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Dictation Time Length: 23:36
August 1, 2022
RE:
Peyara Begun
History of Accident/Illness and Treatment: Peyara Begun is a 64-year-old woman who reports she injured her left shoulder at work on 05/23/13. She reports she was cleaning a toilet that twisted and then she struck her left shoulder on the wall. She did go to the emergency room afterwards. She had further evaluation and treatment including surgery. She is no longer receiving any active care.

As per your cover letter, she received an Order Approving Settlement on 09/30/14. She is now pending a second reopener application. The matter had already resolved on 05/29/19 for 50% of partial total based on increased orthopedic residuals of left shoulder full thickness tear of the superior subscapularis tendon, status post arthroscopic acromioplasty and subacromial decompression with distal clavicle excision and mini-open rotator cuff repair with the recommendation of a total left shoulder replacement. The respondent received a credit of 27.5% of partial total for the prior award. The order entitled the Petitioner to $35,904. You have now indicated a second application for review has been filed. On 04/21/21, private counsel filed an answer denying that the Petitioner’s compensable disability had increased, noting the Petitioner had been fully compensated for all benefits due to her by reason of her compensable injury.

As per the records supplied, Ms. Begun was seen at AtlantiCare on 05/28/13 alleging she was injured three days earlier. She complained of left shoulder pain that developed as she was pushing her housekeeping cart. The wheel got caught and the patient tripped. X-rays showed mild degenerative changes. She was diagnosed with left shoulder sprain and initiated on Motrin and range of motion exercises. She followed up and medication adjustments were made. As of on 07/12/13, Dr. Patel wrote MRI revealed full thickness tear of the supraspinatus tendon and also focal full thickness tear of the superior subscapularis tendon. He referred her to orthopedic specialist and discharged her from his care. The MRI was done on 07/09/13, to be INSERTED here.
On 07/18/13, the Petitioner was seen orthopedically by Dr. Zabinski. He noted she had prior right shoulder rotator cuff surgery for tendon tear that occurred in a work injury for a different employer in May 2006. This resulted in two surgeries in July 2006 and June 2007. She was released at maximum medical improvement on 10/01/07 relative to the right arm with permanent lifting restrictions. In 2013, she had additional testing and treatment relative to her right shoulder. His assessment was left shoulder full thickness rotator cuff tear with questionable accompanying biceps tendon tearing and impingement and AC joint arthritis. They discussed treatment options including arthroscopy that he recommended. On 08/14/13, Dr. Zabinski indeed performed surgery to be INSERTED here. Ms. Begun followed up with him postoperatively concurrent with physical therapy. Follow-up with him was rendered through 12/18/13 when she completed her therapy, but still had residual weakness and pain. He then placed her on the same permanent lifting restrictions she had at the opposite right shoulder that had already undergone two prior surgeries. She was going to continue with her home exercise program and was released from active care.

She returned to Dr. Zabinski on 01/26/17. She alleged progression and worsening of her condition over the last three to four months with increasing pain. She asserted these pain complaints were more severe and the burning was a new sensation compared to how they differed from her baseline when last seen in December 2013. She had not worked since 2013. She was unemployed and on disability. History was also remarkable for diabetes mellitus and hypothyroidism. He performed an exam and updated x-rays demonstrating the glenohumeral joint to be well centered. There was minimal scattered degenerative change. She had a small area of calcific deposit within the previously repaired rotator cuff tendon adjacent to the tuberosity. The previous acromioplasty and distal clavicle excision sites appeared appropriate. Overall, the appearance of the shoulder x-rays are consistent with the postoperative state and consistent with prior x-rays. In regard to causality, absurd and contradictory medical records to the patient’s specific statements to him that day, which is that she has sustained no new or interval injury affecting her shoulder and also has not engaged in any activities which by their nature may have aggravated or exacerbated this condition, and she also has not violated her permanent restrictions which were previously placed on her, he would attribute her present complaints and condition at least in part specifically to the work injury in question and compensable to it. He recommended another MRI of the shoulder. On 02/16/17, she did undergo a left shoulder MR arthrogram to be INSERTED here. She continued to see Dr. Zabinski afterwards and accepted a corticosteroid injection on 03/08/17. He saw her again on 04/11/17, diagnosing posttraumatic osteoarthritis as well as complete rotator cuff tear or rupture of the left shoulder. They discussed treatment options including possible surgical intervention with very low likelihood of success of attempted revision rotator cuff repair with accompanying superior capsular reconstruction. He offered a second type of procedure. This was going to be performed at Jersey Shore Ambulatory Surgery Center.

On 05/24/17, she was seen orthopedically by Dr. TJ. He diagnosed left shoulder recurrent massive full thickness rotator cuff tear. He noted it had been recommended she may want to pursue reverse shoulder replacement. Other options would be conservative treatment in the form of antiinflammatory medication, corticosteroid injection, and episodic use of physical therapy. Another option would be a superior capsular reconstruction. Although her rotator cuff may not be reconstructible, it is possible the superior capsular reconstruction in which a graft is placed from her glenoid to her greater tuberosity could offer her relief of symptoms. This has been a recent technique advocated by Dr. Burkhart in Texas. She continued to be seen by the physician assistant at Rothman on 07/03/17 when a corticosteroid injection was given to her right trochanteric bursa. She had presented for right hip and low back pain. She had received a cortisone injection to the right knee a few weeks ago, but continued to have the same pain. His assessment was trochanteric bursitis of the right hip and bilateral primary osteoarthritis of the knee.

She saw Dr. Falcon on 07/27/17 regarding possible transforaminal epidural steroid injection. She returned on 04/29/19 complaining of low back pain radiating all the way down her left foot and ankle as well as of left knee pain. There was no history of an injury. She had low back x-rays done at AtlantiCare that showed multilevel degenerative disc disease with spurring and very narrow at L5-S1. He started her on Naprosyn and cyclobenzaprine and ordered a lumbar MRI. She was seen by Dr. Baker on this visit.

The Petitioner went to the emergency room on 12/11/20 with various body aches and pains after being almost hit by a vehicle earlier that afternoon. The vehicle was driving toward her and was able to come to a stop before actually colliding with her. She reflexively stretched her arms to guard herself. She did not fall to the ground and had been ambulatory and able to move all her limbs with no limitation. She complained of aching in her shoulders, chest and legs. She underwent various diagnostic studies including lumbosacral spine x-rays and laboratory studies. The chest x-ray showed no acute pulmonary disease. She was diagnosed with general body aches for which she was treated and released.
The Petitioner then came under the chiropractic care of Dr. Struble and his colleagues on 03/15/21. She stated she was a pedestrian hit by a motor vehicle on 12/16/21. She claimed that she fainted for 10 minutes afterwards and was taken to the hospital by ambulance. Since then she had been taking ibuprofen, which did not help. This is a very contradictory history to that she provided at the emergency room itself. On this visit, she complained of pain in the neck, shoulder, mid back, low back, and knee. The neck pain traveled down both her arms on the right worse than the left. She also was experiencing numbness and tingling in her right arm, weakness in her hand, and difficulty squeezing. Her low back pain traveled down both legs with the right side being worse than the left. She also had numbness and tingling into her right leg. Her right knee pain and lower extremity radicular pain had made walking difficult and she has to use a cane to get around. She was diagnosed with segmental dysfunctions of cervical, thoracic and lumbar regions, cervicalgia with cervical sprain, thoracic sprain, lumbar sprain and radiculopathy as well as muscle contracture. She was then initiated on a several-time-per-week course of chiropractic treatment. This continued through 10/05/21. He rendered additional diagnoses of shoulder joint pain, knee joint pain, difficulty walking, cervical disc displacement, and herniated lumbar disc. She remained widely symptomatic.

Ms. Begun was seen neurosurgically by Dr. Glass on 07/07/21. He noted some recent diagnostic studies and gave impressions all of which will be INSERTED as marked. They discussed treatment options both surgical and non-surgical. On 08/19/21, she continued chiropractic therapy twice per week. He opined in light of the severity of her MRI findings, she remains at risk of requiring cervical and/or lumbar operative intervention. At this time, she preferred to continue non-surgical care.

On 07/19/21, she was seen by Dr. Smith for pain management consultation. He recommended continued chiropractic treatment, consult with Shore Orthopedics regarding her left knee pain and was being followed by Dr. Glass for neurosurgery. On 07/19/21, Dr. Smith performed electrodiagnostic testing to be INSERTED here. He reviewed these results with her on 08/16/21. He made the same recommendations of further treatment as he did before. He diagnosed cervical facet joint pain, cervical radicular symptoms, lumbar facet joint pain, thoracic back pain, myofascial pain, herniation of nucleus pulposus of the cervical and lumbar spine as well as lumbar radicular symptoms.
PHYSICAL EXAMINATION
GENERAL APPEARANCE: She revealed that she recently was involved in another car accident and injured her left leg. She was receiving physical therapy with Dr. Strickland. She used a cane. She was also receiving treatment from Comprehensive Pain Solutions.
UPPER EXTREMITIES: Inspection revealed healed open surgical scarring about both shoulders. On the right, it was lateral and transverse. On the left, it was internal and longitudinal. There was no swelling, atrophy, or effusions. Motion of both shoulders was limited passively with guarding. Abduction right was 95 degrees and left 100 degrees, flexion 115 degrees right and 110 degrees left, internal rotation right 65 degrees and left 75 degrees with bilateral external rotation to 70 degrees. Bilateral adduction and extension were full to 50 degrees. Combined active extension with internal rotation was to the hip level on the right and the waist level on the left. Motion of the elbows, wrists, and fingers was otherwise full in all spheres without crepitus, tenderness, triggering, or locking. She has superficial tenderness to palpation about the right lateral shoulder and both anteriorly and posteriorly about the left shoulder. 
SHOULDERS: She had bilaterally positive Neer impingement, crossed arm adduction, and Apley’s scratch tests. Yergason, Hawkins, apprehension, empty can, O’Brien’s, drop arm, and Speed's tests were negative bilaterally for impingement, rotator cuff tear, dislocation, tendinopathy, or instability at the shoulders.

CERVICAL SPINE: Normal macro

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. She was tender at the left paravertebral musculature in the absence of spasm, but there was none on the right. She wore her brassiere that clasped posteriorly between T9 and T10. 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. 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. Straight leg raising maneuvers were deferred.

At the conclusion of the evaluation, I noticed her walking with a purse on her right shoulder, in no distress. 
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.

Peyara Begun injured her left shoulder at work on 05/23/13. She has already received an Order Approving Settlement with two re-openers. More recently, she underwent a second opinion exam by Dr. TJ on 05/24/17. She also saw Dr. Zabinski through 04/11/17. A left shoulder MR arthrogram was done on 02/16/17, to be INSERTED here. She had already undergone surgery on 08/14/13. 

Ms. Begun has given contradictory histories and presentations as to the mechanism of injury she may have sustained in a motor vehicle incident on 12/19/20. In one case, she stated she put out her arms and was never actually struck physically by the car. In another scenario, she claimed that she was directly impacted on her body. She went on to offer a multitude of subjective complaints involving pretty much the entire body. She received chiropractic care, EMG, neurosurgical consultation, and pain management consultation.

The current examination found she had decreased and guarded range of motion about both shoulders. She had subjectively positive Neer impingement, crossed arm adduction, and Apley’s scratch test bilaterally. She was superficially tender to palpation about each shoulder. There was no atrophy or effusions. She volunteered being involved in another car accident recently injuring her left leg.

In my estimation, there is no more than 10% permanent partial total disability referable to the left shoulder. There certainly is no increase in the components that led to her most recent Order Approving Settlement. She appears to be more functional than she would otherwise portray.
