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Dictation Time Length: 07:28
January 19, 2024
RE:
Shiwanda Chance
History of Accident/Illness and Treatment: As you know, I previously evaluated Ms. Chance as described in my report of 08/31/22. This pertained to injuries she allegedly sustained to her lower back on 08/09/18. She is now a 44-year-old woman who reports she injured her right knee at work on 01/10/20. She was assisting a client on the bus who was falling. She twisted the knee, but did not fall herself. She did go to urgent care afterwards. She had further evaluation and treatment including surgeries on 04/20/22 and 05/17/23. She remains unaware of her final diagnosis. She completed her course of active treatment in June 2023.
As per the records supplied, her Claim Petition indicates she was helping a client get on the bus and injured her right knee. Medical records show she was seen at urgent care on 01/14/20. She had x-rays of the knee and was diagnosed with a contusion of the knee. There were no fractures or dislocation, but there were mild degenerative changes. She was initiated on conservative care. She followed up here over the next several weeks and remained symptomatic as of 01/31/20. MRI of the right knee was done on 01/22/20, to be INSERTED here.
The Petitioner was then seen orthopedically by Dr. Nutini on 02/25/20. He noted she denied a recent history of other knee issues. However, she had some pain approximately at age 15, but no surgery was needed. He performed an exam and repeated x-rays of the knee that showed some patellofemoral space narrowing on the right. The MRI showed patellofemoral loss of articular cartilage as well as complex lateral meniscal tear with parameniscal cyst. He diagnosed right lateral meniscus tear status post work-related injury and right patellofemoral osteoarthritic exacerbation status post work-related injury. They discussed treatment options including surgical intervention. She did accept cortisone injections and continued to be seen by Dr. Nutini. On 02/18/22, a CAT scan of the right knee showed tricompartmental osteoarthritis most severe medially. She submitted to surgery on the knee by Dr. Pepe on 04/20/22. This involved arthroscopy and arthroscopic partial lateral meniscectomy and distal femoral varus osteotomy. The postoperative diagnoses were right knee lateral meniscal tear and lateral compartment arthrosis and valgus malalignment. Ms. Chance continued to be monitored by Dr. Pepe. On 05/17/23, he performed arthroscopy of the knee with open deep hardware removal. The postoperative diagnosis was retained deep hardware of the right knee and lateral compartment osteoarthritis. Dr. Nutini saw her through 06/30/23. Exam revealed no effusion and motion from 0 to 130 degrees. It was stable and the x-rays demonstrated healed osteotomy, very small lateral defect, and preserved joint spaces. She was then discharged from care to full duty and was going to continue a home exercise program.

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 healed portal scarring about the right knee. There was a linear longitudinal scar on the lateral right thigh measuring 7 inches in length. There was no swelling, atrophy, or effusions. Skin was normal in color, turgor, and temperature. Motion of the right knee was full with crepitus, but no tenderness. Motion of the left knee as well as both hips and ankles was full in all spheres 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 for resisted quadriceps strength, but was otherwise 5/5. She had mild tenderness in the right prepatellar area and distal lateral thigh, but there was none on the left. There was no significant tenderness with palpation of either lower extremity.

KNEES: 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 her heels and toes without difficulty. She changed positions fluidly and was able to squat to 25 degrees and rise. 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. She was tender at the lumbosacral junction. 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 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 01/10/20, Shiwanda Chance was assisting an individual on the bus and injured her right knee. She was seen at urgent care shortly thereafter where x-rays showed no acute fractures or dislocations. She was initiated on conservative treatment, but remained symptomatic. An MRI of the right knee was done on 01/22/20, to be INSERTED here. She then came under the orthopedic care of Dr. Nutini who treated her with injections. Ultimately, on 04/20/22, he performed surgery to be INSERTED here. She followed up again postoperatively and remained symptomatic. On 05/17/23, another surgery was done, to be INSERTED here. She saw Dr. Nutini a final time on 06/30/23 when she was doing well and was discharged to full activities.
The current exam found Ms. Chance ambulated without the use of an assistive device. She had no limp or foot drop. She had full range of motion of the right knee with crepitus, but no tenderness. There was mild tenderness to palpation about the right pre-patella and distal lateral thigh. She was able to squat to 25 degrees and rise.
There is 7.5 to 10% permanent partial disability referable to the statutory right leg.












