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Dictation Time Length: 08:50
April 22, 2022
RE:
Joseph Turner

History of Accident/Illness and Treatment: Joseph Turner is a 47-year-old male who reports he was injured at work on 08/06/20 doing a routine task. This involved heavy lifting overhead. As a result, he believes he injured his left shoulder and lower back. He did not go to the emergency room afterwards. He had further evaluation and treatment including shoulder surgery, but remains unaware of his final diagnosis. He completed his course of active treatment in September 2021.

As per his Claim Petition, Mr. Turner alleged he was lifting boxes and injured his left shoulder and back. Treatment records show he participated in physical therapy beginning 02/16/21. He had an MRI of the left shoulder on 03/17/21 to be INSERTED here. That same day, he had a lumbar spine MRI to be INSERTED here.
He was seen by orthopedist Dr. Chern on 04/29/21. She stated he injured himself on 08/06/20. He was lifting 50-pound boxes multiple times and started having pain in his shoulder as a result. This developed later that day. He denied any specific lift where he had sudden pain in the left shoulder. His pain was 7/10. Dr. Chern reviewed treatment notes from Meridian Occupational Health which focus on treatment of his left shoulder as well as the lower back. Dr. Chern performed an exam and noted the results of the shoulder and lumbar MRI studies. He diagnosed osteoarthritis of the left acromioclavicular joint with impingement syndrome as well as a lumbar disc herniation. For the latter, he recommended seeing an orthopedic spine specialist. In terms of the rotator cuff tendinosis, it was most likely from chronic inflammation of the rotator cuff and more likely than not preexisted the work injury. A corticosteroid injection for the left AC joint was accepted. Dr. Chern wrote the degenerative joint disease of the left AC joint was preexisting. He followed up with Dr. Chern over the next few months.
On 05/25/21, he performed surgery to be INSERTED here. That same day, he had an ultrasound of the brachial plexus performed. On 07/26/21, Dr. Meyers performed epidural steroid injection as he did again on 09/13/21.

The Petitioner was seen by spine specialist Dr. Yalamanchili on 05/06/21. He reviewed the lumbar MRI from 03/17/21. He also performed x-rays done in the office that showed no fracture or anterolisthesis. His assessment was lumbar disc herniation with radiculopathy for which a Medrol Dosepak was prescribed. He was then referred to pain management. He continued to be followed by Dr. Chern such as on 06/09/21.
He then was seen by pain specialist Dr. Meyers beginning 06/25/21. Injections were rendered as noted above. He followed up with Dr. Meyers and Dr. Chern through 12/20/21. On the latter visit, he was deemed by Dr. Yalamanchili to have reached maximum medical improvement. He cleared the Petitioner for full duty as per the functional capacity evaluation.
PHYSICAL EXAMINATION

UPPER EXTREMITIES: Inspection of the upper extremities revealed no bony or soft tissue abnormalities. There were healed portal scars about the left shoulder with some bridging keloid inflammation between the two lower portals in a transverse orientation. He wants plastic surgery for this scar. There was no swelling, atrophy, or effusions. Skin was otherwise 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–​ for resisted left shoulder internal rotation, but was otherwise 5/5. There was no significant tenderness with palpation of either upper extremity. 
SHOULDERS: Normal macro
LOWER EXTREMITIES: Normal macro
CERVICAL SPINE: Normal macro
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 with no apparent scars. Range of motion was accomplished fully on an active basis in flexion, extension, sidebending, and rotation bilaterally. He had tenderness to palpation about the right sacroiliac joint, but there was none on the left. There was no palpable spasm or tenderness of the paralumbar musculature, 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 at 85 elicited only low back tenderness bilaterally without radicular complaints. 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.

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 08/06/20, Joseph Turner reportedly injured his lower back and left shoulder doing routine activities that involved lifting at work. He at some point was seen at Hackensack Meridian Occupational Health. They had him participate in physical therapy. MRI of the left shoulder and lumbar spine were done on 03/17/21 to be INSERTED here.
He then came under the orthopedic care of Dr. Chern and his colleagues. Dr. Chern performed surgery on the left shoulder to be INSERTED here. The Petitioner also accepted epidural injections from Dr. Meyers. Follow-up with the physicians in this group ran through 12/20/21. INSERT the usual

The current exam found there to be full range of motion about the left shoulder. There was no swelling, atrophy, or effusions. He had a muscular physique. There was minimal weakness in left shoulder internal rotation. Provocative maneuvers at the shoulder were negative for internal derangement or instability. He had full range of motion about the lumbar spine. Supine straight leg raising maneuvers at very obtuse angles at 85 degrees elicited only lower back tenderness without radicular complaints. This is not clinically meaningful. Neural tension signs were also negative.

There is 7.5% permanent partial total disability referable to the statutory left shoulder. INSERT the postoperative diagnosis here. There is 0% permanent partial total disability referable to the lumbar spine as this relates to the event of 08/06/20. He does have preexisting degenerative disease in this region. It was not caused, permanently aggravated or accelerated to a material degree by the event in question.
