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Dictation Time Length: 06:01
January 26, 2023
RE:
Omira Bernard

History of Accident/Illness and Treatment: As you know, I previously evaluated Ms. Bernard as described in the reports listed above. The most recent of this was on 01/08/22. She is now a 52-year-old woman who again recalls she was injured at work in 2012. She tried to lock a broken lock on a stretcher and hyperextended her left knee. She has further evaluation leading to a diagnosis of a tear of the medial portion of the knee repaired arthroscopically. She continues to see Dr. Levitsky to undergo gel injections.

As per the records provided, Ms. Bernard received an order on 11/19/20 relative to injections.

She was evaluated by Dr. Pressman on 10/07/13. We may have seen this before. He offered estimates of permanent disability and causation. He gave 57½% of the left leg based upon the contributions from her left knee.

On 03/14/22, she was seen orthopedically by Dr. Levitsky for a one time evaluation. He noted Monovisc injection was approved. She had undergone left knee arthroscopy by Dr. Levitsky in April 2013, left shoulder arthroscopic HAGL reconstruction by Dr. Dwyer on 01/03/20 and left shoulder arthroscopic lysis of adhesions with pan scapular release by Dr. Dwyer on 06/02/20. Dr. Levitsky found her left knee had no soft tissue swelling. She had medial joint line tenderness with minor crepitation. Range of motion was 0 to 110 degrees. All ligaments appeared stable. She had no quadriceps atrophy and strength was 5/5. He then administered a Monovisc injection for her osteoarthritis of the left knee and acute pain in the left knee. She reported 40% relief at her visit of 04/04/22. She continued to see Dr. Levitsky on 10/05/22 having last been seen in April. She was working full duty, but her knee pain was getting worse. He opined she does have significant medial compartment degenerative osteoarthritis, which does respond to viscosupplementation. She was going to return to the office for such injections based upon their approval. He allowed her to continue to work full duty.

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. 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 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.

When supine, she had an extension lag of the left knee by 20 degrees. This was not present when prone or when ambulating. Motion of the right knee, both hips and ankles was full in all planes without crepitus or tenderness.

KNEES: There were negative Fabere’s, McMurray’s, Apley’s compression, Lachman’s, ligamentous distraction tests, and anterior and posterior drawer signs for internal derangement. There was no varus or valgus instability when manual pressure was applied to each knee.

She had an equivocally positive McMurray’s maneuver on the left, which was negative on the right.

THORACIC SPINE: Normal
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 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. 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.

She ambulated with antalgic gait on the left, but no assistive devices for ambulation. She was able to walk on her toes, but not on her heels. She changed positions fluidly and was able to squat to 70 degrees and rise.

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 10/17/12, Omira Bernard injured her left knee at work as marked in one of my earlier reports.

Since last seen here, she underwent injections from Dr. Levitsky with improvement. She was able to continue working in a full duty capacity also.

The current exam found there to be decreased left knee extension in a nonreproducible basis. This also belies the full range of motion noted by Dr. Levitsky. She had an antalgic gait on the left also.

I will INSERT what I have marked on the appropriate report for the 2012 injury.
