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Dictation Time Length: 31:14
January 10, 2022
RE:
John Howard

History of Accident/Illness and Treatment: John Howard is a 43-year-old male who reports he was injured at work on 11/23/20. He was instructed to assist with delivery to a facility. As he was picking up and pulling up 50-pound bags of rice mix and containers of food off the pallet, he believes he injured his left shoulder and elbow. He did not go to the emergency room afterwards. He had further evaluation, but remains unaware of his final diagnosis. He did not undergo any surgery in this matter. He reports he contracted COVID around the same time this incident occurred. This lasted 21 days. Mr. Howard revealed he had prior surgeries on both areas, but was pain free afterwards. Left elbow surgery was in 2018 and left shoulder surgery in 2010. He also had physical therapy postoperatively. He denies any subsequent injuries to the involved areas.

As per the Claim Petition, Mr. Howard alleged lifting heavy bags caused injuries to his left shoulder and elbow. Treatment records show he was seen at Inspira Urgent Care on 11/24/20 complaining of pain in the left shoulder since the previous day. He was evaluated and had x-rays of the left shoulder that were read as normal. He was diagnosed with sprain of the left shoulder and elbow for which he was placed on activity modifications. He also had x-rays of the left elbow that showed no acute abnormalities. They demonstrated previous surgery with three metallic anchors along the lateral distal humerus. There was a tiny olecranon spur, but no joint effusion, fracture, dislocation, or other bony abnormalities.
Mr. Howard was then seen orthopedically by Dr. Zucconi on 11/30/20. He was being seen for a COVID test with nasal PCR in a curbside fashion. He related a close exposure to 2019 novel coronavirus. He was seen by telemedicine on 12/07/20. He was still feeling headaches and had some coughing, but no difficulty breathing. He was still having mild symptoms and would be released as of 12/11/20. On neither of these visits did Mr. Howard offer complaints involving the left shoulder or elbow.

On 12/31/20, he was seen by Physician Assistant Ferraro in Dr. Zucconi’s office complaining of left shoulder and elbow pain. He gave a history that on 11/23/20 he was unloading “big containers of produce” and “50-pound bags of flour and farina” out of a truck and felt a pop in his shoulder. He completed his shift and reported the incident to his supervisor. He had been to urgent care and denied other treatment. He was status post left shoulder arthroscopic debridement of a SLAP lesion and subacromial decompression by Dr. McAlpin on 10/01/12. He complained of anterior shoulder pain when carrying things such as groceries. He was out of work. He also complained of left elbow pain associated with the same incident. He was status post left partial ostectomy and extensor tendon repair done by Dr. Dwyer on 12/04/18. He complained of lateral elbow pain, radiating pain down his arm, wrist and hand as well as numbness and tingling in the fingers. He had also undergone right knee surgery in 2001, left ventricle replacement at the age of 4 in 1983, and had a history of heart murmur and atrial fibrillation. The physician assistant placed him in a strap and ordered physical therapy. Diagnoses were left elbow pain with lateral epicondylitis as well as left shoulder pain with impingement syndrome. Naproxen was also prescribed. He returned and saw Dr. Dwyer on 01/21/21. He diagnosed superior glenoid labrum lesion of the left shoulder and impingement syndrome and pain in the left shoulder. He ordered an MR arthrogram of the shoulder.
This was done on 02/04/21. Dr. Dwyer reviewed these results with him on 02/08/21. He had full range of motion of the shoulder with the exception of a chronic restriction on internal rotation. Strength was excellent in all planes, but he had some tenderness over the greater tuberosity. The MR arthrogram was reviewed and compared to his prior study. He had an interstitial tear, but no significant partial or full thickness tear and nothing surgical. Dr. Dwyer recommended observation, but did not recommend therapy since it made him worse. He was started on tramadol and was to return in four weeks for a final evaluation. He did see Dr. Dwyer again on 03/10/21 and found left shoulder exam was unchanged. Left elbow exam was benign. He was tender over the rhomboids and left trapezius muscles. He did not think this was a surgical issue. He prescribed a Medrol Dosepak and concluded the Petitioner did not require further treatment. If his trapezius pain continues, he would recommend pain management evaluation.

On 01/08/21, he was seen by a cardiologist at the referral of his family physician by Dr. Zimmer. He rendered treatment to Mr. Howard through at least 02/17/21. On that visit, he was actually seen by Dr. Quinlan.

On 02/05/21, Mr. Howard presented to Inspira Emergency Room complaining of left shoulder pain. He reported having increased pain since the shoulder arthrogram the previous day. He was evaluated and was treated and released. They referenced the MRI showed left subscapularis tendinosis with a 2.5 x 0.8 cm interstitial tear along its insertion, progressed since the prior MRI from 2012. There was left supraspinatus tendinosis with a 3 mm interstitial tear along its insertion, minimally enlarged since the prior study. They also noted other surgeries including a 12/04/18 left decompression of the ulnar nerve, 12/04/18 partial excision of the olecranon process, left tendon repair of the upper extremity and lateral and medial elbow debridement also on 12/04/18. Earlier surgeries include a left shoulder surgery on 01/12/11 and a knee surgery on 04/12/01. He did undergo an MRI at the time of this emergency visit that will be INSERTED here. He also underwent plain x-rays of the left shoulder that were read as normal.
Mr. Howard was seen by a podiatrist named Dr. Garbowski on 03/08/21. His diagnoses were plantar fasciitis, pain in both feet, and flatfoot in both feet.
Extensive prior records show the Petitioner underwent an MRI of the left shoulder on 07/03/12 due to pain. Those results will be INSERTED here. On 07/24/12, he was seen orthopedically by Dr. McAlpin. He related he slipped on some water and used his arm to stop his fall injuring the shoulder. He was seen through Occupational Health and had an injection, but felt no improvement. He also had only a single session of physical therapy that increased his discomfort. He had x-rays and MRIs and had been utilizing Vicodin and Naprosyn. Dr. McAlpin reviewed the MRI and saw a bursal-sided partial thickness rotator cuff injury. He also saw a subscapularis partial thickness injury. Neither showed a full-thickness tear and he did not see injury to the labrum or any significant bony abnormalities. He diagnosed left shoulder strain, rotator cuff strain, and subscapularis strain. He recommended a trial of physical therapy and was cleared to return to work at a normal level. He underwent surgery by Dr. McAlpin on 10/01/12 to be INSERTED here. Mr. Howard followed up postoperatively. On 10/09/12, his Percocet frequency was decreased. On 10/23/12, he related having three physical therapy visits per week. He was complaining of pain radiating up to his neck. He was started on Voltaren and Flexeril. He also added Flexeril although John was concerned about pain control. Additional physical therapy was rendered. On the visit with Dr. McAlpin of 11/13/12, he noted John complained of neck pain radiating down the left shoulder. His pain seemed to be a little out of proportion for what the pathology was found during surgery. His progress continued to be monitored through 12/18/12. For the MRI findings of a small disc protrusion, he recommended pain management evaluation. It was anticipated maximum medical improvement for the shoulder would be attained in four weeks.

Mr. Howard was then seen by a psychiatrist Dr. Smith on 12/21/12. She wrote MRI revealed a left C6-C7 disc protrusion. EMG on 12/11/12 showed mild carpal tunnel syndrome on the left, but no evidence of radiculopathy. They discussed treatment options including a cervical epidural injection. Such an injection was given on 01/09/13. It was repeated on 01/30/13. He followed up with Dr. Smith through 03/27/13. He related a moderate amount of relief with the two injections. If the pain were to return, she recommended he come back for a third cervical epidural injection.

On 12/11/12, Dr. Skinner performed an EMG to be INSERTED here. On 12/14/12, he underwent an MRI of the cervical spine to be INSERTED here.
On 04/02/13, Mr. Howard was seen at Rothman by Dr. Tucker. His diagnosis was left shoulder rotator cuff tendinosis. He noted there was a rotator cuff tear seen previously after arthroscopy, but was deemed that no repair was needed. He recommended an updated MR arthrogram of the left shoulder. This was done on 04/11/13, to be INSERTED here. Dr. Tucker reviewed these results with him on 04/25/13. He thought the discomfort could be treated conservatively with stretching and strengthening of his shoulder. It was possible some of the symptoms may be coming from his neck. He recommended follow-up with the physician who had been addressing his cervical spine.

On 12/05/17, the Petitioner was seen by Pedersen Family Medicine complaining of left arm pain. It occurred suddenly following lifting and movement. He noted a history of chronic left rotator cuff tear. He was seen at Rothman who recommended non-surgical intervention. He also had chronic numbness and tingling in the left upper extremity after sleeping on it. He had a significant dog bite injury to this extremity. He had several cardiac problems. He was diagnosed with cardiomyopathy and tinea pedis as well as pain in the left elbow. He continued to see Dr. Pedersen and his colleagues over the next many months running through 05/16/18. At that time, he was suspected to have scabies. He returned on 05/06/19 and was noted to have moderate obstructive sleep apnea. His last sleep study before the recent one was 20 to 30 pounds ago. He was followed by Dr. Pedersen through 02/24/20 when he requested a new mask for his CPAP machine.

On 04/29/20, he presented complaining of headaches via a telemedicine visit. He was referred for an MRI of the brain in 2020, but had not yet obtained it. He underwent MRI of the elbow on 02/22/18 at Dr. Pedersen’s referral to be INSERTED here. On 06/01/20, Dr. Pedersen noted MRI of the brain was abnormal. However, the findings were nondiagnostic and nonspecific. He was also going to be seen by neurology. On 08/05/20, he presented with complaints of anxiety.

On 05/03/18, he was seen by orthopedist Dr. Dwyer complaining of left elbow pain. It began bothering him in November with no known injury. He had seen his family doctor and already had a workup. This included x-rays of the left elbow that were read as normal. MRI of the elbow revealed mild distal triceps insertional tendinosis with mild peritendonitis. There was mild common extensor origin tendinosis with a small low-grade interstitial tear (lateral epicondylitis). He recommended conservative care and corticosteroid injection was given to the elbow. A tennis elbow brace was also ordered. He followed up with Dr. Dwyer and his physician assistant over the next few months. On 11/15/18, Dr. Dwyer noted he underwent two cortisone injections from the physician assistant that gave him some relief, but he still had constant pain. He also experienced numbness and tingling in the forearm. He suggested left lateral epicondylar release. He followed up postoperatively on 12/16/18 having undergone that surgery on 12/04/18. He saw Dr. Dwyer through 04/04/19. His elbow was still bothering him, but it was improving. He had completed therapy. Dr. Dwyer allowed him to continue working regular duty. He had not been wearing a tennis elbow strap. A treatment plateau had been obtained and he was discharged from care.

On 05/22/18, he was seen by his cardiologist named Dr. Quinlan. He continued to treat Mr. Howard for his cardiac issues through 11/06/20.

On 12/04/18, Dr. Dwyer performed elbow surgery to be INSERTED here. On 05/01/19, he was seen by podiatry. Their treatment continued on the dates described. He had the MRI of the brain on 05/26/20 to be INSERTED here. He also underwent MRI of the brain again on 06/10/20 to be INSERTED here.
PHYSICAL EXAMINATION

UPPER EXTREMITIES: Inspection revealed healed portal scars about the left shoulder and an open surgical scar about the lateral left elbow. There was no swelling, atrophy, or effusions. He admitted to having a fracture of his left wrist at the age of 8. Skin was otherwise normal in color, turgor, and temperature. Active left shoulder abduction was 130 degrees and flexion 100 degrees, but was otherwise full in all independent spheres. Passive range of motion was increased. Combined active extension with internal rotation was to L4. Motion of the right shoulder, both elbows, wrists, and fingers was full in all planes without crepitus, tenderness, triggering, or locking. He had moderate tenderness to palpation about the left acromioclavicular joint, but there was none on the right. He complained of cracking sensation in the left shoulder although this was not detected by the evaluator. 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. 
HANDS/WRISTS/ELBOWS: Phalen’s maneuver on the left elicited shoulder pain that is non-physiologic. Tinel’s maneuver elicited paresthesias. Both of these maneuvers were negative on the right. Finkelstein's, Adson's, Watson, Grind, and Middle finger extension tests were negative bilaterally for instability, compression neuropathy, or vascular anomalies. There was no laxity with manual pressure applied at the elbows or fingers. Resisted pronation/supination at the elbows did not elicit symptoms.  

SHOULDERS: There was a positive Neer impingement maneuver on the left, which was negative on the right. He had a paradoxical response to O’Brien’s maneuver on the left indicative of symptom magnification. Yergason, Hawkins, apprehension, empty can, 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. Range of motion was full in all spheres, but right rotation and sidebending elicited left-sided tenderness. There was non‑reproducible tenderness to palpation about the left trapezius in the absence of spasm, but there was none on the right. Spurling’s maneuver was negative.

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.

On 11/23/20, John Howard alleges to have injured his left elbow and shoulder at work when he was lifting. The next day, he was seen at urgent care and initiated on conservative treatment. He then was seen orthopedically in Dr. Zucconi’s office when it was quickly ascertained he had a history of prior problems with the left shoulder and elbow. He continued to see Dr. Dwyer over the next few months.

Mr. Howard’s left upper extremity surgeries will be INSERTED here. It appears he remained somewhat symptomatic after these up to the subject event. At times, he noted the onset of atraumatic symptoms. After the subject event, he did undergo an updated MR arthrogram of the left shoulder that was compared to an earlier study of 2012.
The current examination found there to be decreased range of motion about the left shoulder, more pronounced actively than passively. There was no weakness, atrophy, or sensory deficits. He had a Neer impingement maneuver positive on the left, which was negative on the right. Other provocative maneuvers were negative for instability or internal derangement. He had full range of motion about the left elbow where provocative maneuvers were entirely negative. There was no tenderness to palpation about the left elbow.
With respect to the event of 11/23/20, there is 0% permanent partial or total disability referable to the left shoulder or elbow. Mr. Howard’s preexisting conditions in these areas were not permanently aggravated or accelerated to a material degree by this incident.
