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Dictation Time Length: 19:39
July 4, 2023
RE:
Troy Sullivan
History of Accident/Illness and Treatment: Troy Sullivan is a 61-year-old male who reports he was injured at work on 09/22/20 when he slipped on a pickle. As a result, he believes he injured his right leg and back and he went to Mainline Hospital Emergency Room. With this and subsequent evaluation, he understands his final diagnosis to be a spiral fracture of the right tibia. This was repaired surgically on 09/23/20, 10/20/20, and 11/20/20. He continues to receive pain management from Dr. Polcer.

As per his Claim Petition, he alleged he slipped and fell on 09/20/20 resulting in injuries to the lumbar spine and right leg, right foot and had scarring. Medical records show he was seen at Atlantic Care on 09/23/20 who noted he had originally been seen in the emergency room that morning after a fall at work. He was walking out from the walking refrigerator and his left leg slipped forward at which time his right leg went backwards resulting in him doing an awkward straddle. He had immediate right lower extremity pain as a result. He hit his head, but did not have loss of consciousness. He adamantly denies hitting his chest or abdomen. He actually called his brother who brought him some crutches so that he could get home. This morning the swelling had increased and the pain was worse so they went to the emergency department. Imaging showed a distal tibia fracture. While here, he was diagnosed with a distal right tibia fracture and was admitted to the hospital. He was to undergone numerous diagnostic studies including CAT scan of the head and cervical spine, chest x-ray; x-ray of the pelvis was negative for acute injury. That same day, he underwent a consultation by Physician Assistant Berry. His assessment was spiral fracture of the right tibia with extension to the ankle joint for which they planned on pursuing surgical intervention. It was also noted x-rays of the pelvis showed no acute fracture. There was a well-corticated osseous body inferior to the left femoral head, possibly an intraarticular body; right femoral neck synovial herniation pit. He was taken to the operating room where he underwent intramedullary rodding of the tibia and open reduction and internal fixation of the distal tibia on the day of admission. His pain was well controlled overnight. He was discharged from the hospital.

Postoperatively, he was seen on 09/25/20 by Dr. Cruz also at Atlantic Care. He had surgical repair of his wound three days ago, but presents with bleeding from the surgical site. He underwent an evaluation that found bleeding from the wound. This was addressed with incision care. He was to return to the emergency room if he had further problems. On 10/06/20, he was seen by Ms. Carrasco for fitting on a brace that was supplied. On 10/13/20, he was seen by Dr. Bazylewicz at Rothman Orthopedics. He noted he was three weeks status post intramedullary nailing of right tibia shaft fracture and open reduction and internal fixation of right pilon fracture. He had been seen one week ago and had possibly hematoma versus infection at the site of fracture. He decided to observe and see if it developed worsening drainage or redness versus any resolution in the case of hematoma. He still had pain. X-rays showed incompletely healed right tibia shaft fracture with intramedullary nail in good position. There were no signs of complication on imaging. He was advised to quit tobacco. The plan was for removal of the nail, irrigation and debridement and placement of antibiotic rod and plan for definitive fixation down the line once the infection resolves. He did go to AtlantiCare Emergency Room again on 10/16/20 for additional surgery. He was seen by Dr. Bazylewicz again on 10/16/20 when he had the opportunity to review the right tibia cultures. He performed right tibia removal of deep hardware; right tibia irrigation and debridement, sharp excisional debridement including skin, subcutaneous tissue, fat, fascia and bone; creation and insertion of intramedullary antibiotic rod of the right tibia. The postoperative diagnoses were right tibia infected hardware and right tibia shaft fracture. His healing was monitored closely by Dr. Bazylewicz over the next several weeks. At follow-up on 01/19/21, the Petitioner related to Dr. Bazylewicz that contrary to medical advice he began weightbearing on his own at home several days ago. He had a CAM boot. He underwent serial x-rays. Follow-up with Dr. Bazylewicz was continued through 06/22/21. He wrote Mr. Sullivan developed a slight malunion of the distal tibia and has been treated with medial arch support orthosis. He was doing better and had been performing work hardening including the ability to walk a mile. X-rays demonstrated no change in alignment of the right distal tibia fracture. The fracture was healing and maturing and healed. The intramedullary nail was also noted. Dr. Bazylewicz opined the fracture was healed and his symptoms were unlikely to change from where they are, so consider him at maximum medical improvement. Long-term limitations in terms of ability to walk longer than 1 mile or stand for multiple hours of time, but he can stand and walk enough to perform many job requirements. On 11/20/20, Dr. Bazylewicz performed removal of antibiotic rod in the intramedullary canal of the right tibia and right tibia shaft intramedullary nailing. The postoperative diagnoses were right tibia shaft fracture. The Petitioner was also seen by infectious disease specialist Dr. Trivedi on 10/22/20 as a hospital follow-up. He was currently on Bactrim. He was having some nausea from heartburn as well as some diarrhea, but had Chinese food the night before and thought that was why. He was to continue follow-up with Dr. Bazylewicz and Bactrim for 14 days. Labs were to be rechecked. On 11/13/20, he was seen by the associate named Dr. Baptist. His assessment was acute right lower extremity complicated skin and skin structure infection.

On 02/09/22, Dr. Diverniero performed a need-for-treatment evaluation. He needed updated diagnostics and reviewed them before his recommendations were made. Follow‑up with Dr. Diverniero continued through 01/18/23. He reported being treated by a neurologist over the summer and was sent for therapy. He was weightbearing with a cane. He complained of a global body pain and numbness in his legs and feet. He is unable to stand for more than 1 to 2 hours at a time and was not working. At this point, Dr. Diverniero recommended he be evaluated by a neurologist for his ongoing neurologic symptoms. From an orthopedic perspective, there was really nothing else that can be done so would consider him at maximum medical improvement. On 02/14/22, he underwent x-rays of the right tibia and fibula. There was chronic appearing fracture of the medial malleolus and satisfactory appearance of the tibia open reduction and internal fixation. He was seen by neurologist on 03/10/20 named Dr. Youssef. His conclusion was Mr. Sullivan had a fracture of the right tibia resulting in possible complicated nerve damage. The nerve damage is not curable at this point as it is a result of the multiple surgeries done on the right leg. The limited range of motion of the ankle and toes are due to the complication of the surgeries as opposed to nerve damage. He had swelling of his right leg so EMG/NCV would not be a valid test. He did recommend physical therapy and pain management and was discharged from his care. He followed up with Dr. Youssef on 06/10/22, requesting more therapy. He was still seeing pain management. Another course of therapy was ordered. On 08/05/22, he still complained of pain in the right leg and difficulty walking. He was given Lyrica by pain management. He also complaints of dizziness and lightheadedness and that his memory was not short. He was discharged from Dr. Youssef’s care to follow up with his other specialist.

He was seen by pain specialist Dr. Polcer on 04/21/22. He prescribed pregabalin and a Medrol Dosepak. He followed Mr. Sullivan’s progress closely during which time medication adjustments were made. This included the initiation of Lyrica. His lot of visits occurred via telemedicine. The last such visit was on 02/02/23. Diagnostic assessment included pain in the right leg as well as unspecified neuralgia and neuritis. The Petitioner was taking meloxicam, Lyrica, and amitriptyline. He had been doing fairly well and his overall pain was under control. He had no adverse side effects. Ongoing treatment was palliative only and he was advised to follow up on an as-needed basis.
PHYSICAL EXAMINATION
GENERAL APPEARANCE: He had a thin long ponytail.
UPPER EXTREMITIES: Normal macro
LOWER EXTREMITIES: His feet looked somewhat cyanotic bilaterally in the dependent position. The right foot and lower quadrant were cool to touch. He had multiple healed surgical scars from just above the right knee down to the ankle with hyperpigmentation. 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. There were no scars, swelling, atrophy, or effusions. Skin was normal in color, turgor, and temperature. Knee flexion was from –10 to 35 degrees. Right ankle flexion was 20 degrees and dorsiflexion between 5 and 10 degrees. Inversion and eversion were met with guarding. Motion of the left ankle and knee as well as both hips was full in all planes 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 3+ for resisted right extensor hallucis longus and plantar flexor strength, 4+ hamstring and 4/5 of the quadriceps. Manual muscle testing on the left was 5/5. He was tender to palpation of the medial aspect of the right ankle, but there was none on the left.
KNEES: Normal macro

FEET/ANKLES: Normal macro

CERVICAL SPINE: Normal macro

THORACIC SPINE: Normal macro

LUMBOSACRAL SPINE: He ambulated with an antalgic gait on the right, but no assistive devices. He changed positions slowly and was able to squat to 50 degrees and rise. Inspection of the lumbosacral spine revealed normal posture and lordotic curve with no apparent scars. He sat comfortably at 90 degrees lumbar flexion, but actively flexed to 55 degrees and extended to 15 degrees. Bilateral rotation and side bending were accomplished fully. 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.

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 09/22/20, Troy Sullivan slipped while coming out of a freezer box and fell, primarily injuring his right lower extremity. He was seen at the emergency room the following day. He underwent several diagnostic studies identifying a fracture of the right distal tibia. He was admitted for surgical intervention. He was released on medications, but then had a second procedure done to be INSERTED here. He followed up regularly with Dr. Bazylewicz and Dr. Diverniero. A third surgical procedure was done to be INSERTED here. He had serial x-rays performed. He did develop an inspection and some type of neurologic issue. He was seen by neurologist Dr. Youssef. Dr. Polcer treated him with various pain medications. Dr. Trivedi treated his infection.

The current examination found there to be decreased range of motion about the right ankle and knee. There was no substantive swelling about either of these areas. Provocative maneuvers there were negative. He had mildly decreased strength in the right lower extremity and tenderness along the medial ankle. Provocative maneuvers were negative. He ambulated with an antalgic gait, but no hand-held assistive devices.

This case represents 12.5 to 15% permanent partial disability referable to the statutory right foot. There is 0% permanent partial or total disability referable to the lumbar spine, head, and probably the right leg since this was a distal fracture. In terms of scarring, there is some hyperpigmentation about the anterior aspect of the right lower extremity consistent with the typical postsurgical scars.
