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Dictation Time Length: 11:09
November 1, 2023

RE:
Barbara Nelson
History of Accident/Illness and Treatment: Barbara Nelson is a 65-year-old woman who reports she was injured at work on 01/22/20. She was lifting a wheelchair bound patient using a Hoyer lift. He was tied in a wheelchair with a sheet around his abdomen, legs, and thighs. He was falling forward in his chair so she reached forward and pulled him back. As a result, she believes she injured her right shoulder and neck. She was later diagnosed with a rotator cuff tear repaired surgically in January 2022. She completed her course of active treatment on 05/17/23. She relates that she periodically gets injections to her right trapezius, but is not receiving any ongoing active care.
As per the records supplied, Ms. Nelson was seen at AtlantiCare Occupational Health on 02/20/22. She states she was doing home care and injured her right side while trying to hold a client from falling. This happened about a month ago and she felt a burning sensation. She complained of sharp pain in the right shoulder, neck and arm. X-rays showed no fracture, but what was degenerative joint disease of the AC joint and cystic changes indicating rotator cuff pathology. She was diagnosed with a cervical strain and rotator cuff strain of the right shoulder. She was begun on Flexeril and referred for physical therapy and an MRI. Physical therapy was rendered on the dates described.
On 03/13/20, she had an MRI of the right shoulder to be INSERTED. She followed up on 03/26/20 and was referred for orthopedic consultation and restricted duty. She followed up at AtlantiCare through 03/31/20.
On 04/21/20, she had an MRI of the cervical spine at the referral of Dr. Zuck. INSERT those results here.
She was seen neurosurgically by Dr. Glass on 05/08/20. He noted she had been under the orthopedic care of Dr. Zuck. Physical therapy failed to provide significant relief. In addition to the subject event, he ascertained a history of bilateral total knee arthroplasties. He performed an exam and reviewed the cervical spine MRI. Dr. Glass rendered a diagnosis of cervicalgia with cervical radiculopathy, C3-C4 central herniation with facet arthropathy, C4-C5 disc osteophyte complex, C5-C6 central and left herniation, and C6-C7 right paracentral herniation. They discussed these results. She followed up on 07/02/20 and wished to continue home exercise and then pain management. However, on 05/20/21, she told Dr. Glass she wanted to have her shoulder surgery first before considering a second stage cervical operative intervention.
She was seen by pain specialist Dr. Zuck on 06/12/20. She was already taking nifedipine, losartan, lorazepam, hydralazine, Bystolic, spironolactone, clonidine, rosuvastatin, and metformin. He thought she was having persistent neck pain with some extension to the right shoulder. She denied any arm pain, numbness or tingling. He recommended a right‑sided cervical facet injection. However, on the visit of 09/08/20, she expressed had she now wanted to have her shoulder addressed before doing any type of cervical intervention. Accordingly, the scheduled injection was canceled.
The Petitioner was seen orthopedically by Dr. Zuck on 04/14/21. She had been seeing Dr. Glass. She had persistent right shoulder pain. He diagnosed right shoulder pain secondary to full thickness rotator cuff tear along with right cervical neuritis with associated cervical disc disease. She wanted to pursue surgical repair of the right rotator cuff. She did undergo surgery on 01/04/22, to be INSERTED here. She followed up with Dr. Zuck on 02/16/22. He thought she had postoperative adhesive capsulitis. She was to discontinue her sling and perform a home exercise program. She followed up with Dr. Zuck regularly. His last visit was on 05/17/23. She was status post right rotator cuff repair and had bursitis in the right shoulder for which a cortisone injection was given. He referenced the results of an MRI arthrogram done on 05/10/23 whose results will be INSERTED here. The arthrogram was compared to a prior study of 03/13/20.
PHYSICAL EXAMINATION
UPPER EXTREMITIES: Inspection of the upper extremities revealed no bony or soft tissue abnormalities. Inspection revealed healed portal scarring about the right shoulder, but no swelling, atrophy, or effusions. Skin was normal in color, turgor, and temperature. Motion of the right shoulder was to 120 degrees of abduction, 100 degrees of flexion and external rotation to 75 degrees. Motion was otherwise full in all independent spheres without crepitus or tenderness. Combined active extension with internal rotation was to the L1 vertebral level. Motion of the left shoulder, both 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. Resisted right shoulder abduction was 5–/5 for manual muscle strength, but was otherwise 5/5. There was tenderness to palpation both anterolaterally and posteriorly about the right shoulder, but there was none on the left.
SHOULDERS: She had a positive Neer impingement maneuver on the right, which was negative on the left. Yergason, Hawkins, apprehension, empty can, O’Brien’s, drop arm, crossed arm adduction, 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: Normal macro

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 01/22/20, Barbara Nelson was injured while at work taking care of a wheelchair bound patient in Hoyer lift. She reached forward to prevent him from tipping over. She was seen by Occupational Health one month later. She had an MRI of the right shoulder on 03/13/20, to be INSERTED. She had an MRI of the cervical spine on 04/21/20, to be INSERTED. She was initiated on conservative care with physical therapy and orthopedic consultation. She also was seen neurosurgically by Dr. Glass. She later expressed how she wanted to have her shoulder surgery before having any intervention on the cervical spine. On 01/04/22, Dr. Zuck did perform surgery to be INSERTED here. She developed postoperative adhesive capsulitis. She had an MR arthrogram on 05/10/23, to be INSERTED. She followed up with Dr. Zuck through 05/17/23. He observed the repair was intact and there was no re-tear or new tear of the rotator cuff. She did have bursitis for which a cortisone injection was given.
The current examination found there to be mildly decreased range of motion about the right shoulder. She had a positive Neer impingement maneuver on the right, but other maneuvers were negative. She had full range of motion of the cervical spine and Spurling’s maneuver was negative for radiculopathy.
This case represents 5% permanent partial total disability referable to the right shoulder. There is 2.5% permanent partial total disability of the cervical spine. This encompasses what clearly were preexisting multilevel degenerative changes.

