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Dictation Time Length: 30:14
August 27, 2023
RE:
Mark Williams
History of Accident/Illness and Treatment: Mark Williams is a 66-year-old male who reports he injured his left knee at work on 01/27/17. He currently presents with a fusion of his wrist, so needed assistance in filling out his intake paperwork. According to the information obtained from the examinee in this fashion, on 01/27/17, he was simply getting off of his forklift and felt his left knee pop. There was no trauma directly to the knee nor did he twist it or fall. He had extensive evaluation leading to what he understands to be diagnosis of a broken knee replacement. He has undergone 23 surgeries in total on this knee. He is no longer receiving any active care. He relates that in 2010 he broke the same knee and it got infected. In 2017, he underwent knee replacement surgery that got infected approximately four more times. He denies any subsequent injuries to the involved areas.

As per the extremely voluminous records provided, Mr. Williams was seen by WorkNet on 01/27/17. He had a history of bilateral knee replacements and had left knee replaced in 2005. He was climbing down from a large forklift when he twisted his left prosthetic knee and felt a snap. He was complaining of pain and swelling and instability of the knee. The right knee had been replaced in 2012 and the left knee in 2005. He had lumbar surgery in 2000 and cervical fusion in 2016. He was currently taking ibuprofen and Lyrica. He was found to have anterior-posterior laxity at the inferior joint. There was tenderness and palpable swelling, but no erythema. He had a healed surgical scar of total knee replacement. He was diagnosed with instability at the left prosthetic knee secondary to a fall as well as degenerative joint disease of the knees and spine. He was placed on Relafen instead of Motrin and advised to apply cryotherapy. He also was quickly referred for orthopedic consultation.

On 02/03/17, he was seen by Dr. Leitman. He reported the mechanism of injury and that he had right total knee arthroplasty in June 2011, left knee total arthroplasty in 2005, and revision of that arthroplasty in June 2010 by Dr. Newcomb. X-rays on this visit showed the implants in good position. Dr. Leitman diagnosed him with primary osteoarthritis of the left knee. They discussed various treatment options. On 05/01/17, he returned status post left total knee revision on 04/18/17. He followed up on this orthopedically with various providers. On 08/23/17, Dr. Smucker wrote he was status post left knee arthroscopy on 08/01/17. He also had a seroma identified of the skin. On 12/13/17, he followed up with Dr. Smucker status post left knee surgery on 11/30/17. His assessment was infection of prosthetic knee joint, traumatic hematoma of the left knee, and mechanical complication of prosthetic knee implant. He also carried a diagnosis of primary osteoarthritis of the left knee. He was status post revision of his broken polyethylene on 04/18/17. On 07/03/17, he underwent revision arthrotomy with repair. He underwent revision quadriceps tendon repair on 08/01/17. On 08/31/17, he underwent revision quadriceps tendon repair with allograft tendon. He was followed closely for infections. On 03/01/18, he underwent left knee explantation. He followed up after that on 04/26/18, status post explantation of total knee with antibiotic spacer. On 02/04/19, he followed up with Dr. Smucker. He noted a list of several medications that the claimant was taking. These included Suboxone. He had a history of illicit drug abuse in the past. Dr. Smucker enumerated all of his surgeries and they will be INSERTED here if they were not already captured from what I just read. One of these included a right knee surgery on 06/09/11 involving total knee arthroplasty. Mr. Williams was also seen by Dr. Gelman on 02/20/17. He felt it would not be unreasonable to aspirate the left knee effusion and assess the synovial fluid for bacteria. Such treatment would be prior to operative intervention. Serum laboratory markers should also be assessed. If the knee is negative for a septic knee, he may benefit from a left knee arthrotomy with revision arthroplasty based on intraoperative findings. He compared the examinations by Dr. Arena in 2012 and 01/27/17. If he accepted Mr. Williams’ description of the mechanism of injury, this would be causally related to the subject event. While Mr. Williams may have had some mechanical issues as suggested in the 2012 time period, it does appear that which occurred on 01/27/17 has affected the mechanics of the implant and thus the need for treatment intervention.

On 04/10/17, he was seen by pulmonary specialist Dr. Jones. Mr. Williams had a history of COPD and was experiencing an exacerbation. On 04/11/17, he was seen by Dr. Goodman at Total Care Physicians who appear to be his primary care location. He was referred for an EKG and pulmonary function testing.

On 04/18/17, Dr. Smucker performed revision of left knee replacement, tibial component only. The postoperative diagnosis was mechanical complication of left prosthetic knee implant. While hospitalized, he had additional specialist consultations. On 07/03/17, he had excision of a poorly healing anterior scar of the left knee, incision and debridement of left knee seroma, left knee arthrotomy with revision closure of quadriceps tendon. The postoperative diagnosis was postoperative seroma, poor healing of the anterior wound, separate fistulas from the intraarticular space through the quadriceps tendon repair into the subcutaneous space. On 08/01/17, Dr. Smucker performed left knee revision arthrotomy with revision quadriceps tendon repair. The postoperative diagnosis was deep wound dehiscence with incomplete healing of quadriceps tendon. He underwent another procedure on 11/30/17. Dr. Smucker performed irrigation and debridement with revision of tibial polyethylene liner and debridement of allograft tendon. The postoperative diagnosis was infected left total knee arthroplasty. He was discharged from the hospital on 12/04/17 by which time he had placement of a PICC line for intravenous antibiotic therapy at home. On 12/27/17, he saw the infectious disease specialist again. Past medical history was quite lengthy including back pain, bilateral carpal tunnel syndrome, bronchitis, COPD, depression, GERD, hard of hearing, osteoarthritis, shortness of breath, drug addiction, fainting episodes, staph infection, infection of total knee replacement, and effusion of the left knee. The latter diagnosis showed no growth by culture. He was referred for additional laboratory studies and was advised to continue use of vancomycin. Additional specialist consultation with Dr. Hollinger continued on 06/21/18. At that time, his most recent culture from 03/01/18 showed yeast and rare bacillus species. He recently had been diagnosed with Candida albicans and was placed on fluconazole. On 01/04/18, Dr. Zabel performed excisional debridement left knee wound with bilateral fasciocutaneous flap and placement of Oasis ACell matrix. The postoperative diagnosis was non-healing left knee wound. Another operative procedure was conducted by Dr. Zabel on 01/18/18. This was staged reconstruction of left knee wound with full thickness skin graft from the abdomen. The postoperative diagnosis was left knee wound.
He was also seen by Dr. Cohen at Christiana Care Health Services on 03/01/18 for antibiotic management. Dr. Smucker performed explantation of left total knee prosthesis with placement of antibiotic loaded static cement spacer on 03/01/18. The postoperative diagnosis was infected left total knee arthroplasty with chronic wound healing problems. He once again followed up postoperatively and was on antibiotics. He was admitted to the hospital again and discharged on 05/02/18 due to bacteremia and infection of the left knee.

A high-level second opinion was performed on 05/10/18 by Dr. Ong. His impression was chronically infected left knee prosthesis with deficient extensor mechanism and actively draining sinus tract. He did reference preexisting total knee replacement that was injured at work on 01/27/17. He cited the operative interventions complicated by various infections. He was in agreement with Dr. Smucker that the patient will require revision of his cement spacer. Once the infection is eradicated, a new knee prosthesis could possibly be re-implanted. However, because the patient also has a deficient extensor mechanism this will need to be addressed. He underwent surgery by Dr. Smucker again on 05/15/18, to be INSERTED here with the procedure and postoperative diagnosis as marked. He underwent another surgery on 07/12/18 by Dr. Smucker with the same instructions. INSERT the procedure and the postoperative diagnoses that are marked. On 01/08/19, Dr. Dross performed successful left knee aspiration. The claimant then came under the care of Premier Orthopedics beginning 08/30/19 with Dr. Costanzo. His assessment was retained left knee spacer status post multiple extensor mechanism disruptions and infections including yeast reportedly. He had a negative aspiration in 2019, but Dr. Costanzo did not see that report. They discussed various treatment options. He expressed interest in evaluation for a free flap procedure. On 09/16/19, he was seen by plastic surgeon Dr. Walchak. Before considering surgery, he advised the patient had to stop smoking. Also, there was a distinct possibility that revision could lead to eventual amputation given his overall complicated picture. He did think it might be possible to cover his planned new knee prosthesis with muscle from a hemi-gastroc flap medially. He did not see any direct indication for free flap. He was seen by Dr. Kovach on 11/05/19. He recommended evaluation by Dr. Lee for possible exchange of spacer and free flap reconstruction. They discussed free flap reconstruction versus fusion versus amputation. On 11/30/20, he submitted to resection arthroplasty and placement of static antibiotic spacer and complex wound closure. I believe this was from Dr. Kovach. He did see Dr. Lee on 01/15/20 who recounted the claimant’s complicated course of treatment. At that juncture, he would like to proceed with re-implantation of a total knee prosthesis if able. He then continued to see other orthopedists including Dr. Collins and Dr. Boden into 2020. He followed up with Dr. Lee on 12/23/20 following resection arthroplasty of infected left total knee. He was doing well and tolerating antibiotics. He was placed in a hinged knee brace locked in extension. He was to continue antibiotics per the infectious disease service. He followed up with Dr. Lee and on 03/16/22 had x-rays done. Infectious disease did continue to follow him throughout 2020. On 12/02/20, they wrote findings from cultures and cell counts are consistent with relapsed left knee PJI though appears to have a new pathogen – E. faecalis. He had a limp salvage attempted with ROH/spacer on 11/30; the prognosis is uncertain. He would require about six weeks of intravenous antibiotics and then at that time re-implantation. He had a telemedicine visit on 01/12/21 with infectious disease specialist Dr. Silibovsky. He also followed Mr. Williams’ progress over the ensuing months running through a date that I cannot identify. He had another surgery on 07/14/20 by Dr. Kovach. This was on the right knee and postoperative diagnosis and procedure will be INSERTED here as marked. On 08/19/20, Dr. Kovach performed left knee irrigation and debridement with hinged mechanism exchange of the left knee. The postoperative diagnosis was wound breakdown following complex revision of re-implantation of the left knee complex wound coverage. He indeed went on to another surgery by Dr. Lee on 03/02/21. This involved complex re-implantation of the left total knee. The postoperative diagnosis was status post resection arthroplasty, chronically infected total knee on the left side. Earlier records show in fact Mr. Williams was attended to by EMS personnel on 07/18/13. He stated the previous day he was unloading a truck at work and felt pain in his left flank. He was taken to the emergency room.
PHYSICAL EXAMINATION
GENERAL APPEARANCE: He wore a Wildwood Motorcycle hat. He had a raspy voice with some shortness of breath. He states he has given up motorcycles although was wearing a Harley-Davidson shirt.

LOWER EXTREMITIES: There were numerous healed scars about the lower extremities. On the anterior right thigh was a scar measuring 11.5 inches in length. On the medial and anterior aspect of the right knee was a longitudinal scar measuring 6.5 inches in length. At the left anterior thigh was a long teardrop fleshy scar measuring 8 inches in length longitudinally and 3.5 inches transversely. It did have a linear stem emanating from the most superior aspect that measured another 1.5 inches in length. There were no signs of infection. Motion of the left knee was from 0 to 85 degrees of flexion with crepitus. Motion of the right knee was from 0 to 125 degrees with crepitus, but no tenderness. Motion of the hips and ankles was full in all planes without crepitus or tenderness. Manual muscle testing was 5–/5 for resisted left quadriceps extensor hallucis longus and plantar flexor strength, but was otherwise 5/5.

KNEES: Knee maneuvers I believe were negative.
THORACIC SPINE: Normal macro

LUMBOSACRAL SPINE: He ambulated with a limp on his left. He did some adjustment of his shoes in which he placed a lift and reduced his limp. He did not use a hand-held assistive device. He was able to stand on his heels and toes while holding. Inspection revealed a midline longitudinal scar consistent with his history of surgery. Active flexion and extension were to 150 and 20 degrees respectively. Bilateral rotation and side bending were full.
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 01/27/17, Mark Williams was doing the routine tasks of stepping down from a forklift when he felt a pop in his left knee. He had previously undergone left total knee arthroplasty and I believe a second surgery. He quickly was seen at the urgent care facility and then transferred for orthopedic specialist consultation. He did have numerous orthopedic and other specialist consultations over the next few years. He also submitted to numerous surgical procedures as noted above. His last visit with Dr. Lee was actually on 12/21/22. Unfortunately, Mr. Williams’ left knee condition was complicated by multiple and ultimately chronic infection.

The current exam found there to be decreased range of motion about the left knee more so than the right, both with crepitus. Provocative maneuvers at the left knee were negative. The left leg was 1.5 inch shorter than the right. It was for that reason he used a heel lift. He ambulated with a limp on the left, but did not use a hand-held assistive device. He was able to stand on his heels and toes and not squat. He relates that his right thigh was used for the skin flap placed on the left leg.

This case will be rated using the 5th Edition of the AMA Guides for status post left total knee surgery complicated by breaking of the polyethylene on the subject event. He then went on to have multiple additional surgeries and a mediocre clinical result in terms of range of motion. He did have swelling of the left knee and borderline atrophy of the left thigh which will likely be taken into account for his physical exam findings. His functional status will consider his limp on the left.
