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Dictation Time Length: 37:42
June 23, 2022
RE:
Johangir Kabir
History of Accident/Illness and Treatment: I have been advised that Johangir Kabir has filed three Claim Petitions relative to work. They will be INSERTED from that got marked in the cover letter.
He is now a 61-year-old male who reports he was injured at work in 2017. He was working in the Southern Star Bar when the bar poster fell, but there was unclear description. As a result, he believes he injured his right foot and left shoulder, but did not go to the emergency room afterwards. He had further evaluation and treatment including repair of his right Achilles tendon. He also admits to undergoing left knee surgery after lifting a case of beer.
Per the records supplied, Mr. Kabir was seen on 05/02/17 by Onsite Innovations. He reported on 04/23/17 he tripped over a rolled mat on the floor, jammed his shoulder to the grab bar for support, hit and twisted his right foot on the ground. He was here with his wife. He took four days off after the injury as he works on call and to make his own schedule. He continued to complain of tightness in the left shoulder area. He was using ibuprofen three times per day. Past medical history was remarkable for motor vehicle accident a long time ago for which he had pain management for the foot. After evaluation, he was diagnosed with left shoulder pain and right foot pain and was dispensed Biofreeze gel. He could continue to take ibuprofen. They were going to consider x-rays at the next visit. On 08/23/17, he was seen by a podiatrist named Dr. Welch. At that time, Mr. Kabir complained of pain in the right heel and Achilles. About three to four months ago, he was injured at work and the pain got much worse. The casino doctor gave him pills and sent for therapy. He felt a little better, but he still has pain. He was also using Celebrex, Medrol, Vimovo, and Voltaren gel and oral capsules. Dr. Welch diagnosed plantar fascial fibromatosis, pain in the left foot, pain in the right foot, and equinus deformity of an unspecified foot. He recommended stretching exercises and initiating the medications just listed. Therapy would be instituted if he remains symptomatic. He did return on 10/27/17 and was there to discuss surgery for his painful Haglund's deformity of the right heel. He stated the Workers’ Compensation doctor he sees in Philadelphia wanted to do the surgery and wanted Dr. Welch’s opinion. Dr. Welch agreed that surgery is probably the best option as the deformity will always be there and cause him pain if it is not removed. In this brief course of treatment, there was no description of the earlier injury from 04/22/17.

On 09/13/17, he was seen again at Onsite Innovations by the nurse practitioner. He complained of left shoulder pain and right foot pain that was deemed not to be work related. He stated he wanted treatment there because it bothered him more when he is at work. He saw his podiatrist last month and was prescribed diclofenac gel and it helped. The podiatrist also suggested surgery, but the employee does not want it. He was again given samples of Biofreeze gel and referred for continued physical therapy. He was cleared to return to work in a full-duty capacity. He was seen again on 10/05/17 reporting 50% improvement in his shoulder. He was then referred to Dr. Brian Winters. Otherwise, he remained at full duty.

On 05/10/18, he was again seen at Onsite Innovations rating his constant right foot pain day and night at 8/10. He had surgery on 12/19/17 at the back of his right foot and it is still swelling with pain that goes up his leg. He also moved his appointment with Dr. Daniels from 05/30/18 to 05/18/18 because he is worried about the swelling and pain. He was on full duty now and using ibuprofen. He did see Dr. Welch on 08/16/17 for his right foot. Orthotic shoes were prescribed. The patient stopped wearing that because of pain. On 08/23/17, he refused surgery of his right foot deformity. X-rays on 03/30/16 revealed mild degenerative changes of the first metatarsophalangeal joint. MRI on 03/30/16 showed a small perineum and os perineum with minimal stress reactive marrow edema, posterior impingement. On 12/19/17, he submitted to right calcaneus ostectomy with Achilles tendon debridement with primary repair and flexor hallucis longus deep tendon transfer performed by Dr. Daniels. He was advised to use Tylenol, but not NSAIDs due to his elevated blood pressure.

On 10/17/17, he rescheduled his appointment with Dr. Gupta at Rothman. He did see Dr. Gupta on 10/25/17 for left shoulder pain. He stated back on 04/22/17 there were some people that were cleaning and they rolled up some mats causing him to trip and fall, but he tried to attempt to break his fall. He had pain and had been through physical therapy for a few months. He had some improvement in pain, but it still persisted. He had been back to work, but was unclear if this was light or modified duty. He has not had any advanced imaging nor injections. He denied a prior history of injuries or surgeries to the left shoulder. X-rays of the left shoulder demonstrated no obvious fractures and subluxations. There were mild degenerative changes at the AC joint. Dr. Gupta diagnosed pain in the right ankle and joints of the foot as well as pain in the left shoulder. He ordered x-rays of the right ankle and an MRI and x-rays of the left shoulder. On 11/06/17, he did undergo the MRI of the left shoulder to be INSERTED here. On 12/19/17, Dr. Daniels performed surgery on the right foot to be INSERTED here. His progress was followed by the various specialists at Rothman for his widespread complaints. As of Dr. Daniels’ visit on 11/08/17, the Petitioner was deemed at maximum medical improvement. He refused operative intervention and was provided with a silicone sleeve. He did return on 11/29/17 reporting daily use of the silicone sleeve, but not medicating for discomfort. He was then referred for laboratory studies, having a diagnosis of calcaneal spur of the right foot and Achilles tendinitis of the right lower extremity. He did see Dr. Daniel again on 01/03/18 when orthotic casting was ordered. His progress was monitored.

On 02/16/18, he was seen orthopedically by Dr. Gupta to review the left shoulder MRI results. It was noted he had undergone surgery by Dr. Daniel since last being seen. However, his shoulder had been bothersome ever since. Using crutches is also bothersome. He denied any intervening injury, trauma, falls, or accidents otherwise. This belies his claim of injuring the left leg on 01/17/18. After reviewing the left shoulder MRI from 11/06/17, Dr. Gupta wrote he had a left rotator cuff sprain with high-grade partial thickness versus small full-thickness component of rotator cuff tear. A corticosteroid injection was administered to the shoulder. He saw Dr. Daniel again on 02/26/18. He denied right lower extremity pain and was not medicating for discomfort. He denied interval trauma. He was status post right calcaneus ostectomy with Achilles tendon debridement with primary repair and flexor hallucis longus deep tendon transfer. He was advised to wean out off his three-wedge Achilles boot to routine lace-up accommodative shoe wear. He was to undergo a course of physical therapy as well. When seen by Dr. Gupta on 03/16/18, this was for left shoulder pain. He reported doing great with a cortisone injection. He had been in therapy for about two weeks and the shoulder was feeling better. Mr. Kabir did not offer complaints involving his left leg or right foot which allegedly were injured on 01/17/18 and 03/11/18 respectively. Dr. Gupta wanted to maximize therapy on the shoulder. It was rendered on the dates described.

He saw Dr. Daniel again on 04/04/18 with intermittent swelling to the right lower extremity. He did not have pain at the surgical site. He completed physical therapy. He was cleared to work in a modified duty capacity. When he returned to the office on 04/13/18, he was seen by Dr. Gupta for left shoulder pain. He had therapy for the past four weeks and his shoulder was feeling a lot better with much less pain. Dr. Gupta cleared him to work full duty full time as Mr. Kabir thought this was also the case. He was going to return if symptoms recurred.
He saw Dr. Daniel again on 05/18/18 for his right Achilles. He made two comments to Dr. Daniel which he found to be in conflict. The first was for Dr. Daniel to keep him out of work for two months. He then told the doctor he wanted no limitations regarding work so that he could have a better position at his workplace which would require prolonged standing and ambulation. He deemed the patient had reached maximum medical improvement. He explained that edema is not uncommon and may last for several months. He could use his antiinflammatory agent, compression stocking, and ice. Not surprisingly, the Petitioner returned to Dr. Daniel on 08/20/18 for his right foot. He did not convey any injuries to the right foot such as on 03/11/18. Dr. Daniel rendered diagnoses of calcaneal spur of the right foot, right foot pain, Achilles tendinitis, edema secondary to right calcaneal ostectomy, Achilles tendon debridement with primary repair, and flexor hallucis longus deep tendon transfer. He saw no indication for additional treatment of this condition. He again reassured the patient edema was not uncommon and would last for a minimum of 14 months following this level of surgery. He again declared Mr. Kabir had reached maximum medical improvement.

On 06/19/18, Dr. Cristini performed an evaluation. He summarized the Petitioner’s course of treatment to date pertaining to an injury of 04/22/17, in particular. He was discharged to return to light duty on 03/04/18. After doing so, Mr. Kabir exacerbated his right foot when he attempted to pick up heavy cases of beer. He also saw Dr. Gupta for his left shoulder. There was no distinct mention of the last two alleged injuries of 01/17/18 and 03/11/18. He offered a diagnosis of bicipital tendinitis of the left shoulder for which an MRI was required. In terms of the right foot and ankle, there was continued tendinitis with swelling of the foot on the medial aspect of the ankle and his calcaneal reason. Following the 03/11/18 reinjury, no further evaluation of the ankle had been carried out. This may not actually be true. An MRI of the right foot and ankle was required in Dr. Cristini’s opinion to evaluate his continued complaints. He also wrote there was objective evidence of swelling, altered gait and limited mobility on physical exam. He stated this was a result of the work-related injuries on 04/22/17 and 03/11/18. He wanted Mr. Kabir to remain out of work. On 01/22/19, Mr. Kabir saw Dr. Cristini yet again. He stated further evaluation by an orthopedic specialist including therapy and steroid injections should be done for the work-related accident of 04/22/17. He wrote an MRI had never been done in regard to these continuing symptoms.

On 09/11/18, Dr. Mateer performed an evaluation. He summarized the Petitioner’s course of treatment to date. He noted Mr. Kabir was currently working full duty 40 hours a week as a bartender at Caesars including the essential functions of that position. He indicated that the hotel casino is very busy. He agreed with the treating Rothman shoulder specialist that he had reached maximum medical improvement for treatment for the 04/22/17 accident. This was also the case relative to the right Achilles and heel spur for which surgery was done by Dr. Daniel on 12/19/17. Dr. Mateer offered the following estimates of permanency that will be INSERTED as marked from page 5 of his report. On 11/19/18, another evaluation was done, this time by Dr. Anastasi. He offered several diagnoses and estimates of permanency that will be INSERTED as marked.

On 03/26/19, he was again evaluated by Dr. Gupta regarding his left shoulder. He ordered another MRI of the left shoulder. This was done on 04/03/19, to be INSERTED here. On 04/01/19, he saw Dr. Daniel again for his right foot. He ordered electrodiagnostic testing of the right lower extremity as well as x-rays and CAT scans of the right lower extremity. On 04/08/19, he did undergo an EMG to be INSERTED here. This was done by Dr. Baliga. He had a CAT scan on 04/10/19, to be INSERTED here. He saw Dr. Gupta again on 04/16/19 to review the left shoulder MRI. He had no new complaints. Dr. Gupta recommended modified duty. He wrote acutely this is not a surgical issue. The findings were similar to what he had last year. He wants all conservative measures given his great response previously. He accepted corticosteroid injection to the shoulder. He saw Dr. Daniel on 05/01/19 to review the CAT scan and EMG results. He opined that the standard of care was a right tarsal tunnel release procedure. He also wanted to perform an excision of the bone about the retrocalcaneal bursa region. The patient did not wish to commit to surgery. He asked him to return in one week with his decision about surgery. He did return on 05/08/19 when he spoke with his family and had still not made a decision regarding surgery. Accordingly, from a surgical standpoint he was deemed to have achieved maximum medical improvement.
He saw Dr. Gupta again on 06/12/19 regarding the left shoulder. He noted some improvement with the injection. He was trying to use his right upper extremity more to protect the left shoulder at his job. He participated in physical therapy and his progress was monitored by Dr. Gupta over the next several weeks. This continued through 09/13/19. He was advised to continue the home exercise program and hold off on formal therapy because it made him more uncomfortable. He also recommended consultation with a non-surgical spine specialist.

After a gap in care, Mr. Kabir returned to Dr. Gupta on 08/19/20 complaining of left knee pain. He stated these symptoms began over two years ago after which he recovered from right knee surgery. He believes he had overcompensated with his left knee in his job as a bartender. He did not get his knee looked at as symptoms had been off and on for the past couple of years. Pain was diffuse, worsened with prolonged standing and alleviated with rest. He denies any treatment for this and denies any previous injuries or surgeries to the left knee. Dr. Gupta diagnosed unilateral primary osteoarthritis of the left knee and pain in the knee. X-rays were done in the office demonstrating moderate degenerative changes with joint space narrowing and marginal osteophyte formation, Kellgren-Lawrence 3 changes, no fractures. A corticosteroid injection was then administered to the left knee.

If not already done so, INSERT the results of the left shoulder MRI from 04/03/19 and the EMG from 04/08/19. The same goes with CAT scan of the right ankle done on 04/10/19.
Dr. Siddiqui performed a neurosurgical consultation on 11/14/19. Mr. Kabir complained of left shoulder pain; however, recently he had been complaining of progressive neck pain radiating to his left arm and to the left interscapular area. He performed an exam and diagnosed cervicalgia, neck pain, and left cervical radiculopathy. He recommended an MRI of the cervical spine. This study was conducted on 11/21/19 to be INSERTED here. On 12/09/19, he saw Dr. Siddiqui again noting it showed multilevel degenerative disc disease. He recommended an over-the-counter antiinflammatory medication and that no further treatment for the cervical spine was necessary.

On 07/06/20, the Petitioner was seen by Dr. Frankel. He had an 18- month history of worsening left knee pain and swelling, aggravated by standing and walking. There was no history of trauma. He did favor his right leg in 2017 when he had a right foot surgery and feels he might have put undue pressure on his left knee. He took over-the-counter antiinflammatories without relief. He denied any diagnostic studies, mechanical clicking, popping, buckling or locking. Dr. Frankel the knee had an effusion and crepitus with range of motion. His diagnosis was left knee degenerative joint disease. A hinged knee cage, x-rays, and methylprednisolone pack were ordered. At follow-up on 07/20/20, he reported quite significant improvement with the oral steroids.

Left knee x-rays were done on 07/06/20, to be INSERTED here. Prior records show he was seen by a podiatrist named Dr. Schick at Rothman on 04/12/16 for bilateral foot pain. He expressed this was not due to Workers’ Compensation Claim. He had this problem for 3/4 years and it was getting worse. He underwent x-rays demonstrating no evidence of any fractures or dislocations. Dr. Schick diagnosed bilateral foot pain as well as plantar fascial fibromatosis. She started him on etodolac extended release. They were going to see her afterwards to determine whether he would be casted for orthotics. On 08/15/18, he was seen by podiatrist Dr. Welch. He complained of pain in both heels especially when first getting up in the morning and attempting to walk. The right is most painful and he had problems with the right heel months ago and was seen at Rothman Institute. He works 9 to 16 hours per day on his feet as a bartender at a local casino. He was found by Dr. Welsh on x-rays to show no fractures on either foot. The right heel had an enlarged posterior tubercle of the calcaneus with a small retrocalcaneal spur. On the left foot, there was no abnormal pathology. He diagnosed plantar fascial fibromatosis, pain in the left foot and right foot, synovitis and tenosynovitis of the right foot and ankle as well as pain in the right foot. They discussed the etiology of his problems and reviewed his x-rays. He was prescribed a Medrol Dosepak to be followed by Voltaren. Dr. Welch prognosticated as will be marked from the bottom of page 2 of that report. This advice portended the Petitioner’s subsequent subjectively reported symptoms that he attributed to the various work injuries noted above. Ongoing care with Dr. Welch was rendered through 01/31/17, only a few months before the subject event of 04/22/17. He felt a little better with the Voltaren gel, but he still had pain. He was instructed in stretching exercises to be performed on a daily basis. He was also prescribed Voltaren gel and returned to the clinic in two weeks.

PHYSICAL EXAMINATION
UPPER EXTREMITIES: Normal macro

SHOULDERS: Normal macro
LOWER EXTREMITIES: Inspection of the lower extremities revealed no bony or soft tissue abnormalities. There was no leg length discrepancy with the examinee supine, as measured at the medial malleoli. Inspection revealed a healed 2.5-inch longitudinal scar posteriorly at the right Achilles, but no 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 5/5 at the extensor hallucis longus and throughout the lower extremities bilaterally. There was no significant tenderness with palpation of either lower extremity.

KNEES: Normal macro

FEET/ANKLES: 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 fluidly and was able to squat to 75 degrees and rise. 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 no palpable spasm or tenderness of the paralumbar musculature, 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. Supine straight leg raising maneuvers were negative bilaterally for low back or radicular symptoms at 90 degrees. 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.

Johangir Kabir has alleged a series of three work-related injuries some of which were traumatic and others occupational. It is clear he had previous problems with his feet and remained symptomatic and under physician care until only a few months before the first alleged event of 04/22/17. After that occurred, he did not seek treatment until 05/02/17 raising a question about causation. He then went on a long journey of treatment not only for his right foot but also his left shoulder and left leg. He underwent numerous diagnostic studies. These veered off to incorporate his cervical spine as well. Ultimately, he was deemed to have achieved maximum medical improvement by his various treating physicians.

The current examination of Mr. Kabir was unimpressive.

There is 10% permanent partial disability referable to the statutory right foot for the orthopedic residuals of Achilles tendinitis treated surgically. In terms of the left foot and leg and left shoulder, there is 0% permanent partial or total disability to these regions.
