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Dictation Time Length: 07:49
October 18, 2022

RE:
Cesar Ortiz
History of Accident/Illness and Treatment: Cesar Ortiz is a 51-year-old male who reports he was injured at work on 07/21/21. He was on a box and the box rolled away from underneath him and he could not hold on by himself. He fell onto his left elbow. He believes he injured his shoulder, but did not go to the emergency room afterwards. Further evaluation led to a diagnosis of rotator cuff and biceps tendon tear that were repaired surgically on 10/11/21. He completed his course of active treatment on 04/15/22.

Per the records supplied, Mr. Ortiz underwent an MRI of the left humerus and shoulder on 08/28/21, to be INSERTED here. These were done at the referral of Dr. Bojarski.
On 09/26/21, he came under the orthopedic care of Dr. McAlpin. He noted a history of knee surgery. He performed exam and reviewed plain x-rays that showed no fractures or dislocations. The MRI showed a full-thickness slightly retracted rotator cuff tear. He diagnosed left shoulder pain and traumatic complete tear of the left rotator cuff for which they agreed to pursue surgical intervention.

On 10/11/21, surgery was done to be INSERTED here. Mr. Ortiz followed up postoperatively, but remained symptomatic despite physical therapy. MR arthrogram of the left shoulder was done on 01/21/22, to be INSERTED here. Dr. McAlpin reviewed these results with him on 01/27/22. His shoulder was feeling sore. Additional physical therapy was ordered. He reviewed the MRI which showed postsurgical changes with no re-tearing of the rotator cuff in the form of retraction. There were postsurgical normal findings demonstrated. Dr. McAlpin followed his progress through 04/14/22. He referenced the functional capacity evaluation that determined he was capable of working only in the medium physical demand category. Dr. McAlpin placed this as a permanent restriction upon him and deemed he was at maximum medical improvement. Exam showed forward flexion to 160 degrees with abduction 70 degrees where there was pain. There were slight Popeye deformity changes to the biceps, but no bruising or ecchymosis.
PHYSICAL EXAMINATION:
UPPER EXTREMITIES: Inspection revealed healed portal scarring about the left shoulder and an open scar on the medial upper arm consistent with his biceps tenodesis. There was no swelling, atrophy, or effusions. Skin was normal in color, turgor, and temperature. He did have decreased range of motion with 95 degrees of abduction and 100 degrees of flexion along with 65 degrees of external rotation. These are less than when recently discharged from Dr. McAlpin. 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– for resisted left shoulder abduction and internal rotation, but was otherwise 5/5. There was no significant tenderness with palpation of either upper extremity. 

HANDS/WRISTS/ELBOWS: Normal macro 

SHOULDERS: There was a positive Neer and Speed’s test on the left, which were negative on the right. Yergason, Hawkins, apprehension, empty can, O’Brien’s, drop arm, crossed arm adduction tests were negative bilaterally for impingement, rotator cuff tear, dislocation, tendinopathy, or instability at the shoulders.

CERVICAL SPINE: Inspection of the cervical spine revealed normal posture and lordotic curve with no apparent scars. Range of motion was accomplished fully in flexion, extension, rotation, and side bending bilaterally without tenderness. There was spasm of the left trapezius in the absence of tenderness, but there was none on the right. There was no palpable spasm or tenderness of the paracervical musculature nor was there any in the midline overlying the spinous processes. Spurling’s maneuver was negative.

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. 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.
We have also been able to obtain the x-ray reports from Dr. Bojarski’s office from 08/11/21. X-rays of the left shoulder showed no findings of significance. This was also the case relative to the elbow.
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 07/21/21, Cesar Ortiz fell and injured his left upper extremity. He came under the care of Dr. Bojarski who performed x-rays and then referred him for an MRI of the humerus and shoulder on 08/28/21. Mr. Ortiz then came under the orthopedic care of Dr. McAlpin. Surgery was done on 10/11/21, to be INSERTED here. He followed up postoperatively and participated in physical therapy. He remained symptomatic and had an MR arthrogram on 01/21/22 that failed to identify a re-tear of the rotator cuff. He performed an FCE and was found to be able to work in the medium physical demand category. Upon discharge, Dr. McAlpin found him to have reasonably good range of motion. His current exam found less than reasonable range of motion suggestive of some volitional limitations. Neer and Speed’s tests were positive on the left shoulder, but other provocative maneuvers were negative.

There is 10% permanent partial total disability referable to the statutory left shoulder.
