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Dictation Time Length: 09:20
April 8, 2024

RE:
William Collins
History of Accident/Illness and Treatment: William Collins is a 50-year-old male who reports he was injured at work on 06/28/23. At that time, a wet core machine mounted to a wall fell while he was supporting it on a ladder. His arms were supine at that time. As a result, he believes he injured his right biceps and went to Cooper Urgent Care afterwards. Further evaluation confirmed he has a diagnosis of a completely torn biceps from its tendon. This was treated without surgical intervention. He is no longer receiving any active care.
As per his Claim Petition, he alleges he was catching a wet core machine on 06/28/23 and injured his right shoulder and arm. Medical records show he was seen at Cooper on 06/28/23 and was diagnosed with a proximal biceps tendon tear. He was prescribed medications, having undergone x-rays of the right humerus. He was also to follow up orthopedically. He also was seen at Cooper Bone & Joint Institute by Dr. Noreski on 07/05/23. She kept him out of work due to an arm injury. Mr. Collins underwent MRI of the right elbow at the referral of Dr. Noreski on 07/21/23. This was at South Jersey Radiology. It found no internal derangement or acute findings. In particular, the biceps tendon was intact without rupture.
He was also seen orthopedically by Dr. Brad Bernardini on 07/31/23. He explained the MRI of the elbow would not show the proximal biceps rupture. Based upon current clinical exam, he has a long head biceps rupture which appears to be complete. They discussed treatment options both surgical and conservative. He was then quickly referred for an MRI of the right shoulder. This was also done at South Jersey Radiology on 08/07/23. It found complete tear of the proximal biceps tendon, supraspinatus and infraspinatus tendinosis, minimal longitudinal interstitial tearing of the supraspinatus tendon, mild subacromial-subdeltoid bursitis, small glenohumeral joint effusion, as well as mildly thickened and edematous inferior glenohumeral ligament indicative of a partial tear. He followed up with Dr. Bernardini afterwards and was cleared to return to work with no restrictions effective 08/14/23.
On 07/05/23, he was seen at Cooper Bone & Joint Institute by Dr. Noreski as noted above. She found him to have right elbow pain, right biceps muscle tear and rupture of the biceps tendon. She ordered an MRI of the elbow as noted above. She also continued to see Dr. Bernardini on 07/31/23. Exam showed evidence of an obvious Popeye deformity with a proximal deficiency consistent with proximal biceps rupture. Dr. Noreski had Mr. Collins undergo an MRI of the right elbow on 07/21/23. This was also done at South Jersey Radiology. He followed up with Dr. Bernardini through 09/11.23. On the visit of 08/14/23, Dr. Bernardini opined he had an isolated long head of the biceps rupture with no evidence of additional rotator cuff pathology, glenohumeral, labrum or articular cartilage pathology present. He was going to continue with formal physical therapy to optimize shoulder function and follow up in four weeks for likely maximum medical improvement visit. He did have a note given by Dr. Bernardini on 09/11/23, just documenting an appointment without any associated language.
PHYSICAL EXAMINATION
GENERAL APPEARANCE: He flew in from Indiana for today’s evaluation. He was able to take his T-shirt off overhead without difficulty.
UPPER EXTREMITIES: Inspection revealed the right biceps to be bunched distally. There were no scars, swelling, atrophy or effusions. Skin was normal in color, turgor, and temperature. There was slight crepitus of the right shoulder but full range of motion. Combined active extension with internal rotation was to T12 compared to T10 on the left. 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 5/5 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 an equivocally positive O’Brien’s maneuver on the right, which was negative on the left. Neer, Yergason, Hawkins, apprehension, empty can, 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 06/28/23, William Collins reportedly was injured at work trying to prevent a heavy object from falling. He had immediate pain in his biceps and went to the emergency room shortly thereafter. He then followed up orthopedically. He first had an MRI of the elbow at the referral of Dr. Noreski. He also was seen orthopedically by Dr. Bernardini who had him undergo an MRI of the shoulder. This identified a biceps tendon tear. They discussed treatment options and did not pursue surgical intervention. He did participate in physical therapy.
The current examination found he had full range of motion about the right shoulder with slight crepitus. The right biceps was bunched distally. He had an equivocally positive O’Brien’s maneuver on the right, but other provocative maneuvers were negative for internal derangement or instability.
There is 5% permanent partial total disability referable to the right shoulder. This is for the orthopedic residuals of a biceps tendon rupture treated conservatively.












