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Dictation Time Length: 14:44
July 5, 2022
RE:
Tim Vedder
History of Accident/Illness and Treatment: Tim Vedder is a 48-year-old male who reports he was injured at work on 02/13/21. He slipped on a walkway covered with ice and fell back. He did not experience loss of consciousness. As a result, he believes he injured his neck, back, upper shoulders, and elbow, but did not go to the emergency room afterwards. He had further evaluation, but remains unaware of his final diagnosis. He did not undergo any surgery in this matter and is no longer receiving any active treatment.
Per the treatment records supplied, Mr. Vedder was seen orthopedically by Dr. Zucconi on 02/15/21. He stated when he fell, his feet went straight up, landing on his back and hitting his head and shoulders. He completed his shift for the day, but had no treatment. He complained of widespread pain. A history of motor vehicle accident 25 years ago was elicited. He had symptoms about both shoulders, right elbow, right hip, and ribs. An evaluation was done and the only abnormalities were pain with flexion and side bending to the left in the lumbar spine. Dr. Zucconi diagnosed contusion of right shoulder and elbow, pain in rib, and lumbar contusion. He ordered a topical patch and should he have concerns, call the office. Expectation was full recovery in the coming 10 days. He came back on 03/01/21 and was referred for a course of physical therapy. This was rendered on the dates described. On 03/15/21, Mr. Vedder states his right shoulder felt better, but he was having pain to his left shoulder with certain movements. He actually presented on this visit emergently for increased bilateral shoulder, right elbow, right hip and rib pain. This contradicts what he had just stated. Dr. Zucconi elicited a history of right wrist surgery, hernia repair, and removal of a kidney for cancer. He also suffered from emphysema and sleep apnea, but was noncompliant with his CPAP. Dr. Zucconi amended his diagnostic assessments to include compression fracture of L2 vertebra with routine healing, traumatic incomplete tear of the left rotator cuff, and medial epicondylitis of the right elbow. As far as the lumbar spine, he did not have significant neurologic injury. Dr. Zucconi postulated that this could represent x-ray negative compression fracture or contusion. He then ordered a lumbar MRI. He had painful impingement of the left shoulder with concern for rotator cuff tear so a left shoulder MRI without contrast was also ordered. He is mostly on the road and can manage his own restrictions. He desires regular duty. He has failed and worsened with physical therapy.

He then underwent the MRIs just mentioned.

Mr. Vedder returned to Dr. Zucconi on 04/12/21 stating his hip was feeling okay. He had completed physical therapy. A corticosteroid injection was given to the left shoulder. The Petitioner continued to follow up on 05/03/21. He was one-half-pack-per-day smoker. Dr. Zucconi explained the implications of his lumbar MRI that showed degenerative arthritis. He recommended pain management evaluation. With regard to the left shoulder, he could work regular duty without restrictions. His functionality was excellent, but he was still experiencing discomfort. They discussed a possible PRP injection.

On 05/19/21, he was seen orthopedically by Dr. Dwyer regarding his left shoulder pain. He diagnosed superior glenoid labrum lesion and traumatic incomplete tear of the left rotator cuff. Dr. Dwyer reviewed a non-contrast upright MRI. The quality was extremely poor particularly with regard to the coronal T2-weighted images. He had fluid in the acromioclavicular joint and he appears to have a SLAP tear. He does not appear to have a full-thickness rotator cuff tear, but again the images are of poor quality. He then recommended left shoulder MRI arthrogram which he did not tolerate due to claustrophobia so he recommended a CT arthrogram. This was done on 06/03/21, to be INSERTED here. He returned to Dr. Dwyer on 06/09/21 to assess whether he needed treatment relative to his right shoulder and to review the left CT arthrogram. Exam of the right shoulder showed only mild positive impingement signs, but was otherwise negative. He then performed a corticosteroid injection to each shoulder and released him to work full duty.

On 06/18/21, he was seen by spine surgeon Dr. Kirshner for back pain. He noted the course of treatment to date and performed a physical exam concluding the Petitioner had lumbago. He was capable of full duty and formal physical therapy was ordered. He was given a prescription for Mobic also. At the follow-up on 07/13/21, he told Dr. Kirshner had not attended therapy in a while since he had a heart attack and therapy was not helping anyway. He was deemed to have achieved maximum medical improvement. He could work full duty and participate in a home exercise program.

On 06/14/21, the Petitioner went to Cooper Emergency Room complaining of the acute onset of substernal chest pain with radiation to both upper extremities. They performed an evaluation and admitted him. He was status post percutaneous coronary angioplasty, hyperlipidemia, and hypertension. On 06/14/21, he underwent cardiac catheterization. He followed up on 06/15/21 when close monitoring and various laboratory studies continued to be drawn. Ongoing care was rendered at Cooper through 09/30/21.

Prior records show he was seen on 09/14/15 by Nurse Practitioner Bocchicchio. He was transferring care. He had been smoking cigarettes about half a pack per day. She then continued to treat him regularly over the next few years running through 08/25/20. Diagnostic assessments included depression, anxiety, mixed hyperlipidemia, obesity, and smoking. She referred him to cardiology.
PHYSICAL EXAMINATION
GENERAL APPEARANCE: He was morbidly obese and had a suntan.
UPPER EXTREMITIES: There was callus formation, dirt under his nails, and a rough texture to the hands bilaterally. He had healed surgical scarring about the ulnar aspect of the right wrist that he attributed to ulnar nerve surgery. There was no swelling, atrophy, or effusions. Skin was 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 5/5 in bilateral hand grasp, pinch grip, and throughout the upper extremities. There was no significant tenderness with palpation of either upper extremity. 

HANDS/WRISTS/ELBOWS: Normal macro

SHOULDERS: Normal macro

LOWER EXTREMITIES: Normal macro

PELVIS/HIPS: 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 was tender in the midline at the lumbosacral junction. 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. 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.

On 02/13/21, Tim Vedder slipped on ice and fell backwards without loss of consciousness. He was seen on 02/15/20 by Dr. Zucconi. He initiated a course of conservative treatment for Mr. Vedder’s widespread musculoskeletal complaints. He remained symptomatic nevertheless. He then had MRIs of the left shoulder and lumbar spine. He also came under the spine surgical care of Dr. Kirshner. A left shoulder MRI arthrogram was done on 06/03/21, to be INSERTED here. He followed up with Dr. Zucconi and Dr. Dwyer through 06/09/21. He had physical therapy on the dates described. Unfortunately, Mr. Vedder’s care was interrupted due to cardiac issues including a myocardial infarction. Nevertheless, he has been able to continue working in a full-duty capacity.

The current exam found changes on the skin of his hands consistent with ongoing physically rigorous manual activities. He had healed surgical scarring consistent with ulnar nerve repair. Provocative maneuvers about the hands, wrists, elbows and shoulders were negative. He had full range of motion of the lower extremities including the hips. He had full range of motion of the cervical, thoracic, and lumbar spines. There were no neurologic deficits.

I will offer assessments of permanency to the involved body areas including the head, neck, both shoulders, right elbow, right ribs, right hip, and lower back.
