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Dictation Time Length: 06:48
November 6, 2023

RE:
James Marshall III
History of Accident/Illness and Treatment: As you know, I previously evaluated Mr. Marshall III as described in the report cited above. He is now a 65-year-old male who again reports he was injured at work on 10/11/07 when involved in a horseracing accident. As a result, he believes he injured his right ribs and right ankle. He did go to the emergency room afterwards. Further evaluation led to a diagnosis of what he understands to be a fractured talus bone. This was repaired surgically with implantation of a screw in 2008. He periodically gets additional treatment from Dr. Greene at Seaview Orthopedics by way of injections. These provide him with equivocal relief. The last one was about a year ago.

As per the records provided, he did receive an Order Approving Settlement on 01/25/10 and then applied for a reopener.

Additional medical records show he was in fact seen by Dr. Greene on 11/02/17 complaining of right foot and right ankle pain. He had undergone three surgeries after which he had worsening symptoms. In the interim, he did receive injections to the ankle, but was no longer wearing a brace. He does wear high-top boots. He does utilize glucosamine and chondroitin. He denies any interval injuries. Ankle x-rays showed degenerative changes at the level of the tibiotalar joint as well as at the level of the subtalar joint with what appears to be some avascular necrosis at the level of the talus. His assessment was talar fracture, now with posttraumatic arthritis and avascular necrosis secondary to his talar fracture. He did require further treatment at that time in terms of bracing. He also recommended a new MRI. He also discussed the potential for performing various types of injections. He also provided recommendations with respect to additional surgery.
On 12/18/17, he had an MRI of the right ankle compared to a study of 10/17/07. INSERT that here. He had a CAT scan of the right ankle on 12/18/17 and compared to a CAT scan of 03/17/08 and MRI of 10/17/07. On 02/28/20, he had left shoulder x-rays, stating he was kicked by a horse two weeks ago in the left side of his chest. He also had a chest x-ray that was within normal limits. The left shoulder showed degenerative changes. Left rib x-rays were done on 08/28/20. These showed multiple irregular ribs consistent with healing fractures.
Mr. Marshall was seen regularly by Dr. Greene over the ensuing many months. As of the visit of 09/08/22, he had a slightly antalgic gait. He had no pain over the insertional or non-insertional area of the Achilles tendon or retro-calcaneal bursa. He had good range of motion of the ankle, but decreased hind foot range of motion. He had good mid-foot range of motion and was slightly tender at the level of the subtalar joint. His assessment was osteoarthritis of the right ankle and foot. Mr. Marshall was deemed to be doing well. He was to follow up in six months for potential further injections.
PHYSICAL EXAMINATION
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 swelling of the right ankle. There was a small scar on the medial aspect of the right ankle. There was no atrophy or effusions. Skin was normal in color, turgor, and temperature. Right ankle plantar flexion was 20 degrees, dorsiflexion 10 degrees with inversion to 15 degrees. Eversion was full to 15 degrees. Motion of the left ankle as well as both knees and 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 5/5 at the extensor hallucis longus and throughout the lower extremities bilaterally. There was no significant tenderness with palpation of either lower extremity.

FEET/ANKLES: Normal macro

LUMBOSACRAL SPINE: Normal macro
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.

INSERT what is marked from my prior report
Since last seen here, he was seen orthopedically by Dr. Greene and had updated diagnostic studies. He followed up through 09/08/22 when it was noted he had osteoarthritis.

The current exam found he ambulated with no antalgia or assistive devices. He could walk on his heels and toes and squat and rise. He had decreased range of motion and swelling about the right ankle. Provocative maneuvers there were negative. My opinions relative to permanency will be INSERTED also as marked from my prior report.
