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Dictation Time Length: 17:08
April 25, 2022
RE:
Timothy Brady

History of Accident/Illness and Treatment: Timothy Brady is a 36-year-old male who reports he was injured at work on 09/16/16 when he was moving boxes of tile. As a result, he believes he injured his right arm, hand and neck, but did not go to the emergency room afterwards. He had further evaluation, but remains unaware of his final diagnosis. He declined surgery that was offered to him. He is no longer receiving any active treatment. Mr. Brady volunteered that on his own he got a left shoulder MRI that revealed a rotator cuff tear and a SLAP tear. He believes this was due to compensating for the injured right shoulder.

Per his Claim Petition, Mr. Brady alleged he was lifting a box of tile on 09/16/16 and injured his right shoulder, arm, hand and neck. Treatment records show he underwent an MRI of the right shoulder on 09/28/16 at the referral of Dr. Wu. It showed an intact rotator cuff with no findings of bursitis or acute osseous abnormality. He was then seen orthopedically by Dr. Lipschultz on 10/04/16. He noted the Petitioner had been seen at US HealthWorks in the interim and underwent the aforementioned MRI. History was significant for a fracture of the right upper extremity during birth. Clinically, it sounded like a forearm fracture that involved his elbow. He has been left with a persistent restriction of right elbow motion as well as forearm supination and pronation. He noted the right shoulder MRI on 09/28/16 was normal. Upon exam, he had an elbow flexion contracture at approximately 30 degrees. It lacked about 60 degrees of forearm supination, but pronation was full. He was quite tender over the anterior chest wall; most of this was in the pectoralis muscle. He had mild tenderness over the anterior rotator cuff. There was no weakness with resistance to internal and external rotation of the shoulder. Impingement sign was mildly positive. He believed some of the discomfort was from the chest wall, but some was from the shoulder itself. A corticosteroid injection was administered to the shoulder and he was referred for physical therapy. This was rendered on the dates described.

On 11/29/16, he was seen by Dr. Lipschultz. He noted previously evaluating this Petitioner in his private office for right shoulder pain. Mr. Brady raised concerns about his ability to attend physical therapy. He followed up with Dr. Lipschultz over the next several months. As of 02/21/17, he was no longer working at Avalon Flooring. He was working as a painting apprentice. An MR arthrogram of the shoulder was then ordered.
This was done on 03/01/17 to be INSERTED. He saw Dr. Lipschultz again on 03/21/17 noting he had a congenital abnormality around the right shoulder and the right arm was somewhat smaller. The MR arthrogram showed no significant pathology. Another course of physical therapy was ordered. On 05/23/17, Dr. Lipschultz ordered electrodiagnostic testing.
This was done by Dr. Scholl on 05/30/17 whose results will be INSERTED here. Dr. Lipschultz referenced these results on 06/06/17 noting he had a moderate right carpal tunnel syndrome as well as the other issues identified. Dr. Lipschultz explained he did not have a neck injury nor any that resulted in a stretched neuropraxia. He did think the Petitioner had to have this worked up through his regular health insurance. He was already working full duty and was discharged from care.

On 10/24/18, Dr. Lipschultz performed a need-for-treatment evaluation. He thought there was some degree of neurogenic irritation or entrapment involving the right upper extremity, but he had complaints of numbness in the therapy notes. He recommended EMG/NCV study. On 10/16/18, such a study was done by Dr. Ragone to be INSERTED here. He saw Dr. Lipschultz again on 11/01/18. He was going to discharge the Petitioner at maximum medical improvement. He was not relating the findings on EMG to his work injury that occurred on 08/23/16.

On 06/17/19, the Petitioner was seen orthopedically by Dr. McMillan. He explained the exam, history and symptomatology with provocative testing point more towards the biceps pathology. The ulnar nerve and median nerve entrapment elicits most likely chronic from repetitive motion at work, but he did feel as though he had enough symptoms to warrant at least further diagnostic evaluation of the biceps tendon itself. He suggested an ultrasound-guided bicipital sheath lidocaine injection to target the symptoms that would be of benefit. It would also help guide his further treatment depending on his response to it.

On 10/28/19, Dr. Lipschultz performed another need-for-treatment evaluation. He also had the opportunity to review Dr. McMillan’s report. He wrote the Petitioner had diffuse discomfort throughout the right upper extremity. He did not feel biceps tendonitis would explain his symptoms. He has anterior chest wall discomfort and a sensation of weakness in the hand. He was noted to have a congenital injury to the right elbow. Some of the upper extremity symptoms were a result of the chronic neurologic involvement of his ulnar and median nerves. As stated in the past, neurogenic findings were not related to the work incident of 09/16/16. He might have a degree of tendonitis in the right shoulder. His current work activities as a painter certainly might be responsible for some of his current right shoulder symptomatology. Relative to the incident of 09/16/16, he deemed the Petitioner had reached maximum medical improvement. Remainder of his treatment for the right upper extremity should be handled under his primary health insurance.

He did undergo left shoulder x-rays on 08/11/20. These were done in conjunction with a visit with Dr. Chong. He stated the left shoulder pain had been present for about three to four months with no acute trauma. He is a painter. He had been doing physical therapy for about two weeks, which helps his left shoulder. After evaluation, Dr. Chong diagnosed pain radiating to the left shoulder most consistent with anterior deltoid trigger points. He had a cervical spine MRI pending. The x-rays of the shoulder performed that day looked within normal limits. He was going to follow up in one month.

PHYSICAL EXAMINATION

GENERAL APPEARANCE: He had a muscular physique consistent with someone who remains physically fit.

UPPER EXTREMITIES: There was callus formation on the hands. He states he paints with a brush and a sprayer. He cannot do the brush using his right arm for very long. There were no scars, swelling, atrophy or effusions. Skin was normal in color, turgor, and temperature. Right shoulder flexion was to 150 degrees with tenderness and abduction to 140 degrees. Motion of the right shoulder was otherwise full in all independent spheres. Combined active extension with internal rotation was to the waist level. Motion of the left shoulder, both elbows, wrists and fingers was full in all planes without crepitus, tenderness, triggering, or locking. 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 ratchet like for right hand grasp and wrist extension. It was 5​– for resisted right shoulder abduction as well as internal and external rotation, but was otherwise 5/5. He was tender anteriorly at both the left and the right shoulders. 
HANDS/WRISTS/ELBOWS: He had a positive Phalen’s maneuver on the right, which was negative on the left. Tinel’s sign was negative for carpal tunnel syndrome. Finkelstein's, Adson's, Watson, Grind, and Middle finger extension tests were negative bilaterally for instability, compression neuropathy, or vascular anomalies. Tinel's signs at the radial tunnel and Guyon's canal were negative bilaterally for compression neuropathy. There was no laxity with manual pressure applied at the elbows or fingers. Resisted pronation/supination at the elbows did not elicit symptoms.

SHOULDERS: He had a positive Apley’s scratch test on the right, which was negative on the left. Neer, Yergason, Hawkins, apprehension, empty can, O’Brien’s, 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. Active flexion was full to 50 degrees. Extension was variable between 25 and 40 degrees. Rotation right was between 45 and 60 degrees and on the left 40 to 50 degrees. Active right side bending was 30 degrees and left to 20 degrees. There was anticipatory tenderness to palpation about the left medial trapezius and right trapezius as well as the right paravertebral musculature in the absence of spasm. Spurling’s maneuver was negative.

THORACIC SPINE: Inspection of the thoracic spine revealed normal posture and kyphotic curve with no apparent scars. Range of motion was accomplished fully in flexion, rotation, and sidebending bilaterally. There was anticipatory tenderness to palpation about the right interscapular musculature in the absence of spasm, but there was none on the left. There was no palpable spasm or tenderness of the parathoracic musculature. There was no tenderness over the bony prominences of the scapulae or spinous processes. There was no winging of the scapulae.

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. There was tenderness in the right paravertebral musculature in the absence of spasm. He states he has two bulging discs in the lower back from a work injury. There was no palpable spasm or tenderness of the sacroiliac joints, 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.
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.

Timothy Brady alleges to have injured his right upper extremity and neck after lifting a box of tile at work on 09/16/16. He quickly underwent a right shoulder MRI on 09/28/16 that was unremarkable. He also came under the orthopedic care of Dr. Lipschultz who treated him conservatively. Mr. Brady had additional diagnostic testing including an MR arthrogram on 03/01/17 to be INSERTED here.
He also underwent electrodiagnostic testing on two occasions to be INSERTED here. He had specialist consultations with Dr. McMillan as well. Dr. Lipschultz ascertained a history of a right upper extremity injury that occurred during childbirth and left him with atrophy and decreased range of motion about the right elbow. These were not readily apparent on the current examination. He was released back to work full duty with the insured. However, he then began working as a painting apprentice. He later sought treatment for his left shoulder through Dr. Chong.

Relative to the subject event, there is 0% permanent partial or total disability referable to the right shoulder, right arm, right hand, or neck. He does have a muscular physique consistent with someone who remains physically fit. He denied having any birth defects. He remains highly functional with respect to manually demanding work as a painter.
