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Dictation Time Length: 09:34
April 4, 2023
RE:
Johnny Gonzalez

History of Accident/Illness and Treatment: Johnny Gonzalez is a 46-year-old male who reports he injured his left foot at work on 07/23/20. At that time, he was shoveling asphalt when the asphalt roller machine that weighed several tons ran over his left foot. It was being operated by a drunk driver. He was wearing work boots at that time without steel toes. He did go to urgent care afterwards. He had further evaluation, but remains unaware of his final diagnosis. He did not undergo surgery and is no longer receiving any active treatment.

Per the records supplied, he was seen at MedExpress on 07/23/20. X-rays were done and did not reveal fractures. He was diagnosed with a contusion and abrasion of the left foot. He was prescribed Naprosyn and bacitracin ointment. You have also provided a handwritten statement by an individual who seems to be the operator of the machine. He stated Mr. Gonzalez was outside the Matt Nex next to the paver machine and as he was passing, he stepped into the rolling pass. The back drum of the roller pinched his left foot. Two inches of the back drum of the roller caught his left foot. The operator immediately stopped the machine, but it was already too late and the incident had already happened. He wrote John later told him it was an accident and that it was not his fault. Cameras were on site if further information was needed. He continued to be seen at MedExpress on 07/30/20. He was going to elevate the extremities as much as possible and apply ice to it while awake.

On 10/09/20, he was seen by Dr. Ruggiero. He noted the Petitioner’s course of treatment to date. On this visit, he complained of pain in the left foot region on a daily basis that was progressive. It shoots up into his lower leg region which feels like a “nerve.” He is limping and he states his foot now feels flat. Upon exam, there was some swelling over the lateral aspect of his left foot. There was diffuse tenderness to palpation over the dorsal aspect of the left foot especially laterally. He had difficulty attempting to stand on his toes with his left foot. Range of motion of the left ankle was normal. Dr. Ruggiero diagnosed left foot tenosynovitis, neuropathic symptomatology, rule out occult fracture. He recommended an MRI of the left foot and consultation with an orthopedic foot specialist.

In that regard, he was seen by Dr. Diverniero on 04/19/22. He had last been seen on 11/02/21 and was deemed to have achieved maximum medical improvement with no work restrictions. He denied any interim treatment or injury. However, he complained of global foot pain. He was working as a Lyft driver. By palpation, he was far less tender in the mid and forefoot. He did have some lateral column tenderness and pain on palpation of the infracalcaneal area of the tubercle. He had normal plantar flexion, but dorsiflexion was only to neutral. He had full strength and sensation was markedly improved. He had mild pes planus. Dr. Diverniero diagnosed crush injury of the left foot and plantar fasciitis. He opined his current symptoms were a result of plantar fasciitis and a tight heel cord that he would not consider causally related to the work accident. Either way, the treatment was conservative including home stretching. Most of his neuropraxia symptoms had resolved. Sensory exam is much improved and his forefoot pain is much less. He concluded no treatment was recommended as it relates to the work injury and he remained at maximum medical improvement.

PHYSICAL EXAMINATION

LOWER EXTREMITIES: Inspection revealed devitalized great toenails bilaterally. There was mild pes planus bilaterally. There was no swelling, atrophy, or effusions. There was no leg length discrepancy with the examinee supine, as measured at the medial malleoli. Skin was otherwise 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 global non-reproducible tenderness to palpation about the left foot and ankle, but there was none on the right.
FEET/ANKLES: Normal macro
THORACIC SPINE: Normal macro
LUMBOSACRAL SPINE: He ambulated with an antalgic gait on the left, but did not use a handheld assistive device. He experienced low back pain while ambulating as well. He was unable to stand or walk on his heels or toes. He changed positions slowly and declined attempting to squat 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. 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. When lying supine, he complained of low back tenderness. Supine straight leg raising maneuver on the right at 80 degrees elicited only low back tenderness without radicular complaints. On the left, at 70 degrees, there was low back tenderness without radicular complaints. There was a positive reverse flip maneuver on the left for symptom magnification
The Petitioner brought in a disc with his MRI film as well as the report. This was an MRI of the foot done on 04/27/21. It revealed minimal soft tissue swelling along the dorsum of the forefoot. There were no osseous abnormalities detected.
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 07/23/20, Johnny Gonzalez’ left foot was run over by a several-ton asphalt rolling machine. He attributes this to the operator being drunk. However, the operator wrote a note indicating it was Mr. Gonzalez’ fault due to being in the wrong location, too close to the roller. He was seen at MedExpress where x-rays were negative for acute osseous abnormalities. He was initiated on conservative care through 07/30/20. On 10/09/20, he was seen by Dr. Ruggiero who recommended an MRI study and specialist consultation. He did see Dr. Diverniero and also had an MRI of the left foot on 04/27/21. Dr. Diverniero concluded he reached maximum medical improvement once again.

The current exam found there to be essentially full range of motion about the ankles. There was no substantive swelling. There was non-reproducible global tenderness to palpation about the left foot and ankle. He ambulated with an antalgic gait on the left with no assistive device. He was unable to stand on his heels or toes. He changed positions slowly and declined attempting to squat.

There is 0% permanent partial disability referable to the statutory left foot. His contusion, crush injury and abrasions have resolved from an objective orthopedic perspective.
