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Dictation Time Length: 10:42
May 8, 2023
RE:
Darryl Miller

History of Accident/Illness and Treatment: Darryl Miller is a 56-year-old male who reports he was injured at work on 05/10/22 at 01:55 hours. He was working in a hospital security fashion. His team and he were attempting to medicate a patient and five people fell on him. As a result, he believes he injured his left knee and left shoulder and was seen at Inspira Emergency Room the same day. He had further evaluation leading to a diagnosis of a torn ACL, torn meniscus and a shoulder sprain. On 07/06/22, he underwent surgical repair of the ACL and meniscus. He also asserts there was damage to the medial collateral ligament and he was found to have degenerative joint disease. He completed his course of active treatment on 10/24/22.

As per the records supplied, Mr. Miller was seen at the emergency room on 05/10/22. He stated as a security guard a patient assaulted him. He was pushed and hit on his left posterior shoulder as well as injured on his left knee lateral aspect and he felt like his knee twisted. He denied head trauma or loss of consciousness. He underwent x-rays of the left knee that were negative. He was diagnosed with a minor knee injury for which he was treated and released.

He was seen that same day at Inspira Urgent Care. He had already been to the emergency room. He related he was working when one of the hospital patients was having behavioral issues that required Mr. Miller and other workers to try and get him back to his room. At that time, he struck Mr. Miller in the face and kicked him in the lateral left knee causing it to flex inward and having him fall instantly and having pain. He had already been put in an immobilizer on the left leg at the emergency room. Dr. Leeson diagnosed unspecified derangement of the knee and unspecified injury of the left shoulder and upper arm. He referred the Petitioner for orthopedic consultation.

On 05/13/22, he was seen by orthopedist Dr. Diverniero. He already had MRI of the left shoulder and knee. He had a history of coronary artery bypass grafting x5 on 09/14/20 as well as coronary artery disease, diabetes, and hypertension. He was taking a host of medications. Dr. Diverniero referenced the results of the MRIs that will be INSERTED as marked from his report. He placed Mr. Miller in a hinged knee brace and he could weight bear as tolerated and use crutches as needed. He was going to start physical therapy as well. Dr. Diverniero continued to monitor his progress. They eventually elected to pursue surgical intervention. He was seen by a cardiologist named Dr. McDermet and then Dr. Bojarski for surgical clearance.

On 07/06/22, Dr. McAlpin performed surgery to be INSERTED here. The Petitioner followed up postoperatively with Dr. Diverniero on 07/14/22. I am not in receipt of further documentation from this provider. He did recommend a cortisone injection to the left shoulder for impingement. Physical therapy was also going to incorporate the left shoulder. He was to return in four weeks.

In retrospect, after the first visit with Dr. Diverniero, he was seen by Dr. McAlpin at the same practice on 05/19/22. He personally reviewed an MRI that showed a complete rupture of the ACL, pivot shift, bruising and large effusion. He did not see definite tears in the medial or lateral meniscus although the radiologist had concerns over a possible posterolateral corner injury. He recommended physical therapy, but Mr. Miller reported he was going out of town so likely would not begin until June. He remained symptomatic about the left knee with buckling. He also remained symptomatic about the left shoulder and additional injections were administered. At Dr. McAlpin’s last visit on 11/28/22, he reported shoulder was doing better. He explained there was an ACL tear in the incident, but he had both preexisting patellofemoral arthritis and arthritis at the medial joint as a result that is posttraumatic. In order to address that discomfort emanating from the arthritis, a cortisone injection was administered and he was placed on antiinflammatories, but these were unsuccessful. His last treatment option would be a viscosupplementation injection and thereafter the patient would be at maximum medical improvement. He was going to return in two weeks upon approval of administration of the viscosupplementation injection.

PHYSICAL EXAMINATION

GENERAL APPEARANCE: He stated in the past he was in the police, army reserve, and had his own transportation business.
UPPER EXTREMITIES: Inspection revealed right greater than left flexion contractures at the small fingers bilaterally. There were no other bony or soft tissue abnormalities. There were no scars, swelling, atrophy or effusions. Skin was normal in color, turgor, and temperature. Motion of the left shoulder was full in all spheres without crepitus, but external rotation elicited tenderness. Motion of the right shoulder, both elbows, wrists and fingers was full in all spheres without crepitus, tenderness, triggering, or locking. 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 for resisted left shoulder abduction, but was otherwise 5/5. There was no significant tenderness with palpation of either upper extremity. 
SHOULDERS: He had a positive O’Brien’s maneuver on the left, which was negative on the right. Neer, Yergason, Hawkins, apprehension, empty can, drop arm, crossed arm adduction, and Speed's tests were negative bilaterally for impingement, rotator cuff tear, dislocation, tendinopathy, or instability at the shoulders.

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 atrophy of the left quadriceps and many portal scars about the left knee. Skin was normal in color, turgor, and temperature. Motion of the left knee was full without crepitus, but flexion elicited tenderness. Motion of the right knee as well as both hips and ankles was full in all planes 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.

KNEES: He had a positive McMurray’s maneuver on the left, which was negative on the right. There were negative Fabere’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.

CERVICAL SPINE: Normal macro
THORACIC SPINE: Normal macro
LUMBOSACRAL SPINE: Normal macro
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 05/10/22, Darryl Miller was assisting others in restraining a combative patient. He evidently was struck and kicked by the patient. He was seen at the emergency room the same day and underwent x-rays of the left knee. He was placed in a knee immobilizer. He followed up at Inspira Urgent Care on 05/10/22 where he had x-rays of the left shoulder. He was quickly referred for orthopedic consultation. He then came under the care of Dr. Diverniero and Dr. McAlpin.

He did have MRI studies whose results will be INSERTED here from I believe it was Dr. Diverniero’s note. He eventually underwent surgery on the knee by Dr. McAlpin on 07/06/22, to be INSERTED here. He followed up postoperatively with physical therapy. As of 11/28/22, Dr. McAlpin recommended viscosupplementation injections for the knee.

The current exam found he ambulated without antalgia and did not use a handheld assistive device for ambulation. He did have a left knee brace with him. There was atrophy of the left thigh and tenderness with full left knee flexion. McMurray’s maneuver was negative at the left knee, but other provocative maneuvers were negative. He had full range of motion of the shoulders although external rotation on the left elicited tenderness. There was mild weakness in resisted left shoulder abduction. He had a positive O’Brien’s maneuver, but other provocative maneuvers were negative. He had full range of motion of the cervical, thoracic and lumbar spines and was neurologically intact.

There is 5% permanent partial disability referable to the left shoulder. There is 7.5% permanent partial disability referable to the left leg for the residuals at his knee.
