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Dictation Time Length: 16:14
December 6, 2023

RE:
John Knott
History of Accident/Illness and Treatment: John Knott is a 63-year-old male who reports he was injured at work on two occasions. On 03/22/19, he was involved in a motor vehicle collision resulting in injury to his neck and lower back. He went to Underwood Memorial Emergency Room afterwards. The second event occurred on 11/03/20 when he rolled his left ankle. He did not undergo any surgery for either incident and is no longer receiving any active treatment.

As per the records supplied, a First Report of Injury was completed on 03/22/19. It indicated he was in the driver seat of a vehicle speaking to the police department, in no obvious distress, when EMS arrived. He reported being the restrained driver of a tractor-trailer involved in a two-vehicle motor vehicle collision where his vehicle was struck head on by another vehicle. He was neurologically clear, but complained of upper back tightness. He had intact memory. That same day he was seen at the emergency room where chest x-ray showed clear lungs. CAT scan of the cervical spine showed no acute cervical fracture or traumatic subluxation. CAT scan of the brain showed no acute intracranial hemorrhage or mass effect.
He was then seen orthopedically by Dr. Rosen. He referenced the first incident. He ascertained a history of a previous work injury in 1996 involving his left thumb which settled and resolved. He had seen Dr. Molter since the 03/22/19 event. He did have previous injury to his neck and back in 2000 or 2001 when he was diagnosed with bulging discs. He had two epidural injections at that time by Dr. Smith. He recently hurt his left ankle on 11/03/20 and believed he sustained a chip fracture of the medial malleolus. He was seeing Dr. Sullivan for his and was placed in an ankle lace-up support. Dr. Rosen diagnosed cervical sprain and aggravation of degenerative disc disease in the cervical spine as a result of the 03/22/19 accident. He recommended an MRI of the cervical spine to rule out a herniated disc. In the lumbar spine, he aggravated spondylosis and had positive straight leg raising bilaterally and his feet are numb. He recommended an MRI of the lumbar spine as well as pain management referral for possible epidural injection.

On 04/13/21, he was seen by Dr. Molter, having last been seen on 05/29/19. He presented for a flare-up of the cervical spine as well as lumbar spine pain. He gets occasional paresthesias in both feet, but no radicular pain in the lower extremities. He denied any bowel or bladder incontinence or any gait disability. He continued to work regular duty. He did physical therapy two years ago with a great amount of relief. He had not done any recently nor did he have any injections or medications currently. He was diagnosed with lower back pain, inflammatory spondylopathy of the lumbar region, and cervical disc degeneration at C5-C6. He recommended another course of physical therapy to deal with an exacerbation of his cervical and lumbar degenerative disc disease. On 04/15/19, he reviewed the radiographic studies done in the emergency room. His diagnostic assessments were low back pain, cervicalgia, and cervical disc degeneration at C5-C6. Physical therapy was once again recommended. At the visit of 05/29/19, Mr. Knott reported his pain today was 1-2/10 without medications. He was working full duty. He did participate in physical therapy. It was recommended he complete that program and continue to work regular duty. He was to return to the office on an as-needed basis.

On 07/12/21, Mr. Knott returned to Dr. Molter, having last been seen on 04/13/21. His cervical and lumbar spine looked better although he still had some limitation in right rotation. His pain was primarily in the lumbar spine and he still gets occasional paresthesias in the right and left foot area. He was not taking any medications, but continued to work regular duty. His pain level in the lower lumbar spine was 6-10. He was neurologically intact. He was referred for a lumbar MRI. This was done on 08/07/21 and revealed disc bulging from L2 through L5 with moderate spinal stenosis and association at L3-L4 only. There was disc osteophyte formation at L5-S1 with a retrolisthesis superimposed upon the spurring. Dr. Molter reviewed these results with him on 09/14/21. An epidural injection was recommended. This was administered at L4-L5 by Dr. Molter on 10/14/21. On 11/04/21, Mr. Knott reported about 50% relief from the injection. Another lumbar epidural injection was given by Dr. Molter on 12/02/21. He related the epidural helped his back pain, but he still had paresthesias in both feet. Diagnostic assessments were adjusted to lumbar radiculopathy, pseudo-claudication syndrome, and unspecified inflammatory spondylopathy of the lumbar region. Electrodiagnostic study was ordered. We are not in receipt of those results. He wrote the EMG was consistent with his history of neuropathy and for which he was going to see neurology. He recommended trying a TENS unit. He was not a surgical candidate. He was deemed to be at maximum medical improvement.

This will go back to a period during course of treatment with Dr. Molter’s group: On 11/23/20, the Petitioner was seen by podiatrist Dr. Sullivan having originally been seen on 11/09/20. He slipped on some plywood, inverting his left ankle. He had no significant pain and no difficulty. His job is 75+ percent sitting and he is anxious to return back to work with a little avulsion fracture which is probably more of an old medial malleolus fracture. Upon exam, he had full range of motion of the left ankle with no pain to palpation. Dr. Sullivan referred him for x-rays of the left ankle and ordered orthotics. It is unclear if he returned for a follow-up.
PHYSICAL EXAMINATION
UPPER EXTREMITIES: Inspection of the upper extremities revealed no bony or soft tissue abnormalities. There were no scars, swelling, atrophy or effusions. Skin was normal in color, turgor, and temperature. Range of motion of the left shoulder was full with crepitus, but no tenderness. Motion of the shoulders, elbows, wrists, and fingers was otherwise full in all spheres 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. He had mild tenderness to palpation about the left acromioclavicular joint, but there was none on the right.
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. There were no scars, swelling, atrophy, or effusions. Skin was 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 1+ for the right patella but 2+ on the left. Achilles reflexes were 2+ bilaterally. Pinprick sensation was diminished in a stocking glove distribution bilaterally consistent with underlying peripheral neuropathy, but was intact elsewhere. 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

CERVICAL SPINE: Inspection of the cervical spine revealed normal posture and lordotic curve with no apparent scars. Active flexion and right rotation were full to 50 and 80 degrees respectively. Extension was to 50 degrees, rotation left 65 degrees, side bending right 30 degrees and left to 25 degrees. He had moderate tenderness to palpation about the left paracervical and trapezius musculature in the absence of spasm, but not on the right or in the midline. There was no tenderness to palpation of the suboccipital area, interspinous ligaments, clavicle, or spinous processes. Spurling’s maneuver was negative.
THORACIC SPINE: Inspection of the thoracic spine revealed normal posture and kyphotic curve with no apparent scars. Range of motion was accomplished fully in flexion, rotation, and sidebending bilaterally. Palpation of the left interscapular muscles elicited an electric sensation going down to his thumb. There was no tenderness or spasm. On the right, there was no tenderness or spasm. There was no palpable spasm or tenderness of the paravertebral musculature, scapulae, or spinous processes. There was no winging of the scapulae.
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. He was able to walk on his heels without difficulty. He was able to walk on his toes complaining of tenderness to the left heel. 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. He had tenderness to palpation about the lumbosacral junction and sacroiliac joints bilaterally. There was no palpable spasm or tenderness of the 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 75 degrees and left to 65 degrees 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.

Gait

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.

John Knott was first injured at work in a motor vehicle collision on 03/22/19. He was treated conservatively for this including orthopedic treatment by Dr. Molter. He responded well to a course of conservative treatment. He also injured his left ankle at work on 11/03/20 when he slipped and fell. He was seen by podiatrist Dr. Sullivan on 11/23/20. Ongoing conservative care was rendered with a good clinical response. Care for his ankle inquiry was short-lived. He did have a lumbar MRI on 08/07/21 that showed some degenerative changes. He had a history of underlying neuropathy that was confirmed by EMG.
The current exam found a physiologic gait. He was able to walk on his toes, but this elicited tenderness in the left heel. He had full range of motion of the lower extremities. Pinprick sensation was diminished in a stocking-glove distribution. This is a note to myself: please check the patellar reflex compared to others. He had decreased active range of motion about the cervical spine, but Spurling’s maneuver was negative. Supine straight leg raising maneuvers elicited only low back tenderness and no acute angles.
There is 0% permanent partial or total disability referable to the neck or back with respect to the 03/22/19 event. There is 0% permanent partial disability referable to the statutory left foot from the incident of 11/03/20. On that occasion, he sustained a sprain that has long since fully resolved from an objective orthopedic perspective. Mr. Knott has been able to return to his former full-duty capacity with the insured, speaking to his high functionality.
