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Dictation Time Length: 24:07
June 8, 2022
RE:
Thomas Ackroyd
History of Accident/Illness and Treatment: As you know, I previously evaluated Mr. Ackroyd as described in the reports referenced above. He is now a 56-year-old male who recalls he sustained injury to his neck in September 2012. He was putting an engine on a cart and twisted his neck. Later in 2012, he injured his shoulder due to wear and tear. He reports he did present to the Urgent Care Center in September 2012. He had evaluation leading to what he understands to be final diagnosis of herniated discs in his neck. He did undergo neck fusion in March 2013 by Dr. Glass. He followed up with Dr. Glass through September 2018. Although he had persistent migraine headaches, Dr. Glass said he would have to live with them.

Most, if not all of the additional medical records you supplied predate my most recent evaluation in August 2019. Accordingly, I will just briefly summarize them to complement the summary I gave previously. Records show on 05/15/13 he was seen by Dr. Cristini. He wrote Mr. Ackroyd’s left thumb CMC joint complaints are a result of repetitive use of hand grasping tools. In terms of the shoulder, he opined the Petitioner had adhesive capsulitis with impingement as well as MRI evidence of a full thickness rotator cuff tear, degenerative tear of the glenoid labrum, superimposed on long-term degenerative changes in the glenohumeral joint. These responded briefly to a cortisone injection into the left shoulder.

On 08/19/13, he was seen orthopedically by Dr. Pepe. His diagnosis was right shoulder degenerative joint disease. An MRI from 2011 confirmed intact rotator cuff and biceps tendinopathy. X-rays done that day showed grade 3 glenohumeral osteoarthritis and preserved acromiohumeral distance. His assessment was right shoulder degenerative joint disease. He was not a candidate for total shoulder arthroplasty at that point. A corticosteroid injection was administered to the shoulder. On 12/02/13, he underwent x‑rays of the left wrist to be INSERTED here.
On 01/28/14, the Petitioner was evaluated by Dr. Cataldo. He summarized Mr. Ackroyd’s course of treatment to date and his long list of present complaints. He opined that as a result of the 09/28/12 work accident, he had permanent disabilities at the range of 70% for residuals of disc herniation at C5-C6 with radiculopathy status post multilevel surgical intervention including anterior cervical discectomy with fusion at C4-C5 and C5‑C6 for cervical radiculopathy; 55% permanent partial total based on residuals of extensive labral tear of the right shoulder, full thickness tear, partial tear of the long head of the biceps tendon and status post cortisone injections.

On 03/17/14, he was seen by Dr. Renza for cough. Past medical history was remarkable for hypertension, hyperlipidemia, hernia, and degenerative disc disease. Surgical history was remarkable for hernia repair as well as C4-C5 and C5-C6 fusion in March 2013. Dr. Renza advised him on what to do for his current symptoms. On 04/18/14, he was seen again by Dr. Renza for abdominal pain. He stated he was 99% sure he had a strangulated hernia. Dr. Renza performed a comprehensive evaluation and found that there was a ventral hernia of the abdomen present. After administration of pain medication, Dr. Renza reduced the hernia with gentle pressure in Trendelenburg position. Immediate relief was expressed by the patient. On 04/18/14, he had a CAT scan of the abdomen and pelvis to be INSERTED here. On 05/15/14, he was evaluated by Dr. Dempsey for recurrent incisional hernia. He had a large incisional hernia repair by DTD at TUH with a complicated post surgery course including HIT and PE. He was in the hospital for a month at that time and eventually recovered in a rehab facility. He was now working as mechanic again on his feet for 10 hours per day. He knows this exacerbates his hernia. He had been doing okay with an abdominal binder, but was recently in a local ER with incarceration of the recurrent hernia. It was able to be reduced with manual pressure under anesthesia. He was here to discuss surgical options for repair of his incisional hernia. Surgical history was remarkable for laparoscopic incisional hernia repair incarcerated on two occasions as well as hernia repaired incisional. The plan was to perform an incisional hernia with mesh for his recurrent incisional hernia. On 07/17/14, he was seen again at this facility with recurrent incisional hernia. He was found to have a protuberant obese abdomen with a hernia in the right upper quadrant greater than a centimeter defect. It was reducible. There was also a well-healed midline incision. He was deemed to be ready for surgery for his recurrent incisional hernia. On 08/01/14, surgery was done to be INSERTED here.
On 08/14/14, he followed up postoperatively with the nurse practitioner for a routine visit. He had two drains in place; both are putting out less than 10 mL in 24 hours. She gave him recommendations for wound care. He saw Dr. Dempsey again on 08/04/14 with persistent right-sided abdominal pain. The drains had been removed on 08/14/14. This visit is actually 09/04/14, not 08/14/14. Dr. Dempsey agreed with the treatment plan of admitting Mr. Ackroyd for more definitive treatment. On 09/12/14, the Petitioner went to the emergency room. His legs were swollen with a quick onset from the previous day. He had a chronic DVT of his right popliteal vein, focal chronic nonocclusive DVT in the left “duplicated femoral vein.” He was not currently on anticoagulant therapy. He underwent chest x-ray that showed no active disease. He underwent ultrasound of his lower extremities to be INSERTED here. He already had a green filter inserted in his abdomen. He has undergone numerous additional diagnostic studies that will be INSERTED here. On 10/02/14, he was seen by Dr. Foley. He submitted copies of his office note from that date. On 10/20/14, he was also seen by Dr. Gandhi for iron deficiency anemia that was corrected as well as other general medical problems. Dr. Gandhi’s assessment was recurrent deep vein thrombosis, lower limb phlebitis, edema of the legs, iron deficiency anemia, long-term use of anticoagulant, history of pulmonary embolism, status post surgery for abdominal incisional hernia repair. He was advised to continue with Xarelto. Laboratory studies were also ordered. On 12/02/14, he did see Dr. Gandhi again. He ordered additional laboratory studies after reviewing the ones already completed. Follow-up with this physician continued through 04/16/15.

On 11/20/14, he was seen again by Dr. Renza six months status post incisional hernia. He opined the Petitioner should not return to work as a mechanic as his job requirements put him at risk for re-herniation.

On 05/15/15, he was seen by Roger Young who is an optometrist. Prior records show he was seen on 07/08/94 for a CAT scan of his abdomen and pelvis that will be INSERTED here. On 09/09/94, he was admitted to Burdette Tomlin Hospital. Exam revealed a large sized umbilical hernia which was not easily reducible. He is now scheduled for surgical correction due to his symptoms. He apparently submitted to that surgery involving umbilical herniorrhaphy under general anesthesia as a same day surgical patient.
He was admitted to the hospital again on 07/10/98. His abdomen had become increasingly symptomatic. He was found again to have recurrent large incarcerated anterior abdominal wall incisional hernia with probable partial obstruction. The plan was exploration with laparotomy reduction and repair with Marlex mesh under general anesthesia in same day surgery. On 01/19/09, Dr. Dempsey performed surgery to be INSERTED here. That same day, Dr. Wahrman also performed surgery.
He underwent CAT scans on 01/20/09, to be INSERTED here. He had a CT angiogram on 01/25/09, to be INSERTED here. Chest x-ray on 01/27/09 demonstrated a poor inspiratory effort that accentuates the cardiac silhouette and pulmonary vasculature. There was sub-segmental atelectasis at the right base. He had a repeat chest x-ray on 01/28/09 and 01/29/09, as well as 02/05/09.
He underwent an ultrasound of the scrotum on 02/10/09, to be INSERTED here. He had been admitted to Temple Hospital from 01/19/09 through 02/09/09. As per his discharge summary, they wrote he did undergo repair of recurrent massive ventral hernia by Dr. Dempsey on 01/19/09. His course was complicated by a pulmonary embolus on 01/25/09. An inferior vena cava filter was placed on 01/26/09. He also saw vascular surgery on 01/29/09 for the large saddle embolus. He was placed on appropriate anticoagulation and was discharged on Coumadin.

On 10/10/11, he underwent x-rays of the left wrist to be INSERTED here. He also underwent x-rays of the left thumb to be INSERTED as well as the right shoulder to be INSERTED.
On 10/31/11, Mr. Ackroyd was seen by Dr. Anapolle for pain in his left thumb that had been present for one year. He had already undergone x-rays. Dr. Anapolle diagnosed osteoarthritis of the left thumb as well as the right shoulder, to rule out rotator cuff tear. He then underwent an MRI of the right shoulder on 11/26/11, to be INSERTED here. He also underwent an MRI of the cervical spine on a date that is unclear. He followed up with Dr. Anapolle on 01/04/12. He then administered a glenohumeral right shoulder corticosteroid injection.
PHYSICAL EXAMINATION
GENERAL APPEARANCE: He was wearing compression stockings bilaterally.
ABDOMEN: He had a large pendulous abdomen. There was a healed longitudinal scar in the abdomen measuring 14 inches in length. There were no recurrent hernias detected with Valsalva maneuver. Rest of the abdomen is normal.
UPPER EXTREMITIES: Inspection of the upper extremities revealed no bony or soft tissue abnormalities. Inspection revealed a healed open surgical scar about the right shoulder that was anteriorly located. There is no swelling, atrophy, or effusions. Skin was normal in color, turgor, and temperature. Right shoulder extension with internal rotation was to the waist level. Motion of the shoulders, elbows, wrists, and fingers was otherwise full in all spheres 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. There was no significant tenderness with palpation of either upper extremity.

SHOULDERS: Normal macro

LOWER EXTREMITIES: Inspection revealed edema at the ankles. There was ecchymosis in the lower legs. He had a very thick oblong area of ecchymosis measuring 6 inches in length more towards the medial aspect. Along the right shin area was a 9-inch long circumferential thick ecchymotic area. He had venostasis skin changes bilaterally. There was no leg length discrepancy with the examinee supine, as measured at the medial malleoli. There were no scars, swelling, atrophy, or effusions. Skin was normal in color, turgor, and temperature. 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. Peripheral pulses, pinprick, and soft touch sensations were intact bilaterally. Manual muscle testing was 5– for resisted plantar flexor strength, but was otherwise 5/5. There was no significant tenderness with palpation of either lower extremity.

FEET/ANKLES: Normal macro
CERVICAL SPINE: Inspection of the cervical spine revealed normal posture and lordotic curve. Inspection revealed a well-healed right anterior transverse scar consistent with his surgery. Flexion was to 45 degrees, bilateral side bending 30 degrees, rotation right 65 degrees and left 60 degrees with extension full to 60 degrees. There was no palpable spasm or tenderness of the paracervical or trapezius musculature nor was there any in the midline overlying the spinous processes. Spurling’s maneuver was negative.

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.

Thomas Ackroyd has alleged repetitive work activities caused disability through 11/30/12 involving his right shoulder, left hand, blood clots, and umbilical hernia. He received an extensive course of treatment that will be INSERTED from my prior report.

His current exam again found him to be extremely obese with a pendulous abdomen. There was no sign of recurrence of his ventral hernia. He did have thick ecchymosis on the lower legs. He had venostasis skin changes bilaterally as well. He ambulated with a physiologic gait. He had decreased range of motion about the cervical spine. He had no weakness, atrophy, or sensory deficit about the left hand where provocative maneuvers were negative.

My opinions relative to permanency will be the same as marked before. I may need to amend them to see if I incorporated everything contained in the current records with those in my impairment rating.
