PAGE  
3

Dictation Time Length: 07:06
May 5, 2023
RE:
Isabel Tate

History of Accident/Illness and Treatment: As you know, I previously evaluated Ms. Tate as described in the reports listed above. She is now a 60-year-old woman who again reports she was injured at work on 08/11/11. She fell in the room as she was changing a bed. As a result, she believes she injured her right knee and left shoulder, but did not go to the emergency room afterwards. She had further evaluation and treatment including right knee surgery in 2012. Since most recently evaluated here, she underwent five injections to the knee from Dr. Zuck without help. She denies any subsequent injuries to the knee.

As per the additional record supplied she did receive an order approving settlement on 08/02/21 in the amount of 37.5% of the right leg. She filed a reopener and supplied corresponding answers to reopener interrogatories.

Additional medical records show Ms. Tate was seen by Dr. Zuck on 10/19/22 with pain in the right knee. Her diagnosis was right knee primary osteoarthritis. He learned she tripped over linen and fell directly onto the right knee on 08/11/11. He noted her interim course of treatment including the need for treatment evaluation by himself on 08/03/22. He recommended a cortisone injection followed by viscosupplementation injection. On this visit, he did perform a corticosteroid injection. She followed up on 10/26/22 when an orthovisc injection was administered to the right knee.

On 11/02/22, he performed large joint injection/arthrodesis for the diagnosis of primary osteoarthritis of the right knee. This was repeated on 11/11/22 and 11/18/22.

PHYSICAL EXAMINATION

GENERAL APPEARANCE: The examinee was an adult ^ female mesomorph who is well developed and well nourished, in no acute distress who appeared appropriate for her stated age. A directed orthopedic examination was conducted with the door ajar to allow for same gender medical chaperone.

She was markedly deconditioned with saggy adipose and other tissue consistent with her gastric bypass procedure and 100-pound weight loss.

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. 
There was healed portal scarring about the right shoulder with no swelling, atrophy or effusions. Right shoulder abduction was 140 degrees and flexion 155 degrees both with tenderness, but no crepitus. Motion of the shoulders, elbows, wrists and fingers was full in all spheres without crepitus, tenderness, triggering or locking.

SHOULDERS: Normal

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 bunions of both feet. There were fractured bruises on the shins and knees that she could not explain. There was swelling of the left knee and the same surgical scars as noted last time. Please INSERT those from the prior report. Her legs were shaven bilaterally. Motion of the right knee was full with mild crepitus, but no tenderness. Motion of the left knee was full with a click, but no tenderness or crepitus. Motion of the hips and ankles was full in all spheres without crepitus or tenderness. Modified provocative maneuvers at the knee were negative.

CERVICAL SPINE: Normal
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 an antalgic gait on the right, which was improved when using her cane. She could stand on her heels and toes. She changed positions fluidly and was able to squat to 40 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 08/11/11, Isabel Tate fell while at work as noted in my prior report to be marked. She went onto have an extensive course of treatment. She received an order approving settlement on 01/30/19 and then reopened her claim. She was seen orthopedically by Dr. Zuck who administered corticosteroid and orthovisc injections for primary osteoarthritis. She has not undergone any interim treatment for her left shoulder.

The current exam found swelling of the left knee. There was mild crepitus of the right knee with full range of motion. Modified provocative maneuvers were negative. She had decreased active range of motion about the right shoulder, but provocative maneuvers there were also negative. She did use a cane for ambulation with antalgia on the right.

My opinions relative to permanency and causation will be marked and INSERTED here.
