25% of the left arm for orthopedic residuals of partial tear of the distal biceps, radial nerve neuritis and stretch injury to the antebrachial cutaneous nerve.
The Petitioner was seen on 04/23/07 by Dr. Heist. At that juncture, he was unemployed, having last worked in November 2006. He started a job in March 2005. He noted an MRI of 01/06/06 found a partial tear of the biceps tendon at the elbow as well as the lateral epicondylitis. He felt the patient had reached maximum medical improvement and no additional treatment was necessary for the injuries causally related to the incident of 12/06/05. He also brought in an EMG done by Dr. Hairston on 03/06/07. This showed subacute/chronic cervical radiculopathy at C6-C7. Dr. Heist offered an assessment of 2.5% permanent partial disability at the left arm. Lastly, on 07/26/07 he was seen by Dr. Cataldo. He offered 65% of the left arm relative to the work accident in November 2005. He had already undergone left shoulder acromioplasty in 1996 and right shoulder arthroscopic rotator cuff tear repair in 2002.
PHYSICAL EXAMINATION
UPPER EXTREMITIES: There were Heberden's nodes at the DIP joints. The left biceps had a droop. There was no atrophy or effusions. There were multiple healed surgical scars. This included a longitudinal scar anteriorly at the left shoulder from the November 2011 surgery. On its lateral aspect he had another longitudinal scar measuring 2.5 inches in length. Radiating towards the biceps, he had another 3.5 inch scar in the central lower area of the upper arm. Motion of the shoulders on the left was to 110 degrees of abduction and 60 degrees on the right, abduction 120 degrees on the left and 65 degrees on the right, internal rotation 70 degrees on the left and 55 degrees on the right, external rotation 50 degrees on the left and 35 degrees on the right, with full adduction and extension to 50 degrees. Combined active extension with internal rotation was performed to the hip level bilaterally. Motion of the elbows, wrists and fingers was full in all spheres without crepitus, tenderness, triggering, or locking save for the swelling from arthritis in his fingers. Manual muscle testing was 5+ for right elbow flexion and 4+ for right elbow extension, but was otherwise 5/5.
SHOULDERS: Provocative maneuvers at the shoulders were unable to be performed.

CERVICAL SPINE: Inspection revealed a well-healed right anterior transverse scar as well as a posterior longitudinal scar measuring 5 inches in length. He had a decreased lordotic curve as well. Active flexion was 25 degrees, extension 30 degrees, bilateral side bending 5 degrees, rotation right 20 degrees and left to 25 degrees. He was tender at the left paracervical musculature in the absence of spasm, but there was none on the right or in the midline.
THORACIC SPINE: Normal macro
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. Inspection revealed a healed midline longitudinal scar perhaps consistent with surgery there. This may be erroneous and refers to the cervical spine scar. 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. Neither sitting nor supine straight leg raising maneuvers were performed.
His gait was not assessed beyond routine observation.
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.

Herculano Bautista alleges to have injured his left shoulder at work acutely on 06/06/10. He underwent an extensive diagnostic workup and a course of treatment previously incorporated into my earlier reports, so they will not be repeated here. He received an award of 65% partial total on 11/26/14. He subsequently reopened that claim. He also filed an occupational claim from 05/26/17 onward resulting in injuries to the left shoulder again as well as cervical and lumbar spines. He did have additional treatment. This apparently included a reverse shoulder arthroplasty whose report was not provided. Mr. Bautista had a history of several prior orthopedic surgeries.
This case continues to represent the same amount of permanent disability I previously offered and will be INSERTED here. The left shoulder permanency will increase to 15% from 12.5% accounting for his reverse shoulder arthroplasty. This evidently was conducted on 03/21/21. This increase is unrelated to his alleged occupational exposures for several reasons. These include the fact Mr. Bautista had undergone left shoulder surgery remotely. Such a surgery is known to accelerate degenerative joint disease. It is that disorder which led to his shoulder arthroplasty. Similarly, his routine job tasks at the insured did not cause, permanently aggravate or accelerate any baseline disease he had in the cervical and lumbar spines. As noted repeatedly by his surgeon, Mr. Bautista was on light duty going back many years.

Relative to the hypothetical, I will offer some insights. This points out the fact he had been performing archery at home in the past. He began working with the respondent in approximately 2006 working 40 hours per week. His hours of employment varied, but he was not hired for “part-time” employment. He then offered additional facts that will be addressed.
