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Case Review

January 27, 2022
RE:
Angel Miranda

As per the records supplied, Angel Miranda was seen at Cooper University Emergency Room on 04/16/21. He was a right-handed male with a past medical history of type II diabetes mellitus with diabetic nephropathy, neuropathy, and gout who presented with left hand pain. He worked as a welder and was using a hammer the previous day when he hit it with a hammer. He was wearing protective gloves and did not initially feel pain. When he pulled his glove off later that day, he noticed it was swollen, bruised, and painful. He took Tylenol which relieved his pain. He also complained a forklift had fallen on him after which he needed unspecified left knee surgery. He reported that “I almost died.” He was a former cigar smoker. He had a history of rotator cuff repair and hand/finger surgery. He did undergo x-rays of the wrists and hands to be INSERTED here. Exam found normal range of motion of the left hand. He had full left thumb opposition. There was decreased range of motion in flexion and extension of the left wrist compared to the right. Grip strength was 5/5 bilaterally and he had equal sensation to light touch. There was a well-healed surgical scar on the left dorsal wrist along its radial aspect. They were concerned about possible fracture. He was begun on medication and placed in a thumb spica splint and sling. His x-rays were deemed to be negative for fracture or dislocation.
Mr. Miranda was then seen orthopedically by Dr. Ramirez. He reported being given a brace at the emergency room, but did not wear it because it caused his hand to swell and he was unable to make a fist. Exam found swelling of the radial wrist but almost full range of motion. He had a resolving hematoma. Dr. Cooper’s assessment was sprain of the right wrist and closed nondisplaced fracture of the middle third of the scaphoid bone of the left wrist. He recommended immobilization with a cast for four weeks to maintain alignment. This was then applied in the office. Mr. Miranda followed up regularly to assess his progress. Interestingly, on 04/21/21, Dr. Cooper wrote correspondence stating he had to stay out of work for the next six months for his left wrist fracture. However, on 04/26/21, he issued a Workers’ Compensation quick note. He noted Mr. Miranda had been released to light work with lifting no more than 20 pounds at a time with frequent lifting or carrying of objects weighing up to 10 pounds. Even though the weight lifted may be very little, a job in his category one requires a good deal of walking or standing and one involves sitting most of the time with some pushing and pulling of arm or leg controls. He followed Mr. Miranda’s progress and had him undergo repeat x-rays on 05/12/21 to be INSERTED as marked from his progress note. As of 06/02/21, there was routine healing of the closed nondisplaced fracture of the middle third of the left scaphoid. He continued to be seen by Dr. Cooper running through 09/08/21. At that juncture, he related having a new injury a few days ago. He was lifting and felt a pop in his right shoulder. He denied any previous injury to the right shoulder. X-rays of the left wrist were performed as were x-rays of the right shoulder. They will be INSERTED as marked. With respect to the right shoulder, he was diagnosed with a sprain. In terms of his left wrist, he expressed not anticipating returning to the office since he feels mostly better and is due to be evaluated by the Department of Workers’ Compensation again. If his pain persisted, he would make another appointment. Physical exam on this visit found mild tenderness with no swelling over the dorsal left hand. He had full range of motion of the fingers and wrist.

Dr. Rekant performed an evaluation on 09/09/21. He noted the claimant’s course of treatment to date. He noted previous imaging describes plate and screw fixation for a distal radius fracture from several years prior. On 07/21/21, Dr. Ramirez anticipated maximum medical improvement on 10/15/21 with a sprain and strain of the left wrist. Dr. Rekant opined he had fully recovered from his alleged work injury of 04/15/21. Based on his exam findings and past medical records, he is capable of returning to work in a full-duty capacity without restriction with a component of subjective symptoms that are not present objectively. His clinical exam found full range of motion of the elbows and wrists. Provocative testing of the wrist was negative with full digital range of motion. Sensation to light touch was present throughout. Tinel’s was negative from the brachial plexus distally. Motor testing was 5/5. Jamar strength testing in the first position was 45 pounds on the right and 40 pounds on the left, as a third position 70 pounds on the right and 55 pounds on the left, and at the fifth position 53 pounds on the right and 45 pounds on the left.
FINDINGS & CONCLUSIONS: On 04/16/21, Angel Miranda struck his left hand with a hammer while at work. He sought treatment for it at Cooper University Emergency Room the same day. X-rays were performed and identified a fracture. He was placed in a splint and in a sling. He then came under the orthopedic care of Dr. Ramirez. Repeat x-rays confirmed the fracture. Mr. Miranda was placed in a cast for several weeks. Serial x-rays were performed confirming healing of his fracture. As of 09/08/21, his clinical exam was benign relative to the left wrist. However, he reported a new injury to the right shoulder.

He was also evaluated by Dr. Rekant on 09/09/21. He noted a normal clinical exam. He deemed Mr. Miranda had reached maximum medical improvement and did not require further treatment. Dr. Ramirez evidently returned him to work full duty effective 05/17/21.

This case will be rated for the small fracture/sprain and strain. He has achieved an excellent clinical and functional result. I will rate this case under the AMA Guides.
