PAGE  
9

Dictation Time Length: 44:54
December 12, 2022
RE:
David Crompton

History of Accident/Illness and Treatment: As you know, I previously evaluated Mr. Crompton as described in my report of 04/08/13. That pertained to a traumatic injury he alleged to have sustained to his right shoulder on 04/03/12. He is now a 61-year-old male who reports around May 2012 he injured his right shoulder and right knee in an unspecified fashion. He relates his rotator cuff was torn in four places and repaired surgically. He underwent bilateral arthroscopy of the knees and then a left total knee arthroplasty. He completed his course of active treatment around 2020. It is my understanding Mr. Crompton has now not only alleged permanency relative to acute injuries, but also to occupational exposures. As per his Claim Petition, he indicates stress and strain of employment duties either caused, aggravated, accelerated and/or exacerbated right shoulder and right leg conditions on an occupational basis through the present. The listed date of exposure was 2020.

He saw Dr. Demorat on 10/06/20 having undergone revision rotator cuff repair on 05/24/18. His pain never completely resolved since his second surgical procedure and has been worsening over the course of the last year without new injury. He works at ShopRite in deli slicing. This is less physically demanding than his previous department, but still repetitive by his account. He denied new injury or treatment. He has been intermittently out of work over the course of the last year secondary to continued heart problems. It was noted he did have a pacemaker already implanted and suffered from irregular heartbeat, sleep apnea, hyperlipidemia, gout, GERD, and hypertension. He had right shoulder surgery on 05/24/18, 06/05/17, and left total knee replacement on 01/31/18. He had also undergone spinal cervical disc removal at L4-L5 (this is contradictory). In any case, Dr. Demorat performed x-rays of the right shoulder that were unremarkable. He performed a cortisone injection for right shoulder residual pain after revision rotator cuff repair. He related the current symptoms to the work injury back in 2012 which led to his initial rotator cuff surgery. A corticosteroid injection was administered that day and he was referred for an MRI arthrogram. This was done on 10/28/20 in the form of a CT arthrogram to be INSERTED here. Dr. Demorat reviewed these results with him on 11/02/20. He allowed David to continue working regular duty. They elected to pursue conservative therapeutic measures from the outset. He was also going to be out of work for his heart condition. On 11/10/20, Dr. Demorat wrote correspondence stating he had seen David over the last several years relative to a work injury in April 2012. He explained the previous rotator cuff repair had not completely healed with persistent tearing and symptoms. There was no new documented injury to suggest significant causation to Mr. Crompton’s current complaints. He concluded the continued exposure in the work environment since his last surgical procedure over the course of the last two and a half years does not provide a significant added exposure in his opinion as his symptoms postsurgical never stabilized. He returned on 12/18/20 and was scheduled for surgery at the end of the month. On 01/27/21, he performed surgery to be INSERTED here. The Petitioner followed up postoperatively and was referred for physical therapy. He gradually improved postoperatively with rehabilitation. On 07/07/21, Dr. Demorat expressed he was now approaching maximum medical improvement relative to the work injury. He had residual stiffness, pain and dysfunction that will need to be placed on permanent work restrictions to decrease his risk of further injury and further necessity of treatment of his shoulder. He wrote there needed to be no overhead work with the right arm and a 10- to 15-pound lifting restriction with the right arm.

On 11/20/20, Dr. Zabinski performed a need-for-treatment evaluation. His assessment was primary and post-meniscectomy degenerative joint disease of the right knee. He explained the patient’s condition is multifactorial, in part related to previous compensable injury and arthroscopic surgery, in part related to occupational exposure, specifically repetitive kneeling, squatting, and carrying heavy loads as well as in part related to non‑compensable issues such as obesity and intrinsic degenerative joint disease. Mr. Crompton specifically denied any new interval injuries affecting his right knee since seen by Dr. Zabinski in 2017. The Petitioner explained he did have a good outcome from his opposite left knee and wished to submit to right total knee replacement. He was also seen by his primary care physician named Dr. Lurakis on the dates described. Mr. Crompton was taking numerous medications including allopurinol, AndroGel, CoQ10, doxazosin, Eliquis, ezetimibe, lisinopril, metoprolol, multivitamin, nortriptyline, omega-3 acid ethyl esters, pantoprazole, red yeast rice, and torsemide. His list of medical problems included atherosclerosis of coronary artery without angina pectoris for which he underwent cardiac catheterization; cardiomyopathy, premature ventricular beats, paroxysmal atrial fibrillation, hypercholesterolemia, metabolic X syndrome, hypertriglyceridemia, hypertension, microalbuminuria, prediabetes, obesity, sleep apnea for which he was CPAP compliant, herpes zoster, trichinosis myositis for which he underwent a muscle biopsy in August 2009, anxiety disorder, depressive disorder, migraine with aura, seasonal allergic rhinitis, gastroesophageal reflux disease without esophagitis, hiatal hernia, steatosis of the liver, polyp of the colon, primary erectile dysfunction, testicular hypofunction, candidal balanitis, gout, osteoarthritis of the right and left knee joints as well as a right rotator cuff tear. He followed Mr. Crompton’s progress into 06/11/21. On that visit, he admitted to drinking too much alcohol since his surgery over the last four months. This was what was probably driving his A1c upward. He needs to discontinue alcohol consumption and recheck liver profile and GGT prior to his next visit (he had seen Dr. Lurakis way back since 08/16/12).

On 07/02/21, he was seen by Dr. Santangelo. I have been provided with the full note. He had a history of hypertension, dyslipidemia, obstructive sleep apnea, PVCs with component of tachy-mediated cardiomyopathy status post PVC ablation and PAF. He is status post dual chamber ICD implantation. He had recurrent ventricular arrhythmia starting on 06/26/21 leading to ICD shocks and is now maintained on amiodarone. He is scheduled for cardiac ablation 08/06/21 and will need to be out of work until he recovers from this procedure starting 06/26/21. Dr. Baliga performed a permanency evaluation on 07/06/22. He gave estimates of disability involving the right leg and right shoulder.

Earlier records show that at the referral of Dr. Lurakis, he had a CAT scan of the brain on 03/02/06 that was read as normal. He had a carotid ultrasound on 03/02/06. On 07/09/09, he had a rheumatologic consultation with Dr. Soloway. He reported working as a meat manager and spends about 50 hours a week on his feet. For as long as he can remember, back to childhood, he has had muscle cramps that wake him up at night. Over the last six months, they have gotten worse. Dr. Soloway also noted his CPK was high at 600 and a repeat was reported to be 240. Clinically, he does not have an inflammatory myopathy. Clinically, he would have a glycogen storage disease and/or metabolic myopathy and/or muscular dystrophy. The possibility of a neurologic disorder exists. He gave various treatment and diagnostic recommendations. On 09/09/09, at the referral of Dr. Soloway, he had a cervical spine MRI to be INSERTED. He had CAT scan of the head and cervical spine on 03/26/10, to be INSERTED. These also included a CT of the thoracic and lumbar spine as well as chest, abdomen and pelvis.
On 11/08/10, he was seen orthopedically by Dr. Zuck complaining of discomfort referable to the right hip and low back. He reportedly stepped up onto a stool that broke and he was lifting about 60 to 70 pounds of ground beef on his shoulder. He was placing such into the grinder when the stool broke. However, he was able to prevent a fall, but sustained a strain to his low back. History was remarkable for lumbar spine surgery with fusion at L4-L5 and L5-S1 in 1998. He had continued to work in a full-duty capacity as he had requested and continued to do so. Lumbar x-rays showed cages within the lumbar fusion site of L4-S1 to be in satisfactory position. He was rendered diagnosis of lumbar strain and sprain with residual right-sided lumbar neuritis. He was prescribed Darvocet, but declined a back brace. He also was provided with Motrin and Flexeril. An MRI with contrast was also ordered. “David has continued to work in a full-duty capacity and has requested to continue in such with his normal job essentials.” If his symptoms increase in nature, he was going to contact Dr. Zuck and his work status at that time was full duty. Dr. Zuck reviewed the results of right shoulder MRI with him on 04/25/12, having been done on 04/19/12. There was a full-thickness tear of the supraspinatus tendon and a portion of the infraspinatus tendon. There was a moderate degree of retraction of this tendon as well. He had some mild atrophy of the tendon in addition. There was arthrosis and impingement inferiorly about the AC joint and bursitis was also present. Dr. Zuck recommended surgical arthroscopy and rotator cuff repair.

INSERT that report of the surgery, which I cannot find at the moment. He returned to Dr. Zuck postoperatively and participated in formal physical therapy. He followed his progress for the shoulder through 08/08/12.

On 12/14/12, he was seen by Dr. Anapolle in Dr. Zuck’s group for the pain in the right hip and knee. Symptoms were gradual. He was unloading a truck and a pallet of wheels started to fall. He caught it and twisted his knee. He had previous knee surgery in the 1990s for a bone cyst. He related this most recent event occurred on 12/05/12. He performed an exam and x-rays resulting in a diagnosis of sprain of the right knee with rule out medial meniscal tear as well as strain of the right hip. A corticosteroid injection was administered to the knee and he was referred for a knee MRI. INSERT the results of the knee MRI if you can find them. He saw Dr. Zuck on 01/14/13 complaining of instability in the right knee. He reviewed the MRI from 01/07/13 that revealed a tear in the posterior horn of the medial meniscus. There was also a medial compartment degenerative joint disease. They agreed to pursue surgical arthroscopy noting comorbidities of gout and hypertension. INSERT the operative report from 02/01/13. On 02/07/13, he returned to Dr. Anapolle status post surgical arthroscopy in the right knee, partial medial meniscectomy, chondroplasty of the trochlea, patella and medial femoral condyle on 02/01/13. He was referred for physical therapy and his progress was monitored. This continued through 08/01/13 when Dr. Anapolle released him to full duty.

However, on 09/23/13, the Petitioner returned complaining of an injury to his left elbow after lifting approximately 65 pounds of trimmings above shoulder height. X-rays of the elbow were normal. He was diagnosed with lateral epicondylitis/extensor tendonitis of the left upper extremity/elbow. He was placed in a tennis elbow and wrist brace and was to use antiinflammatories. Mr. Crompton requested to continue working in a full-duty capacity. The next visit in this group was on 06/04/14 when Mr. Crompton complained of left shoulder pain. After repetitively slicing meat in the meat department, he began to have progressive left shoulder pain. He reported them on 05/30/14 even though the symptoms began a few days prior. He denied any previous injuries or symptoms referable to the left shoulder. He requested a cortisone injection. On 10/07/14, he presented with a chief complaint of left knee pain that started on 09/26/14. He was loading a rack and his foot got caught and he twisted his knee. He had continued to work full duty and denied previous injury to the left knee. He was thought to have a medial meniscal tear for which an MRI was ordered and a corticosteroid injection was administered. INSERT the results of the MRI. On 10/22/14, his MRI results were reviewed with him by Dr. Zuck. There was a large tear of the medial meniscus. Subjective complaints were unchanged and he was working in a full-duty capacity. They elected to pursue surgery on the left knee. INSERT that report that I cannot seem to find. On 03/16/15, he returned status post arthroscopy of the left knee from which he was progressing very nicely. They reviewed the operative report and pictures showing medial hemi-joint. He had a moderate amount of medial meniscus removed which was torn and also had a grade III chondral lesion. They discussed treatment options including the possibility of viscosupplementation that the Petitioner wanted to defer at that time. He was cleared for full duty effective 03/22/15.

On 10/05/11, he underwent x-rays of the right elbow and forearm after being involved in a motor vehicle accident on 10/02/11. There was no fracture of the elbow or forearm. The right shoulder MRI previously mentioned was done on 04/19/12, to be INSERTED.
He was seen by Nurse Practitioner Parlett on 08/16/12 for a swollen knee. However, his diagnoses were upper respiratory infection, edema, hypertension, and cough. He continued to be seen in this practice of Dr. Lurakis. On 10/07/13, he had anxiety and depression and was crying during the visit. He started Lexapro for depressive disorder. Dr. Lurakis continued to treat him for his general internal medicine conditions over the next many months through 01/23/18. Given diagnoses were unilateral primary osteoarthritis of the left knee, hypertension, pure hypercholesterolemia, ventricular premature depolarization, paroxysmal atrial fibrillation, metabolic syndrome, hyperlipidemia, sleep apnea, and rotator cuff tear or rupture of the right shoulder, having recently undergone surgical repair. On 08/17/12, he had x-rays of the right knee that showed small osteophyte arising from the distal medial femur. The medial joint compartment appears to be mildly narrowed. Right knee MRI was done on 01/07/13, to be INSERTED. I found the knee surgical report from 02/01/13 to be INSERTED.
On 10/07/14, Dr. Zuck had him undergo a left knee MRI to be INSERTED here. On 02/10/15, he performed left knee surgery to be INSERTED here.
He appears to have been seen on 11/24/15 at Surgical Associates. He stated 12 days earlier he was lifting something at work and felt sudden severe pain in the right groin and up into his abdomen. He was seen in the emergency room where he had an ultrasound of the scrotum. He also had a CAT scan of the abdomen and pelvis that showed a small fat‑containing right inguinal hernia although a CT scan noted this was present on a study done in September 2012. Given the fact his hernia was already present on CAT scan three years ago, the physician opined this clearly was not caused by his work-related injury. This case is complicated by the fact that he now has postoperative pain from his scrotal exploration.

He did see Dr. Demorat on 04/21/16 for a right shoulder injury that he sustained on 04/03/12. He had a trip and fall and was treated by Dr. Zuck who performed the aforementioned surgery. He returned back to regular work duties. He has had some mild soreness in the shoulder over the years. In January 2016, his position changed and he went to doing more slicing product on a slicer at the deli counter. He felt this was increasing his right shoulder pain. Dr. Demorat performed a corticosteroid injection to the shoulder. He followed up on 04/06/17 for reevaluation of bilateral knee pain as well as right shoulder pain, having undergone an interval medical exam by the author on 03/02/17. The listed date of work injury was “occupational exposure.” He performed x‑rays of both knees and reviewed an MRI of the right shoulder. A corticosteroid injection was given. Diagnosis was bilateral knee arthritis following arthroscopies; right shoulder recurrent rotator cuff tear with impingement and bursitis. They discussed viscosupplementation for the knees in the future. He also recommended surgical revision and repair of the rotator cuff. He underwent this procedure to be INSERTED. On 06/15/17, he returned to Dr. Demorat postoperatively. He was doing well and his pain level was stable. However, he still had bilateral knee pain. He was referred for physical therapy regarding the shoulder and they awaited approval for Orthovisc injections to both knees. A series of these injections was initiated on 06/29/17. The third injection was administered on 07/13/17. On 07/20/17, they planned on finishing up the knee injections and he would continue therapy for the shoulder. On 08/17/17, he related improvement with the right knee injections, but the left knee was still painful. He was going to continue with physical therapy. On 09/14/17, Dr. Demorat concluded he needed a knee replacement and was going to be referred to a specialist in that regard. On 10/10/17, Dr. Demorat released him to return to full duty effective 11/06/17 and he was to return in six weeks.

However, on 11/02/17, Mr. Crompton was seen for both knees and a Workers’ Compensation takeover treatment exam by Dr. Zabinski. He noted the Petitioner’s course of treatment relative to the knees in particular. He recommended total knee arthroplasty and assigned causation to his occupational exposure over the entire 39 years he had been employed for Village Supermarket. It did not appear there was any bias towards the later years of the patient’s work activities, exposing his knees to more strenuous activities. There appeared to be a continuous and consistent pattern of occupational exposure causality throughout his 39 years of employment. He saw Dr. Demorat again on 11/21/17, having been back to work full duty over the last two to three weeks. He had increasing pain without new injury. A corticosteroid injection was administered for a little flare of bursitis. On 12/19/17, he was discharged from Active Orthopedic Care at full duty regarding the shoulder.
On 01/22/18, Mr. Crompton returned to Dr. Demorat complaining of persistent pain on a daily basis since he had been back to work for the past several months. The listed date of work injury was 04/03/12. Dr. Demorat thought he had residual pain status post rotator cuff repair. He recommended an MRI arthrogram of the shoulder. INSERT that once you find it.
He saw Dr. Zabinski again on 02/14/18 having undergone surgery on 01/31/18 for left total knee replacement. He was going to participate in physical therapy. He was followed by Dr. Demorat through 03/16/18. The Petitioner was to return on or about 04/16/18 with anticipated release from care and full-duty work clearance. However, he returned to the office on 03/27/18 to reevaluate his right shoulder. He underwent a recent MRI arthrogram that revealed a complete tear through his previous rotator cuff repair. There was retraction to the mid joint level. His assessment was right shoulder recurrent rotator cuff tear that was large to massive. They discussed surgical intervention.

Dr. Demorat performed another right shoulder surgery on 05/24/18 involving revision rotator cuff repair. INSERT the full report if we have it. He was seen postoperatively and participated in physical therapy. As of 10/30/18, Mr. Crompton was five months out from revision rotator cuff repair and was overall doing well. He was going to continue with a home-based therapy program and modified duty. He would progress to full duty without restrictions as of 11/25/18 at the six-month mark out from surgery.

He had a CAT scan of the head on 06/05/16 due to a change in mental status. There was no acute intracranial abnormality. He had an MRI of the brain on 06/06/16 that showed no acute intracranial abnormality. There was paranasal sinus mucosal disease.
On 03/02/17, Mr. Crompton underwent an Independent Medical Exam by Dr. Demorat. This was to evaluate multiple injuries. The date of injury listed was “occupational exposure.” He rendered impressions of status post left knee arthroscopy with persistent pain secondary to progressive chondral disease and posttraumatic arthritic change related to the above work injury; right knee pain status post arthroscopy with residual pain secondary to underlying chondral disease that developed posttraumatic arthritis; status post right shoulder arthroscopic rotator cuff repair with persistent postoperative pain, stiffness, weakness, and bursitis related to the above work injury. At that juncture, he was working regular duty as a deli slicer and should be allowed to continue to do so.
On 03/29/17, he underwent a right shoulder MR arthrogram to be INSERTED. The right shoulder surgery by Dr. Demorat on 06/05/17 needs to be INSERTED. On 01/31/18, Dr. Zabinski performed left total knee replacement with a postoperative diagnosis of osteoarthritis of the left knee. MR arthrogram of the right shoulder was done on 03/23/18 to be INSERTED. On 05/24/18, Dr. Demorat performed another right shoulder surgery to be INSERTED. Mr. Crompton was also hospitalized from 03/13/19 through 03/14/19 at Pennsylvania Hospital for his cardiovascular conditions.

PHYSICAL EXAMINATION

GENERAL APPEARANCE: He had a tan on his face and chest that he attributes to sitting in his yard outdoors.
UPPER EXTREMITIES: Inspection of the upper extremities revealed no bony or soft tissue abnormalities. Inspection revealed healed surgical scarring about the right shoulder, but no swelling, atrophy or effusions. Skin was normal in color, turgor, and temperature. Passive right shoulder abduction was 125 degrees, flexion 150 degrees with tenderness, extension to 65 degrees, and internal rotation full to 90 degrees with tenderness. Adduction and external rotation were full without crepitus or tenderness. Combined active extension with internal rotation on the right was to the waist level and on the left to the T10 level. Motion of the left shoulder, both 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: He had positive Neer, crossed arm adduction and Speed’s test on the right which were negative on the left. Yergason, Hawkins, apprehension, empty can, O’Brien’s, drop arm tests were negative bilaterally for impingement, rotator cuff tear, dislocation, tendinopathy, or instability at the shoulders.

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 healed longitudinal scarring at the left knee consistent with arthroplasty. There was also an anterior longitudinal scar at the medial aspect of the right knee measuring 2 inches in length. There was no swelling, atrophy, or effusions. Skin was normal in color, turgor, and temperature. Motion of the right knee was from 0 to 110 degrees and on the left from 0 to 125 degrees. Motion of the hips and ankles was full in all planes 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. He was tender to palpation about the right knee medial joint line.
KNEES: Modified provocative maneuvers at the knees were positive for McMurray’s, but these were otherwise negative.

CERVICAL SPINE: Normal macro
THORACIC SPINE: Normal macro
LUMBOSACRAL SPINE: He ambulated with a limp on the right, but did not use a handheld assistive device for ambulation. He was able to stand on his heels and toes. 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.

David Crompton has claimed a multitude of work injuries both acute and occupational. These involved his knees and shoulders in particular. He currently alleges occupational claim worsened his right shoulder and right leg conditions. Dates of injury were then given on 04/03/12 and 03/01/16. You have asked that I address if his condition is related to the alleged occupational exposure of this claim or a result of these prior traumatic injuries.

Mr. Crompton underwent numerous diagnostic tests and treatment culminating in various surgeries to the shoulders and knees, to be INSERTED here. It is noteworthy that on a regular basis the Petitioner requested that he be allowed to continue working full duty despite being under the care of orthopedic specialists.

The current examination found Mr. Crompton to be morbidly obese. He ambulated with a limp on the right, but no handheld assistive device. He had decreased range of motion about both knees and the right shoulder. He had full range of motion of the cervical, thoracic and lumbar spines.
I will offer estimates of impairment to the right shoulder and right knee and give my opinion regarding causation.

I will mark some information from my prior report to be INSERTED in this section as well.
