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Dictation Time Length: 17:43
April 30, 2023
RE:
Richard Gatchell
History of Accident/Illness and Treatment: Richard Gatchell is a 54-year-old male who reports he was on a roller at work when it got hit by a car at 80 miles per hour. This occurred on 04/15/22, causing injuries to his head, pelvis, back, and collarbone. The collarbone was fractured and then treated with implantation of a plate on 04/17/22. He also believes he fractured his pelvis. He also had physical therapy, but is no longer receiving any active treatment.

As per his Claim Petition, Mr. Gatchell alleges he was injured on 04/15/22. A speeding vehicle entered the closed work zone and collided with the asphalt roller that he was operating. Medical records show he was seen at Cooper Hospital Emergency Room the same day and underwent numerous radiographic studies to be INSERTED. Orthopedic trauma service evaluated him with Dr. Fedorka. She diagnosed right clavicle fracture for which they discussed treatment options including surgery. He also was consulted by physiatry on 04/16/22. Dr. Cohen noted there was no loss of consciousness and he denied amnesia after the accident. His Glasgow Coma Scale was 15/15. He performed an evaluation and felt the Petitioner had decreased activities of daily living secondary to being hit by a car while driving heavy machinery, right clavicle fracture, and another diagnosis of positive COVID.

On 04/16/22, neurosurgical consultation was performed by Dr. Bilbao. He related after the crash he landed on his right shoulder and hit his head with no loss of consciousness or amnesia. He had a history of prior total hip arthroplasty and hypertension. Dr. Bilbao performed an evaluation and noted his diagnostic test results to date. His impression was subarachnoid hemorrhage following injury without mention of open intracranial wound, unspecified state of consciousness. He recommended frequent neurologic checks and to start chemical deep vein thrombosis prophylaxis in 48 hours after a stable scan was found.
He was admitted to the hospital and had additional radiographic studies whose results will be INSERTED here. On 04/16/22, Dr. Goldenberg also gave a diagnosis of scalp laceration. The Petitioner was admitted to a floor for a small subarachnoid hemorrhage with no repeat imaging. He was also going to get consultations with orthopedics and pain management.

On 04/18/22, Dr. Mashru performed open reduction and internal fixation of the displaced midshaft clavicle fracture. The postoperative diagnosis was displaced right midshaft clavicle fracture. It appears Mr. Gatchell was originally discharged from the hospital on 04/20/22. He was seen for office visit follow-up on 04/27/22 with Dr. Fox. He was 11 days status post motor vehicle accident leading to clavicle fracture, pelvic fracture, small subarachnoid hemorrhage, and a scalp laceration. The subarachnoid hemorrhage was small and did not progress. The clavicle was repaired surgically. His scalp laceration was stable, but his pelvis was treated without surgical intervention. He was on several medications. His staples were removed and he was cleared to shower. He was going to follow up with orthopedics for his clavicle and pelvis.

He saw Dr. Hubbard on 05/16/22 for a follow-up orthopedic visit. He had not taken any OxyContin since he was in the hospital. He had resumed smoking since being discharged. X-rays revealed healing open reduction and internal fixation of right clavicle fracture and healing left nonoperative acetabular fracture. He saw Dr. Mashru again on 06/23/22. His x-rays showed progressive healing of the right clavicle fracture with hardware in good position. He was referred for physical therapy for this as well as pelvic pain. Medications were continued. Ongoing care with Dr. Mashru was rendered through 06/23/22. He was nontender over the right clavicle and his wound had healed. There was no evidence of infection. He was ambulating without assistance. He was seen on 09/22/22 by Dr. Martin for orthopedic follow-up. He has severe pain in his right leg when he stands or walks for a long period of time. He also had an MRI which showed a couple of bulging discs in his lower back. He denied any pain radiating into his left leg. He had no bowel or bladder issues nor did he have numbness or tingling radiating down into his feet or toes. He does have intermittent episodes where his right leg will give out. His right shoulder wound was completely healed. There was full range of motion of the glenohumeral joint. He was nontender at the fracture site, but does have pain with flexion and extension of his lower back. This pain specialist noted a diagnosis of low back pain with spondylosis and multilevel disc bulging and healing right clavicle fracture. On 08/08/22, he had repeat x‑rays of the right clavicle. On 09/12/22, he had a lumbar MRI to be INSERTED.
Dr. Ponzio evaluated Mr. Gatchell on 10/26/22. He observed Richard was able to sit unsupported on the exam room table for over 40 minutes without changing position or being uncomfortable. Dr. Ponzio reviewed the MRI and its report. Most notably, there was degenerative disc disease at L4-L5. The report described a far lateral disc herniation at L1-L2, disc bulge at L3-L4, and a mild broad herniation at L4-L5. In his estimation, there was disc bulge at L3 through L5. He did not appreciate a herniated nucleus pulposus at L1-L2. The report describes thecal sac impingement on the left. History was also remarkable for left knee medial collateral ligament tear in high school and total hip replacement on the left. Dr. Ponzio’s diagnosis was intervertebral disc degeneration in the lumbar spine for which he ordered physical therapy. He followed up over the next several weeks running through 11/14/22. On that occasion, he had finished physical therapy. He feels capable and does not have aggravation of his symptoms performing full duties. He had returned to work on 11/21/22. He was deemed to have achieved maximum medical improvement. This visit is actually listed as 12/12/22
PHYSICAL EXAMINATION
HEAD/EYES/EARS/NOSE/THROAT: Examination of the head found it to be normocephalic. There was a healed 1-inch slightly raised scar on the scalp towards the right. It was slightly raised, but had no other signs of infection. There was no tenderness by palpation of the skull or facial bones. Sclerae were anicteric and there was no corneal or conjunctival injection. The extraocular muscles were intact. Pupils were equal and reactive to light and accommodation. Fundi were unremarkable by undilated exam. External ear canals were clear. There were good light reflexes at the tympanic membranes bilaterally. The nares were patent and the septum was midline. There was no pharyngeal exudate. The tongue was midline. Dentition was satisfactory. There was no palpable thyromegaly or cervical adenopathy.

HEART: Normal macro
LUNGS/TORSO: Normal macro
UPPER EXTREMITIES: Inspection of the upper extremities revealed no bony or soft tissue abnormalities. Inspection revealed a healed 4-inch scar overlying the right clavicle consistent with his surgery, but no swelling, atrophy or effusions. There was a rough texture to his hands bilaterally. Skin was otherwise normal in color, turgor, and temperature. Right shoulder abduction was 160 degrees, flexion 145 degrees, external rotation 75 degrees, and adduction 40 degrees. Extension and internal rotation were full without crepitus or tenderness. 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.  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. 

HANDS/WRISTS/ELBOWS: Normal macro

SHOULDERS: Normal macro
LOWER EXTREMITIES: Inspection of the lower extremities revealed no bony or soft tissue abnormalities. There was no leg length discrepancy with the examinee supine, as measured at the medial malleoli. Inspection revealed a curvilinear scar on the medial aspect of the left knee that he attributes to a medial collateral ligament tear and surgery sustained in high school. There was also a scar anteriorly longitudinally at the left hip consistent with arthroplasty. There was no swelling, atrophy, or effusions. Skin was normal in color, turgor, and temperature. Motion of both hips was full, but internal and external rotation elicited low back tenderness. Left knee flexion was to 125 degrees of flexion. Motion of the left hip, right knee and both ankles was full in all planes without crepitus, tenderness, triggering, or locking. 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 5/5 at the extensor hallucis longus and throughout the lower extremities bilaterally. There was no significant tenderness with palpation of either lower extremity.

PELVIS/HIPS: Normal macro

CERVICAL SPINE: Normal macro
THORACIC SPINE: 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. The examinee was able to walk on his heels and toes without difficulty. He changed positions without difficulty and was able to squat and rise fluidly. 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 mild tenderness to palpation about the right paravertebral musculature in the absence of spasm, but there was none on the left. There was no palpable spasm or tenderness of the 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 maneuver on the right at 65 degrees and left at 60 degrees both elicited only low back tenderness without radicular complaints. 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.
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 04/15/22, Richard Gatchell was involved in a work-related motor vehicle condition. He was operating a heavy roller machine when it was struck by another vehicle traveling at 80 miles per hour. He apparently fell out of this vehicle and sustained multiple injuries without loss of consciousness. He was seen at the emergency room the same day and underwent numerous diagnostic studies. He was then admitted for further evaluation and treatment running through 04/20/22.

On 04/18/22, he had surgery to be INSERTED here. We have a listing of another surgery on 04/24/ 22, to be INSERTED, but I do not know where that is. He followed up after discharge and participated in physical therapy. A lumbar MRI was done on 09/12/22, showing multilevel degenerative disc disease. He saw Dr. Ponzio orthopedically through 12/12/22 by which time he had returned to work and was deemed to have achieved maximum medical improvement.

The current examination found there to be healed surgical scarring about the right clavicle. There was decreased range of motion about the right shoulder, but provocative maneuvers there were negative. He did have scarring on the upper forehead towards the right measuring 1 inch in length and was slightly raised. He was neurologically intact. He had full range of motion of the hips bilaterally, but internal and external rotation elicited low back tenderness. There was no localized hip or pelvic tenderness when these maneuvers were conducted. Provocative maneuvers about the hips and pelvis were negative.

There is permanent disability to the following areas: right clavicle, right hip, pelvis, head, and rib. There is 1% permanent partial total disability for the cosmetic residuals of his head/facial scar. He apparently did have a subarachnoid hemorrhage for which I would give 2.5% permanent partial total. At the pelvis, there is 3.5% permanent partial total disability. There is 0% permanent partial total disability at the ribs.
