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LANDERS, WENDY

DOB: 07-28-59
C-14271
11 FEBRUARY 2008
HENDRICKS QUTREACH
WORKER'’S COMPENSATION

CHIEF COMPLAINT: The patient follows up today with a chief complaint of right shoulder pain. By way of histery, she has
worked at a local manufacturing business for about five months. About a month ago she started developing significant shoulder
pain and has asked me fo evaluate this shoulder problem. She had an MRI scan completed in Tyler and had a subacromial
injection that helped her symptoms less than one hour, She said she did not have this problem with her previous job when she
worked in a grocery store. This has been a new job that requires a fair amount of sanding, use of putty, and she describes that
process to me and it sounds like a fair amount of shoulder activity. She has nad no pre-existing shoulder paihology noted.

PAST MEDICAL HISTORY; PAST SURGICAL HISTORY; FAMILY HISTORY; SOCIAL HISTORY:; REVIEW OF SYSTEMS:
See intake form.

CURRENT MEDICATIONS: Please se¢ the patient's intake record.
ALLERGIES: TUSSH,

PHYSICAL EXAMINATION: VS: BP 121/79, femp 97.4, height 5'6", weight 200 pounds. She is a pleasant female orientad to
person, place, and time.

Examination today shows she has forward flexion 130 degrees, abduction 120 degrees, external rotation 90 degrees, internal
rotation 60 degrees, with obviously some degree of arthrofibrosis about the shoulder. Her cuff strength Is excelient at 4/5 with
abduction, externai rotation in a scapular and sagittal plane, Lifi-off test is 5/5. Yergason-Speed signs are negative, but did
describe some mild biceps pain radiating down the shoulder blade posteriorly in the medial scaputar border. Spuriing-
compression test is negative. No distal paresthesias in the axillary, median, and ulnar nerves. Allen's test shows good
collateral flow. She did have several skin changes noted across the arm and these appear to be just some dry skin over the
winter season.

RADIOLOGIC EXAMINATION: Her piain films show no bony pathology. MRI scan shows mild fluid in the patient's subacromial
space with mild tendonitis at most in the patient’s supraspinatus tendon without any evidence of AC joint problems, labral
pathology, or biceps tendonitis.

ASSESEMENT: 3
1. Impingement syndrome of the right shoulder secondary to overuse. :

PLAN: At this point, the patient clearly does not need, in my mind, a surgical pracedure. | think some work restrictions are In
order. | have given those io her. She may have to consider some long —term work restrictions {o avoid the work. In five months
this patient developed shoulder problems and | find it unlikely that a work hardening program will make it greatly better. { have
given her 10 pounds lifting on the right side, no work above chest level, and no work with the right arm in extended position. |
will recheck that process in six weeks when I'm back in Tyler unfess she has had interval changes. My feeling is the patient has
to resolve the shoulder stiffness and then regain some semblance of strength in the shoulder before deciding on more
aggressive work and it may be outside what she has done in the past.

Jeffray S. Kalo, DO/pm
Dictated but not read or signed by this physician.

cc Hendricks Hospital Dr. Snow
PO Box 106 Tyler Healthcare Clinic
Hendricks, MN 56136 240 Willow St.

ATTN: Health Information Tyler, MN 56178
Attn: Quireach Services

3 2908 East 26THSTRERT Sioux FaLLs, SOUTH DakoTA 57108 » 605:336+2638: ¢ §i0:477-2809 ' PAX 605:334: 3504
§ infe@ortho-consullants.com» www.ortho-consultants.com



