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Case Review

February 23, 2023
RE:
Michael O’Shea

According to the records provided, Michael O’Shea presented to Newark Beth Israel Medical Center Emergency Room on 05/19/11. He complained of left knee pain secondary to a trip and fall on stairs. He is 78-year-old with a history of hypertension, hyperlipidemia, and coronary artery disease with stents. He was walking down the stairs and tripped and twisted his left knee. He did not fall on the knee nor did he sustain any other trauma. He was evaluated and underwent x-rays of the left knee that showed osteoarthritis with effusion. There was no fracture or dislocation seen in the left femur, knee, left tibia or fibula. He was treated and before being released he underwent a CAT scan of the left lower extremity above the hip to below the knee. There was a small intramuscular or deep fascial hematoma involving the distal muscle bellies of the vastus intermedius, vastus lateralis, and rectus femoris. He also had soft tissue reticulation and edema in the anterior and subcutaneous tissues of the left distal thigh and knee. There was no bony fracture or dislocation, but there was a small suprapatellar joint effusion and osteoarthritic changes.
Mr. O’Shea was advised to remain in the hospital, but he wanted to leave. He declines further testing. This was against medical advice. The patient and his wife insisted on transfer to another facility and did not want to stay for further management. A knee immobilizer was placed by orthopedics.

On 05/20/21, he was seen at Robert Wood Johnson Emergency Room. They noted his evaluation at the previous emergency room and performed a clinical exam. He was diagnosed with left thigh injury, leg hematoma and ambulatory dysfunction. He did have a CAT scan of the left femur that found diffuse edema of the left thigh musculature involving the abductor, extensor, and adductor muscle compartments. There was a few subcutaneous edema of the anterior left thigh. Small hyperdense collection in the adductor muscle compartment may represent a hematoma. Hyperdense foci in the anterior thigh probably representing calcifications. No acute fracture. Correlation should be made for signs and symptoms of deep vein thrombosis with a possible duplex study of the lower extremity. He had subcutaneous edema involving the anterior left thigh. He had swelling and edema of the abductor, extensor and adductor compartments of the left thigh. He then underwent an orthopedic consultation by Dr. Mascarenhas. His diagnosis was a 78-year-old male with left thigh hematoma. Mr. O’Shea underwent another consultation on 05/20/21 by vascular surgery. He wrote that there was no evidence of large vessel/arterial compromise, no acute vascular surgical interventions necessary. The rest of his care was going to be administered by his primary care physician.

On 06/14/21, he was seen by Dr. Mulholland. He was four weeks out from the injury and still cannot do a straight leg raise. He is here today to get a physical therapy prescription. He had been in subacute rehabilitation over the last three weeks. He noted the claimant was admitted to the hospital. A CTA showed small joint effusion in the popliteal cyst. There was some atherosclerosis. Venous Doppler ultrasound showed no sign of a deep vein thrombosis. CAT scan of the femur showed diffuse subcutaneous edema in the anterior aspect of the left thigh. There was a hematoma in the anterior aspect of the left thigh measured at 7.2 cm. He was examined and found to have soft tissue swelling directly above the left patella, making it difficult to palpate the quadriceps tendon well. He had at least a 45-degree extensor lag. There was firmness of the musculature in the quadriceps region consistent with a hematoma. There was no palpable tenderness of the knee. He had good passive flexion of the knee with negative provocative maneuvers. He recommended an MRI of the knee out of concern for possible quadriceps tendon rupture.

Left knee MRI was done on 06/18/21 and showed numerous abnormalities that will be INSERTED here as marked in his progress note. On 06/25/21, Dr. Mulholland performed left quadriceps tendon repair and repair of knee capsule. The postoperative diagnosis was left quadriceps tendon rupture. He followed up postoperatively with Dr. Mulholland running through 01/19/22. He had ongoing knee pain despite extensive conservative management that included activity modification, home therapy, NSAIDs, and bracing. A corticosteroid injection was administered to the knee. Dr. Mulholland deemed he had reached maximum medical improvement. Standing x-rays of both knees found bone-on-bone arthrosis in the medial compartment with tricompartmental arthritic changes in the left knee subchondral sclerosis. There were drill holes in the patella consistent with his quadriceps tendon tear. Exam found knee motion with a 5-degree extension lag and flexion to 95 degrees. His endpoint did not feel hard. He was able to be stretched to full extension. He had fairly good quadriceps tone, but still needs to go up steps one at a time. The opposite knee has a 15-degree flexion contracture and flexes between 85 to 95 degrees approximately. Range of motion of the left knee is relatively intact compared to the right. He was able to straight leg raise well. Dr. Mulholland could not palpate the defect in the quadriceps tendon now.

On 01/27/22, he was seen by Dr. Gehrmann. He noted the history of Mr. O’Shea’s injury and treatment and performed an evaluation. He noted in addition to the well-healed incision on his left knee from surgery, he also had prior scars from a motorcycle accident many years ago. His leg length was symmetric. His left injured knee ranges from 5‑degree flexion contracture to about 85 degrees of flexion. The unaffected right knee ranges from 5-degree flexion contracture to about 95 degrees of flexion. There was no effusion, but he had some decreased patellar mobility on the left compared to the right. He had crepitus throughout range of motion of both knees. He can actively straight leg raise, but has a 5-degree to 7-degree flexion contracture on both knees. He was observed ambulating up and down the hallway at a slow steady pace that did not appear painful for him. He did not observe the presence of any splints or hand-held assistive devices for ambulation. Dr. Gehrmann then performed x-rays that showed severe tricompartmental arthritis with near complete loss of the medial compartment. The patella appears to be appropriately located at a height that is consistent with an intact quadriceps tendon. He does not have a patella baja. Mr. O’Shea did not have complaints of pain at that time. He understood his arthritis was clearly chronic and his range of motion was limited nearly to the same degree in his uninjured leg and this is not related to his injury. His strength was mildly diminished and he appears to have not recovered any significant endurance in his legs at that point in time. Mr. O’Shea wanted to attempt to return to work, but feels his endurance and limited ability to walk around for a prolonged period of time would inhibit him from doing so. Dr. Gehrmann then recommended a physical therapy program. As a checker at the ports, it does not require any strenuous lifting but does require merely walking. If he can build his endurance over the course of the next month, Dr. Gehrmann would say he is then able to return to work without any restrictions. He would benefit from utilization of a treadmill and other machines that might help with his ability to walk around for prolonged periods of time. After completion of physical therapy, if he is unable to return to work, he would be deemed to have achieved maximum medical improvement and would no longer be able to participate in his job function.

FINDINGS & CONCLUSIONS: On 05/19/21, Michael O’Shea tripped and fell injuring his left leg at work. He was seen in the emergency room the same day. They initiated an appropriate diagnostic workup, but he wanted to be transferred to another facility. He then went to Robert Wood Johnson Emergency Room where he had further diagnostic testing and consultations. This included one by Dr. Mulholland who diagnosed a quadriceps tear. On 06/25/21, he performed surgery to be INSERTED here. Mr. O’Shea followed up along with rehabilitation through 01/19/22. He also saw Dr. Gehrmann on 01/27/22 who recommended an additional course of therapy. It is my understanding that Mr. O’Shea had attended 62 sessions of therapy in New Jersey. The current therapy prescription of 02/04/22 was acknowledged and he was to begin therapy at their facility on 02/09/22.

This case will be rated using the 6th Edition for a left quadriceps tendon tear repaired surgically with a good result. He did not utilize a handheld assistive device at the termination of care, but he did walk with a slow gait. He had decreased range of motion about both knees comporting with the extensive advanced degenerative joint disease bilaterally. Clinical exam was noted above. He did have decreased range of motion about the left knee that was only slightly reduced compared to the right.
