PAGE  
5

Dictation Time Length: 25:23
May 7, 2023
RE:
Johnie Gilliam
History of Accident/Illness and Treatment: Johnie Gilliam is a 62-year-old male who reports he was injured at work on 05/19/20. At that time, he was standing in his bus to leave it when it was struck from the rear by another. He braced himself on the steering wheel and the passenger seat and felt a tear in his shoulder. He did not experience direct bodily trauma. More specifically, the other bus backed into his bus, which obviously would not have been a high rate of speed nor would it have resulted in significant biomechanical transfer of force. He believes he injured both shoulders, his neck and his left knee in this incident. He did not go to the emergency room afterwards. He had further evaluation leading to a diagnosis of severe torn rotator cuff for which he underwent surgery on each shoulder. He has completed his course of active treatment in December 2022.

Per the records supplied, Mr. Gilliam was seen by Nurse Practitioner Scharf on 06/04/20. He stated he was standing in the bus at the yard when another bus driver hit his bus. He stopped his fall by grabbing on. He believes he injured both shoulders, left side of his neck and left knee. He thought it would get better and he did not have any interim treatment. He simply took Tylenol for pain. He was evaluated and initiated on conservative care. He was then seen orthopedically on 06/12/22 by Dr. DeMorat. He had not been driving since. X-rays of the cervical spine revealed mid-level diffuse degenerative disc disease, but no malalignment or acute bony injury. X-rays of the shoulders revealed no acute bony injury, arthritic change, or calcification. Dr. DeMorat rendered diagnoses of bilateral shoulder sprains and contusions with a cervical strain. He prescribed a Medrol Dosepak, Mobic, and a physical therapy program. He would be able to continue to work full duty as previously. He followed up and remained symptomatic. On 06/30/20, a cortisone injection was given to both subacromial spaces. On 07/14/20, he reported some improvement, but mainly the left after his injection. He was going to complete therapy and then go to a home program. Since he remained symptomatic about the right shoulder, an MRI was ordered.
Right shoulder MRI was done on 07/21/20, to be INSERTED here. He returned to Dr. DeMorat on 07/24/20 to review these results. He then gave a diagnosis of right shoulder sprain with full thickness cuff tear, subscapularis with extension into the supraspinatus with medial subluxation of the biceps, bicipital tendinopathy with bursitis in the setting of os acromiale. He recommended surgery on the right shoulder, but continued conservative care on the left. The Petitioner wanted to delay this surgery until late September to early October due to personal constraints. He would be allowed to continue to work full duty in the interim. He did return to Dr. DeMorat on 09/01/20 and they pursued surgery. On 10/01/20, he performed surgery on the right shoulder to be INSERTED here. He followed up postoperatively in conjunction with physical therapy. On 12/30/20, Dr. DeMorat noted he had a very large cuff tear. He did undergo an MRI arthrogram of the right shoulder on 03/17/21, to be INSERTED. On 10/01/20, Dr. DeMorat wrote he had incomplete healing of his massive cuff tear, which can be expected based upon his age and severity of injury. They were going to continue another four to six weeks of therapy to see if they could maximize his functional recovery. He was going to remain at light duty. Once therapy was completed, he would be approaching maximum medical improvement. Therapy was rendered through 04/14/21. At the visit of 06/01/21, he related not going back to work as there were concerns about his ability to perform his regular job duties due to persistent pain. He did not pass his road test. Dr. DeMorat recommended a functional capacity evaluation. This was completed on 06/10/21. It determined he did not perform it with maximum effort. He was deemed to be able to work at a minimum in the light physical demand category. Dr. DeMorat reviewed these results with him on 06/21/21. He then changed his antiinflammatory medications to Celebrex. He was going to need permanent restrictions at work. Follow-up was going to be in another six weeks.

At the visit of 08/02/21, Mr. Gilliam also complained of left knee pain that he states had been present since the time of his injury. However, this was never evaluated by himself or cleared for evaluation with himself. There is documentation to support the left knee pain at the time of his accident. (Once again, the mechanism of injury does not substantiate that assertion). He had persistent pain with reaching and lifting about his right shoulder and failed his return to work exam with the work doctor. He was there to further discuss right shoulder pain. A corticosteroid injection was given to the right shoulder. He did recommend ongoing permanent restrictions. With regard to the left knee, he needed to contact his employer about authorization for further treatment if appropriate. On 08/30/21 follow-up, he had improvement with the right shoulder cortisone injection and had minimal complaints. He was at permanent work restriction of 25-pound lifting and no overhead work with his right arm. Nevertheless, he stated especially after going back to work “full duty” his left shoulder symptoms which never completely resolved initially after his work injury a little over a year ago are now worsening again. He did not have new injury and had no prior complaints of shoulder pain. Initial treatment for the left shoulder involved therapy and a cortisone injection, which stabilized his symptoms. They had been slowly worsening and magnified as he has gone back to work full duty. Diagnosis of left shoulder sprain with persistent and recurrent complaints was rendered. An MRI of the left shoulder was ordered. He did undergo left shoulder MRI on 09/13/21. They reviewed these results on 09/20/21. By the way, INSERT the results of that MRI. Dr. DeMorat thought surgery would be necessary on the left shoulder. He was going to use Celebrex and continue the home exercise program. On 10/18/21, Mr. Gilliam was seen by another orthopedist named Dr. Dwyer. He diagnosed pain in both shoulders, the left knee, complex tear of the lateral meniscus of the knee, unilateral primary osteoarthritis and effusion of the left knee, status post right rotator cuff repair and traumatic complete tear of the left rotator cuff. His recommendation was to pursue surgical intervention on the left shoulder. As far as the left knee, he recommended weightbearing films and joint aspiration and injection. For the right shoulder, he recommended observation at that time.

Mr. Gillian returned to Dr. DeMorat on 11/01/21. He wanted to proceed with more curative treatment about the left shoulder. Surgery was done on 12/02/21, to be INSERTED here. He followed up postoperatively and remained in a sling for six weeks. He was going to do a home therapy program. He later was begun on a formal physical therapy program. He followed up with Dr. DeMorat running through 08/03/22. He returned for his left shoulder. He explained he took a driving test a few weeks ago and had a hard time with the test and failed. He felt like he can do better. He wants to try to redo his test. He does have stiffness and soreness in the left shoulder, but overall feels like his pain is stable. He was deemed to have reached maximum medical improvement with regard to the left shoulder. He thought the mobility and strength was adequate to perform his duties as a bus driver despite residual pain, stiffness, and weakness. This would have to be confirmed with passing his driving test. He was discharged from active orthopedic care.

Dr. Dwyer performed a need-for-treatment evaluation relative to the left knee on 10/18/21. He did not reference any MRI of the left knee. He once again, gave a diagnosis of complex tear of the left lateral meniscus with unilateral primary osteoarthritis and effusion. He noted interim treatment from Dr. Cristini on 05/17/21 relative to his right shoulder due to re-tear of the rotator cuff as well as an MRI of the left shoulder and x‑rays of the left knee. He then returned to Dr. DeMorat and had the aforementioned surgery on the left shoulder. On this visit, Dr. Dwyer referred him for x-rays with aspiration and injection on the left knee. We can use the actual reports from the studies on 01/05/22 for x-rays and 01/14/22 for MRI of the left knee. An MR arthrogram of the left shoulder was done on 04/25/22. Dr. Dwyer did discuss possible left knee arthroplasty, but this had to be put on hold due to his inability to use his shoulders to help weight bear. On 03/07/22, he accepted a Monovisc injection. He already had a Depo‑Medrol and lidocaine injection on 01/21/22. On this visit, his diagnosis was amended to be degenerative tear of the left lateral meniscus. Mr. Gilliam followed up with Dr. Dwyer through 04/25/22. He was cleared for full duty relative to the left shoulder. He is utilizing his playmaker brace and he is feeling worse. His knee hurts and it is hard to walk. He is cleared for full duty for his knee; however, is out of work due to his shoulder. In addition to Norvasc for hypertension, he was currently taking COVID-19 MRNA. Mr. Gilliam specifically denied any issues with his left knee prior to this incident. In fact, he reported he jogged a mile and a half during the winter months five months prior to his injury to keep himself in shape. The issue here is his severe preexisting lateral compartment arthritic disease with a genu valgum deformity. He explained the only procedure that was actually correct to correct this issue was minimally invasive left total knee arthroplasty. Causality is in question here and it is impossible to state whether or not the index injury rises to the level of material acceleration of his preexisting condition. There was a three-week delay in reporting the symptoms. When questioned, he indicated he thought things would get better but they simply did not.
PHYSICAL EXAMINATION
UPPER EXTREMITIES: Inspection revealed healed portal scars of both shoulders. There was biceps drooping bilaterally, but no other bony or soft tissue abnormalities. There was no swelling, atrophy or effusions. Skin was normal in color, turgor, and temperature. Bilateral shoulder motion was accompanied by verbal complaints of tenderness and decreased range of motion. He had some crepitus on the right shoulder. Motion of the elbows, wrists and fingers was full in all planes 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 for left shoulder abduction and 4+/5 for right shoulder abduction. Strength was otherwise 5/5 bilaterally. There was no significant tenderness with palpation of either upper extremity. 

He would not actively participate in provocative maneuvers about 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. There were no scars, swelling, atrophy, or effusions. Skin was normal in color, turgor, and temperature. Motion of the left knee was full with tenderness, but no crepitus. Motion of the right knee, both 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. There was no significant tenderness with palpation of either lower extremity.

KNEES: 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. He did not walk on his heels or toes. He changed positions fluidly and was able to squat to 60 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.

On 05/19/20, Johnie Gilliam was standing in his parked bus when it was struck by another bus that had backed up into the front of his. He did not sustain any direct bodily trauma. He reportedly held on with his hands to prevent himself from falling. He did not present for treatment until several weeks later on 06/04/20. He was initiated on conservative care. If I recall correctly, the right shoulder was his predominant symptom at the outset. He had additional conservative care, but remained symptomatic. Right shoulder MRI was done on 07/21/20, to be INSERTED here. On 10/01/20, Dr. DeMorat performed right shoulder surgery to be INSERTED here. He had rehabilitation postoperatively and a repeat MRI on 03/17/21 to be INSERTED here. He participated in the 06/10/21 functional capacity evaluation during which he did not put forth maximum effort. He was deemed capable at a minimum of working in the light physical demand category.

Mr. Gilliam then had further medical attention rendered to his left shoulder. He had surgery on it on 12/02/21 by Dr. Demorat. He also had x-rays and MRI studies of the left knee in January 2022 while under the care of Dr. Dwyer. He did raise a question as to causation considering the advanced degenerative nature of his lateral meniscal tear and the delay in seeking treatment. In any event, the Petitioner did not undergo surgery on his left knee in this matter. It is also peculiar that he claimed the left shoulder symptoms were due to him going back to work full duty after his right shoulder surgery. However, there is nothing specific in his job tasks that would have been outside the parameters of his return to work level with avoidance of overhead activity and limited weight lifting.
The current exam found there to be decreased range of motion about both shoulders with considerable guarding and complaints of tenderness. There were healed surgical scars about both shoulders. He would not cooperate with provocative maneuvers about the shoulders. He had a shaven head consistent with someone who was able to raise his arms above shoulder height in a functional fashion. He had full range of motion of the left knee with tenderness, but no crepitus. There was full range of motion of the cervical, thoracic and lumbar spines.

There is 7.5% permanent partial total disability referable to the right shoulder. There is also 7.5% permanent partial total disability at the left shoulder. Once again, it is hard for me to conceive how this Petitioner would have injured the left knee in this event or the left shoulder due to returning to work with limitations on his right shoulder.
