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Dictation Time Length: 11:04
April 16, 2023
RE:
Helen Flanagan
History of Accident/Illness and Treatment: Helen Flanagan is a 63-year-old woman who reports she injured her left leg at work on 09/04/22. At that time, she fell over a butler vacuum in the dark trash room. She struck her left knee and twisted her left foot. She did not go to the emergency room afterwards. She had further evaluation, but did not undergo surgical intervention. She is no longer receiving any active treatment. She relates that in January 2022, she underwent surgical removal of a bunion after which she developed complex regional pain syndrome. She was still in treatment for this at the time of the subject event. She denies any subsequent injuries to the involved areas.

As per her Claim Petition, the supervisor turn the light off in the trash room and the Petitioner fell over the butler and broom, injuring her left knee and left foot. Treatment records show she was seen at urgent care on 09/04/22. She stated she tripped in a dark room getting trash bags and injured her left knee. She was on a host of medications and had a history of foot surgery. She was examined and underwent x-rays of the left knee that showed no evidence of acute osseous abnormality. X-rays of the left foot showed no evidence of acute osseous abnormality. She was treated and released with a diagnosis of left knee sprain and contusion of the left foot.

She was then seen on 09/09/22 by Dr. Mehta. She continues to complain of left knee pain. She was already taking pregabalin 150 mg twice per day. She had still been going to physical therapy. She stated she needed to go back to work on July 18 or she would lose her job. She had a surgery on the left foot in January 2022. She had severe pain in the left foot afterwards and underwent four emergency room visits. They ruled out a blood clot. Dr. Mehta diagnosed acute pain in the left knee and foot with complex regional pain syndrome type II of the left lower extremity. She was to continue her pregabalin and then take meloxicam as a new medication. Per review of the x-rays, he did not appreciate a chipped bone on the left foot or any acute fracture or dislocation in the foot or knee. If she has persistent severe pain in both areas, he would suggest a CAT scan of the left foot. She also should continue in her knee immobilizer.

On 09/13/22, Ms. Flanagan was seen orthopedically by Dr. Diverniero. He learned of the incident in question as well as her preexisting complex regional pain syndrome after undergoing left foot surgery in January 2022. This was treated and being controlled by Lyrica. He performed an exam and found tenderness to palpation about the left foot with focal weakness. There were no abnormal temperature changes and sensation was intact. Range of motion was within normal limits. At the left knee, there was medial patellofemoral tenderness on palpation with normal motion from 0 to 130 degrees. She had normal sensation to light touch and had no skin color changes. She ambulated with a normal reciprocal gait pattern. He noted x-rays of the left foot demonstrated a first MTP fusion plate and screws. Joint position looks good. Fusion looks stable and there is no evidence of fracture. X-rays of the left knee demonstrated medial joint space narrowing, but no effusion or fracture. He diagnosed acute pain of the left knee and foot as well as contusion of the left knee and left foot. He recommended conservative treatment. He referred her for physical therapy about the left knee. She was continuing treatment with her pain specialist and he would not change her Lyrica or meloxicam. He recommended therapy for her foot and ankle and cleared her to work in a sedentary position. She returned to Dr. Diverniero on 10/04/22, stated she was doing better. Although she was placed on sedentary work restrictions, she was out of work. She related physical therapy had helped and she feels like she has returned to her baseline. She was going to finish out the remaining week and then return to full duty. Clinical exam found no tenderness to palpation about the left foot or knee. There was focal weakness in the left foot. There were no abnormal temperature changes or skin color changes.
PHYSICAL EXAMINATION
GENERAL APPEARANCE: She carried an extremely large purse without any difficulty. She wore colorful slide type shoes. She had a knee sleeve with her, but was not wearing it.
LOWER EXTREMITIES: She pulled up her sweatpants to allow for visualization. This revealed a large bunion on the right foot and a bunionectomy scar on the left. There were also right second toe hammertoes. There was healed surgical scarring on the top of the first left metatarsal measuring 1.75 inches in length. Skin was otherwise normal in color, turgor, and temperature. Range of motion was accomplished fully in all planes at the hips, knees, and ankles 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- for resisted left hamstring and plantar flexor strength, but was otherwise 5/5. She was tender to palpation about the left medial knee. The left great toe had decreased flexion.
KNEES: Normal macro

FEET/ANKLES: 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. She was able to walk on her heels and stand on her toes. She changed positions fluidly and was able to squat to 80 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.

There were no skin or temperature changes consistent with CRPS. She complains of both feet get cold secondary to weather and wearing her slider type shoes.
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 09/04/22, Helen Flanagan tripped at work injuring her left knee and foot. She was seen that same day at urgent care where x-rays showed no acute abnormalities. They did ascertain a history of prior surgeries to the left foot resulting in complex regional pain syndrome. She did see her pain specialist Dr. Mehta on 09/09/22. She also was seen orthopedically by Dr. Diverniero. He repeated x-rays that were described above. After a brief course of physical therapy she was doing well. She felt back to her baseline and clinical exam was unrevealing.

The current clinical exam found her to walk with a physiologic gait. There was full range of motion of the left ankle and knee, but decreased flexion about the left great toe consistent with her prior surgery. There were healed surgical scars and bunions bilaterally. She could stand on her toes and walk on her heels. No hand-held assistive device was utilized for ambulation.

There is 0% permanent partial disability referable to the statutory left foot or leg as it relates to the subject event. Her preexisting and ongoing complex regional pain syndrome of the left foot was not permanently aggravated or accelerated to a material degree by the subject event.
