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Dictation Time Length: 19:58
March 11, 2024

RE:
Willie Lashley
History of Accident/Illness and Treatment: As you know, I previously evaluated Mr. Lashley as described in my report of 10/12/21. That pertained to an acute injury on 09/04/20 and occupational injury from 01/01/09 through the present. Mr. Lashley is now a 58-year-old male who refers to the September 2020 incident when he slipped and fell. As a result, he believes he injured his ankle, knee, shoulder and wrist and was seen at urgent care afterwards. He had further evaluation, but remains unaware of his final diagnosis. He did not undergo any surgery and is no longer receiving any active treatment. He admits that he injured the left knee in 2013 leading to a knee replacement. He denies any subsequent injuries to the involved areas.
Per his Claim Petition, he alleges on 09/04/20 he slipped and fell on a ramp causing injuries to the back, left knee, left shoulder, right hand, and right wrist. He also filed a Claim Petition alleging occupational injuries involving constant and repetitive work duties from 01/01/09 through the present left him with residuals involving both knees, both ankles, left hand, and left shoulder. Treatment records show he was seen on 09/04/20 at Cape Regional Urgent Care. He complained of a fall since Friday, 09/04/20. He was evaluated and underwent x-rays of the left hand that showed significant degenerative joint disease of thumb carpal/metacarpal joint, but no fractures. X-rays of the left shoulder showed no fractures or avulsions or dislocations. The joint spaces were well maintained. X-rays of the right ankle revealed no fractures, avulsions or dislocations. X-rays of the lumbar spine showed no fractures or avulsions, bone tumors or cysts, or intramedullary lesions. He was diagnosed with sprain of the right ankle, contusion of the left hand, sprain of the left shoulder, and strain of the lower back. He was begun on naproxen and released from care. It was anticipated he would attain full resolution in four days. He was cleared to return to work on 09/08/20 without restrictions.
However, the Petitioner returned here on 09/08/20 complaining of pain in the left knee. He was then referred for orthopedic consultation and was cleared for modified duty.
On 09/14/20, he was seen at AtlantiCare Occupational by Nurse Practitioner Scharf. He conveyed he stepped on a piece of meat and fell backwards onto the cement floor. His left leg was hyperextended and he twisted his right ankle. He tried to catch himself with both hands. He felt back pain immediately after the incident, but now also complained of pain in the other regions. She diagnosed him with a lumbar strain, left shoulder rotator cuff strain, sprain of the right ankle and left knee. He was also referred for orthopedic consultation.

He was seen orthopedically on 09/18/20 by Dr. Barrett. Left shoulder had full passive range of motion. There was mildly provokable pain with Neer and Hawkins maneuvers. There was no weakness. The right ankle had some mild tenderness in the anterior talofibular ligament region. Lumbar spine was tender along the right paraspinal muscle group and some spasm was noted. Seated straight leg raising maneuvers did not show any long tract signs. Left knee showed obvious swelling about the anterior joint into the suprapatellar pouch and patellar is lateralized. He noted the results of the x-rays have already performed. The left knee showed a revision knee prosthesis with lateral dislocation of the patella. Dr. Barrett diagnosed multiple conclusions including left shoulder and lumbar spine as well as left knee as well as inversion to the right ankle. He suggested an MRI placed him in a McDade brace for the right ankle. He also noted they were in receipt of prior left knee x-rays in 2018, but there was lateralization/dislocation of the patella established given at that point. So this is not a new finding it is not something that would have to be continued under this Workers Compensation Claim. He did undergo an MRI of the lumbar spine on 10/07/20. It revealed multilevel central canal stenosis of the thoracic spine was likely related to prominent epidural fat with superimposed disc bulges, most pronounced at T7-T8 were disc and deforms the ventral cord contour. There was no focal increased cord signal associated. They were mild multilevel foraminal stenosis of the thoracic spine most pronounced at T6-T7 where it was bilateral. It also showed mild multilevel central canal stenosis of the lumbar spine with left paracentral/subarticular protrusion at L2-L3 effacing the lateral recess. There was multilevel foraminal stenosis of the lumbar spine most pronounced at L4-L5 where it is moderate on the right and L5-S1 where it is moderate on the left. He did return to Dr. Barrett to review these results on 10/13/20. He diagnosed herniated nucleus pulposus at T7-T8 and L2-L3. He was referred for physical therapy and to pain management for epidural injection. On 12/01/20, he related he wanted to hold off on injection. The therapy had helped considerably with the thoracic spine, but the lumbar spine was persisting. He returned to Dr. Barrett on 03/25/21, having been treated conservatively for the 6+ months including anti-inflammatory trials and extended physical therapy treatments. He had some limited improvement after a period, but there was plateauing with therapy intervention. He was requested to obtain an FCE as far as his ability to return to his full current capacity. Unfortunately, there was concerned by the testing center that he could not tolerate the rigorous of testing and it was deferred. They offered no new complaints, but he still had pain in the left shoulder, thoracic and lumbar pain as well as the right ankle. Dr. Barrett opined he had maximized conservative efforts to consider him at maximum medical improvement. Willie stated he did not think he could fill the necessary roll required in his work and was hoping to retrieve the saved image on his phone. He was deemed to have achieved maximum medical improvement and was on activity restrictions. As noted in my prior report he continued to see Dr. Barrett through 02/09/21. He was making some gains with therapy. He was deemed to have achieved a plateau of recovery from these multiple areas of involving including the shoulder and joints line. By then he had been released from his job. Dr. Barrett felt there was an obligation to tell Willie what level he is capable of functioning. They again discussed an FCE. He was referred for same.

He was seen by Dr. Momi and 12/16/20, described in my prior report and will be INSERTED here. He remains his diagnosis of low back pain. He thought there was an acute appearing large herniation at L2-L3, but he was not experiencing any radicular symptoms with the exception of the left foot dysesthesias. He did not feel injection therapy was warranted at that time. He wsa making good progress with therapy and it was felt he should continue to do so until he ceases to receive benefit. He recently underwent a left knee replacement and is out of work due to this. He saw Dr. Momi again on 09/13/22, to assess her need for treatment. He had been out of work since the injury and does not have a job to return to. He was again referred to physical therapy. His progress was monitored by Dr. Momi and his colleagues over the next several months. This continued through 11/17/22. At that time, Dr. Momi ordered an updated lumbar MRI and referred him for pain management injection consultation.

On 01/07/21, he underwent an MRI of the right ankle that was described in the prior report. Same day he had an MRI of the left shoulder also described in that report. He had an MRI of the lumbar spine done on 12/05/22, compared to the study of 10/07/20. We will INSERT those impressions here as marked. He also came under the pain management care of Dr. Polcer on 02/09/23. His diagnosis was the lumbosacral spondylosis. At this visit Mr. Lashley also complained of neck and back pain since his work injury. However, this is actually the first time he complained of neck pain. Dr. Polcer recommended facet injections to the lumbar spine, but he was not ready to proceed them. He saw Dr. Momi again on 03/27/23. When he was again deemed to have reached maximum medical improvement. Dr. Momi actually did review the latest MRIs of the lumbar spine and thoracic spine. He noted the MRI was overall unchanged except for mild subarticular impingement at L4-L5 and at L5-S1. He was again referred to pain management. On 03/27/23, he reported 50% improvement of his low back pain with therapy. the new MRI demonstrated mild subarticular impingement at L4-L5 and less L5-S1. The study was overall unchanged. Mr. Lashley conveyed that he was not interested in proceeding with injections. He was currently managing. He was prescribed Flexeril and was again deemed to have reached maximum medical improvement.
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 was accomplished fully at the shoulders, elbows, wrists, and fingers bilaterally without crepitus, tenderness, locking, or triggering. 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. There was no significant tenderness with palpation of either upper extremity.
Inspection revealed swelling of the left CMC joint that was tender to palpation consistent with arthritis. There was no other swelling, atrophy or effusions. Left shoulder abduction and flexion were to 110 degrees respectively. Motion was otherwise full in all independent spheres. Combined active extension with internal rotation was to L3. Motion of the right shoulder, both elbows, wrists and fingers was full in all planes without crepitus, tenderness, triggering, or locking.
HANDS/WRISTS/ELBOWS: Normal macro.

SHOULDERS: Neer, Yergason, Hawkins, apprehension, empty can, O’Brien’s, drop arm, crossed arm adduction, and Speed's tests were negative bilaterally for impingement, rotator cuff tear, dislocation, tendinopathy, or instability at the shoulders.

He had positive Neer, Speed’s and Apley scratch test on the left, which were negative on the right.

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.

Inspection revealed swelling of the left knee in 12½ inch long scar longitudinally consisting with his arthroplasty. There were also affect veins and main stripping scar on the left calf. Motion of the left knee was from 0 to 110 degrees with tenderness. Motion of the right knee was full with crepitus. Motion of the hips and ankles was full in all planes without crepitus or tenderness. He was tender to palpation of the right knee malleolus, but there was none on the left including the knee.
KNEES: Normal macro
CERVICAL SPINE: 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 his heels and toes without difficulty. 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. 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.

He ambulated with a mild limp on the left, but did not use a hand-held assistive device. He had difficulty walking in his heels and toes. He changed position slowly and was able to squat to 40 degrees and rise with difficulty. His gait was hesitant. Supine straight leg raise maneuver on the left at 50 degrees elicited only low back tenderness without radicular complaints. In the right at 90 degrees no low back radicular complaints were elicited.

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 evaluated here, Mr. Lashley continued to receive treatment for his widespread orthopedic complaints. This included physical therapy and specialist consultations. He did have updated diagnostic studies. He was not interested in injection therapy. He was deemed to have achieved maximum medical improvement on more than one occasion.
The current exam found him to be morbidly obese with the BMI of 44. He decreased range of motion about the left shoulder with provocative maneuvers were positive. There was decreased range of motion about the left knee consistent with his arthroplasty. There was also swelling of the knee. He was tender at the right median malleolus with provocative maneuvers of the feet and ankles were negative. This was also the case at the knees. He had full range of motion of the lumbar spine. He had hesitant gait in a mild limp on the left. He can squat to 40 degrees and had difficulty rising from sat position. Straight leg raise maneuvers were negative for any radicular symptoms below the knees.
My opinions relative to permanency of the same as previously marked. I will have to double check with this incorporated all the current subject injuries. With respect his occupational exposure he claims to have injured the same body areas as he did acutely on 09/04/20. Obviously Mr. Lashley’s morbidly obese body habitués is contributing to his orthopedic complaints.












