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Dictation Time Length: 23:21
May 13, 2022
RE:
Abdalla Shaopo

History of Accident/Illness and Treatment: Abdalla Shaopo is a 54-year-old male who alleges he was injured at work on 11/27/19. He presented with his completed intake questionnaire with the assistance of Marion McCullough. According to the information obtained from the examinee in this fashion, on 11/27/19, Mr. Shaopo was holding a lettuce bucket which he filled up from the machine. He was going down when he slipped and fell on his right side. As a result, he believes he injured his right shoulder, but did not go to the emergency room afterwards. He had further evaluation leading to a diagnosis of a rotator cuff tear. This was first treated surgically on 05/19/20. He had a second surgery on the shoulder on 06/09/21. He has completed his course of active treatment.

As per his Claim Petition, Mr. Shaopo alleged he was cleaning a machine and fell onto his right side on 11/27/19 resulting in permanent injuries to his right shoulder and back. Treatment records show he was seen at WorkNet on 12/02/19. Their listed date of injury was 11/27/19. He reported injuring his right shoulder and lower back when he fell backwards landing on them. He was not seen at another healthcare facility in the interim. He did complain of 7/10 right shoulder pain. He was evaluated and diagnosed with lumbar sprain, right shoulder sprain, as well as lower back and pelvis contusion. He was begun on medications and modified activities. He followed up at WorkNet on 12/09/19. On that occasion, right shoulder x-rays were negative for any fractures or deformity. Lumbar spine x-rays were negative for any fractures or deformity. He was then referred for a course of physical therapy. Concurrent with that treatment, he followed up at WorkNet. On 01/14/20, his right shoulder was slowly improving and his lumbar sprain had resolved. On 01/20/20, his right shoulder was not improving so he was referred for an MRI.

MRI of the shoulder was done on 02/03/20 to be INSERTED here. He returned to WorkNet on 02/07/20 to review these results with Dr. Huynh. He then rendered a diagnosis of right shoulder sprain with partial high-grade rotator cuff tear. He was going to complete his physical therapy and follow up with orthopedics.

On 12/05/19, he was seen by Dr. Ly for follow-up at the Public Health City of Philadelphia Clinic. They noted his infectious disease and general medical history including diabetes mellitus. He also related pain in his shoulder and lower back after a fall at work the past week. He was rendered diagnoses of diabetes mellitus for which he was to undergo repeat laboratory studies. He followed up in this group through 05/05/20 when his metformin and glimepiride were renewed. He denied any active complaints.

On 02/20/20, the Petitioner was seen by hand specialist Dr. Rekant. He related he fell while working from a 3-foot height on 11/27/19. Dr. Rekant diagnosed right shoulder rotator cuff tear, subacromial bursitis, and stiffness. He then recommended surgical repair of the rotator cuff and bursectomy. Surgery was done on 05/19/20 to be INSERTED here. He followed up postoperatively with Dr. Rekant over the next few months. On 09/08/20, he reported ongoing right shoulder stiffness, soreness, and weakness. He had little improvement since last evaluated on 08/20/20. Shoulder forward flexion and abduction were to 120 degrees and he internally rotated to T12. Dr. Rekant suggested stretching and range of motion exercises. He concluded the Petitioner was unable to return to work in a full-duty capacity, but could work in a modified duty capacity with no lifting or carrying with his right hand. He was going to return to the office on an as‑needed basis.

On 11/02/20, he was seen by another orthopedist named Dr. Sidor. In addition to the subject event, he ascertained a history of left shoulder surgery over 20 years ago outside of the United States. He did have a motor vehicle accident in November 2017 primarily involving lumbar spine injury. The Petitioner reported he returned to work full duty three months after surgery, but could only last one day due to the right shoulder pain. A month later, he went back to work and could only last four days. Dr. Sidor diagnosed right shoulder high-grade partial thickness tear of the rotator cuff due to the accident of 11/27/19. He had active forward elevation to only 90 degrees and rotator cuff weakness to strength testing on physical exam. Based upon his reading of the MRI, he had surgically completed the high-grade partial thickness tear (near full thickness) to a full thickness tear and performed a formal arthroscopic repair at the initial surgery. He recommended another MRI to see if the rotator cuff tear was still repairable.

The repeat shoulder MRI was done on 02/08/21, to be INSERTED here. Dr. Sidor reviewed these results with him on 03/02/21. He concluded Mr. Shaopo had a near full thickness supraspinatus tendon tear, which explained his pain and poor forward elevation. He recommended another surgical procedure to which the Petitioner agreed. On 06/09/21, Dr. Sidor did perform surgery to be INSERTED here. The Petitioner followed up postoperatively. On 06/28/21, he was to remain in a sling and begin home exercises with the therapy exercise tech. His progress was monitored concurrent with therapy. On 10/04/21, Dr. Sidor administered subacromial antiinflammatory corticosteroid and local anesthetic injection. He reported improvement afterwards on 11/01/21. On 11/29/21, Mr. Shaopo related he had improvement in his range of motion, but still had some weakness with overhead activities. He has continued with work conditioning. His work restrictions were further decreased on that day. He was going to continue work hardening as well.

Prior records show Mr. Shaopo was seen at Penn Medicine on 06/13/16 at their initial Refugee Health Assessment. They ascertained a history of two prior left shoulder surgeries after a car accident 17 years ago. He speaks Sudanese Arabic and an interpreter was needed. He was diagnosed with mild reflux and was using Tums on an as-needed basis. Infectious disease screening was ordered. On 06/17/16, he related contact with Chlamydia, but did not submit his urine sample during the last visit so he had not yet been tested for Chlamydia. Urine screening for gonorrhea/Chlamydia/Trich was performed that day. Given his wife has Chlamydia and he had a high chance of having it, he was empirically prescribed azithromycin. Due to a hemoglobin A1c of 7.2%, he was diagnosed with diabetes for the first time. He also had a positive antibody for Schisto. He was treated with Praziquantel. Ongoing treatment was rendered such as on 12/14/17. On that visit, he presented after a motor vehicle accident and was diagnosed with strain of the right trapezius muscle. The accident occurred two weeks ago and was in a rear-end fashion. He also complained of back pain. He was in a van with 12 passengers, taking them to work. He stated everyone was bruised during the accident since they were not wearing seatbelts. He denied head injury or loss of consciousness. He was seen at Einstein Emergency Room afterwards. Penn Medicine diagnosed him with strain of the right trapezius muscle. He was having difficulty at work as he deals with food processing and has to lift packages that are up to 50 kg. He had been able to do most activities, but heavy lifting can be painful and work has not been very understanding. This obviously was not very long before his alleged subject event on 11/27/19 also involving the shoulder. This belies his denial of any prior right shoulder injuries or problems. Exam found slightly limited abduction and extension bilaterally.

On 10/27/16, he was seen again by Dr. Ly having previously been followed by the Penn Refugee Clinic. She acknowledged his laboratory studies and diagnoses to date. She managed his care through at least 09/03/19 when he was administered immunizations for hepatitis B and varicella.
On 11/28/17, the Petitioner was seen at Einstein Emergency Room. He was in a motor vehicle collision two days ago. He was a passenger, but he was not wearing a seatbelt and no airbag was deployed. He was a passenger in the car with two passengers on either side of him. He related the vehicle was hit from the passenger’s side. He hit the right side of his body on the passenger to his right. He complains of right trapezius muscle pain and right lower back pain. They noted a history of prior right shoulder surgery (which evidently is a typographical error and should be left shoulder surgery). They evaluated, treated and released him. On 12/18/17, the Petitioner came under the care of Germantown Chiropractic Center after the motor vehicle accident of 11/28/17. They recommended chiropractic care three times per week for the next four weeks. He was being sent for cervical spine x-rays and an MRI would be possible. His initial diagnoses were sacroiliac vertebral subluxation as well as the same diagnosis in the thoracic and lumbar areas. He followed up with Dr. Ibrahim through 05/21/18. He had right lower back pain going to the right leg. He was discharged from physical therapy after reaching maximum medical improvement.

PHYSICAL EXAMINATION

GENERAL APPEARANCE: An Arabic interpreter made themselves available on the phone to assist with this evaluation. Mr. Shaopo had his intake questionnaire Emailed to him and he sent it back with the affirmation of completed answers.
UPPER EXTREMITIES: Inspection of the upper extremities revealed no bony or soft tissue abnormalities. Inspection revealed healed portal scars about the right shoulder. There was a 3.5-inch transverse scar at the left shoulder performed outside of the United States. There was no swelling, atrophy, or effusions. Skin was normal in color, turgor, and temperature. Right shoulder abduction and flexion were to 160 degrees with tenderness, but no crepitus. Motion was otherwise full in all spheres without crepitus or tenderness. 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 5/5 in bilateral hand grasp, pinch grip, and throughout the upper extremities. He was tender to palpation about the right deltoid, but there was none on the left. 
SHOULDERS: Normal macro
LOWER EXTREMITIES: He remained in his pants, limiting proximal visualization and pinprick testing. Range of motion was accomplished fully in all planes at the hips, knees, and ankles without crepitus or tenderness. Deep tendon reflexes were 2+ at the patella and Achilles bilaterally. Manual muscle testing was 5/5 at the extensor hallucis longus and throughout the lower extremities bilaterally. There was no significant tenderness with palpation of either lower extremity.

CERVICAL SPINE: Normal macro
THORACIC SPINE: Normal macro
LUMBOSACRAL 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 11/27/19, Abdalla Shaopo was injured in a work-related motor vehicle collision. He evidently delayed in seeking treatment, but presented with symptoms involving the right shoulder and lower back. He had x-rays of those areas on 12/09/19 that did not show any acute abnormalities. He was initiated on appropriate conservative care. However, he remained symptomatic.

On 02/03/20, he underwent a right shoulder MRI to be INSERTED. He then underwent surgery by Dr. Rekant on 05/19/20. Physical therapy was rendered postoperatively. He saw Dr. Rekant through 09/08/20, but remained symptomatic. A second opinion evaluation was done by Dr. Sidor on 11/02/20. A new MRI was done on 02/08/21 to be INSERTED. On 06/09/21, a second surgery was done to be INSERTED. He followed up with Dr. Sidor postoperatively in conjunction with physical therapy.

The Petitioner actually had a documented right shoulder surgery before the subject event notwithstanding his denial. He does admit to having a single left shoulder surgery before the subject event. INSERT the usual

The current exam found there to be mildly decreased range of motion about the right shoulder. There was no weakness, atrophy, or sensory deficits. Provocative maneuvers of the shoulders were negative. He had full range of motion of the cervical, thoracic and lumbar spines. Neither sitting nor supine straight leg raising maneuver elicited low back or radicular complaints.

There is 10% permanent partial total disability referable to the statutory right shoulder. Of course, if he actually did have a prior right shoulder injury and surgery before the subject event, some of this assessment would be apportioned to it.

He previously was seen by Dr. Larson at Einstein Medical Center on 11/28/17 after being involved in a motor vehicle collision two days earlier. He had a medical history of diabetes type II and a surgical history of prior right shoulder surgery. He was also seen by Dr. Ly on 10/27/16. She noted a history of two prior left shoulder surgeries after a motor vehicle accident. On 12/05/19, he did present complaining of right shoulder and back pain after the work injury of 11/27/19.
