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Dictation Time Length: 21:57
May 17, 2023
RE:
John Henning

History of Accident/Illness and Treatment: John Henning is a 58-year-old male who reports he was injured at work in approximately August 2018. There was no specific event that precipitated his symptoms. He simply states climbing and bending over caused injury to his left hip. He did not go to the emergency room afterwards. He had further evaluation and treatment including left hip replacement. He is no longer receiving any active care.

As per his Claim Petition, Mr. Henning alleged from 2018 to the present working at various job sites caused permanent injury to the left hip. He also supplied answers to Occupational Disease Interrogatories with this claim. He indicated he worked for Kisby Shore from 04/06/18 through 10/30/18 and with Riggs Distler from 10/02/18 through 07/26/19. He conveyed he was employed as a union pipe fitter/mechanic. Customarily, he worked five to six days per week, approximately 60 hours per week. His position caused him to do repetitive bending, kneeling, squatting, twisting, turning and climbing, which is a material contributing factor to his need for a left hip replacement. He only became aware of this assertion upon consultation with his attorney. He was seen by a surgeon named Dr. Bodenstab who diagnosed severe osteoarthritis of the hip. He performed left total hip arthroplasty on 10/31/19. He also indicated previously filing Claim Petition against JJ White for occupational exposure through 04/13/14 resulting in bilateral knee replacement procedures. The Petitioner received a Section 20 dismissal of $225,000 on 07/09/19.

Medical records show on 03/08/19 the Petitioner was seen orthopedically by Dr. Bodenstab. They more recently moved from South Jersey where they had lived in Delaware before in part to be closer to her mother who has some dementia issues. He had a history of single stage bilateral total knee arthroplasties by Dr. Booth in Philadelphia a little over three years ago. He was out of work for about three months and then returned to work as a pipe fitter. Over the past two years and in particularly the last few months, he has had progressive pain and stiffness in his left hip. He feels pain in the groin that radiates down the thigh. After examination, Dr. Bodenstab diagnosed severe osteoarthritis of the left hip in a patient who has successfully recovered from bilateral total knee arthroplasties and is developing some early arthritic changes by x-ray in the right hip. He had an injection previously, which did not help him at all. Dr. Bodenstab did not think formal physical therapy would offer him much in the way of relief of symptoms, but the Petitioner and his wife very much wanted to proceed with total hip arthroplasty. They discussed the details of that procedure. At follow-up on 09/12/19, it was noted he went to his primary care physician for surgical clearance and was noted to have a rapid heart rate. Further testing showed atrial fibrillation and he became a patient of Dr. George Davis. He has undergone cardioversion more than once and Dr. Pennington just yesterday cardioverted him and he has been 24 hours now in normal sinus rhythm. He had been placed on Eliquis twice a day for DVT prevention. He was also suspicious for sleep apnea and the primary care sent him for studies. Indeed, he was found to have obstructive sleep apnea and placed on CPAP with which he was compliant. Clinical exam found he stood 6’0” tall and weighed 285 pounds with a BMI of 38.65. They discussed the parameters of pursuing hip surgery. On 10/31/19, Dr. Bodenstab performed left total hip arthroplasty. Postoperative diagnoses were osteoarthritis of the left hip and morbid obesity. His body mass equaled 42. He followed up postoperatively. On 11/08/19, he was about a week status post arthroplasty. His immediate postoperative course was complicated when postoperative x-rays showed that the left hip had subluxed anterolaterally. This was reduced easily in the PACU by simply gently pulling on the leg and internally rotating the hip. He had no subsequent problem in the hospital. However, since he was home and lied on the bed with his hip extended and his left foot turned out, he started to feel the hip go out. He stays that way until he is able to stand up and allow the hip to pop back into place. He was taking oxycodone two tablets several times per day and now ran out of it. X-rays showed the hip was concentrically reduced. Leg lengths were equal and cup position he felt was ideal. They talked about the prognosis and the potential for additional surgery.

On 11/14/19, he presented for removal of his staples. He states his hip had slipped out on Saturday when he sat into his recliner chair quickly. This does not happen in bed anymore as he is sleeping with his knee flexed. He was advised to be extraordinarily careful for at least six more weeks until he returns to the office. Another assessment of dislocation of hip joint prosthesis sequelae was rendered along with chronic left hip pain and status post left hip replacement. His wound was checked as was his progress over the next few months running through 01/08/20. On that occasion, he related walking on Monday morning and reached behind him to pull up a sock. He felt a sudden sharp pain in his buttock and almost fell. He thought that area was now swollen. He was able to weight bear and had applied ice and ibuprofen. Dr. Bodenstab’s nurse practitioner ordered a course of physical therapy for the next four weeks.

Prior records show Mr. Henning was seen orthopedically by Dr. Obeid on 02/06/04 with right knee pain for about two months. X-rays showed trace amount of spur formation at the intercondylar notch on the femur. He was diagnosed with patellar tendonitis of the right knee for which a corticosteroid injection was instilled and he was begun on oral Vioxx. On 03/05/04, he related doing better after the injection. He then played basketball and had reoccurrence of pain in the right knee. He requested another injection and this was administered. He also stated that he was hit when a bumper came off a car in the left lower extremity. He has ecchymosis of the entire left lower extremity. He had x-rays at the hospital shortly after that injury that apparently were negative. He was also given a prescription for Percocet. He was going on a vacation and did not have time for physical therapy at that point. On 04/09/04, Dr. Obeid referred him for an MRI of the left knee. This was done on 04/19/04, to be INSERTED here. He had an MRI of the right knee on 05/06/04 to be INSERTED. He was admitted to Underwood Memorial Hospital on 05/11/04 for his right knee. Dr. Obeid performed surgery that will be INSERTED here. His postoperative progress was monitored by Dr. Obeid over the next several months. His right knee was injected further with both corticosteroid and viscosupplementation injections. As of the last visit on 06/10/05, he continued to have anterior and medial pain on the right. He stated his treatment has not helped to any significant extent. He would like to undergo total knee arthroplasty in about six months from now when he finishes his current work activities. He was started on Celebrex and was given another prescription for Percocet.

He was also seen on 01/16/12 by. Dr. Franks several years status post left knee arthroscopy followed by viscosupplementation. There was no trauma to speak of. He complained his left knee was worse than the right. X-rays showed severe osteoarthritic change in both knee compartments as well as in the retropatellar compartments. Dr. Franks diagnosed bilateral knee osteoarthritis and recommended viscosupplementation repeated. These were administered through 03/01/12 when he received his final shot of viscosupplementation injections with Orthovisc.

On 11/24/14, he was seen again at Rothman complaining of right greater than left knee pain. However, he was diagnosed with left worse than right degenerative arthritis of both knees. They agreed to pursue knee arthroplasty. On 10/28/13, he was seen at Underwood Memorial Hospital for preoperative history and physical. He had left elbow pain and swelling for three to four days. He denied any recent trauma, but his symptoms came out of nowhere. He was found to have an abscess, but these were not identified anywhere else in the body. History included renal disease with complete renal failure in 2008 and 2010. On 11/03/13, Dr. Monahan performed incision and drainage of left knee abscess, prepatellar and incision and drainage of left elbow abscess, subfascial. On 01/30/14, Dr. Thur performed incision and drainage and debridement of a scrotal abscess and cellulitis.
Mr. Henning was seen orthopedically by Dr. Booth on 08/24/15. He had a long history of arthritic symptoms in both knees. He had minimal relief from injections, medications and arthroscopy. He had severe pain now, but was told he is too young for knee arthroplasty. He stood 6 feet tall and weighed 299 pounds. He related how his condition and use of a brace impeded his activities of daily living. X-rays showed severe and advanced degenerative arthritis of both knees. They elected to pursue bilateral total knee arthroplasties. On 01/06/16, he was seen by Dr. Booth status post bilateral total knee arthroplasty. He followed up for his second postoperative visit on 04/06/16. The actual operative report is from 12/08/15. The procedure involved primary bilateral total knee arthroplasty NexGen. The postoperative diagnoses were degenerative joint disease of both knees.

PHYSICAL EXAMINATION

GENERAL APPEARANCE: He had what he described as windburn on his skin. He stood 6 feet tall and weighed 250 pounds.
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 a healed 4-inch long scar at the lateral left hip consistent with arthroplasty there. He also had bilateral longitudinal scars at each knee consistent with arthroplasty. On the right, it measured 7.5 inches and on the left 7 inches. There was no swelling, atrophy, or effusions. Skin was normal in color, turgor, and temperature. Motion of the left knee was from 0 to 125 degrees without crepitus. Motion of the knees, hips, and ankles was otherwise full in all spheres 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.

HIPS/PELVIS: 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. He was able to walk on his toes, but had some difficulty walking on the heels of his left foot. He was able to change positions 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.

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.

John Henning alleges occupational exposures caused permanent injuries to his left hip running from 04/06/18 through 10/30/18. This is not a long period of time. He simultaneously and subsequently worked at another employer also as a pipe fitter from 10/02/18 through 07/26/19. This is also not a particularly long period of time. He has not sustained any distinct trauma to the left hip. He was found radiographically to have advanced arthritis. He did not respond completely to injection therapy. Accordingly, left hip arthroplasty was performed.
Mr. Henning already had a history of severe osteoarthritis of both knees leading to knee replacement surgeries. Nevertheless, he played basketball which undoubtedly contributed to the arthritis at both the knees and hip. It is evident that he has systemic degenerative joint disease exacerbated by his athletic activities and morbidly obese body habitus. After the left hip surgery, he experienced subluxation of the hip. This was manually reduced. He had physical therapy postoperatively as well. Dr. Bodenstab followed his care through 01/08/20.

The current exam found Mr. Henning ambulated without a limp or antalgia. No assistive devices were necessary for ambulation. He had mildly reduced range of motion about left knee consistent with his arthroplasty. Motion of the knees and hips was otherwise full in all spheres without crepitus or tenderness. Provocative maneuvers at the hips were negative.

There is 15% permanent partial total disability referable to the left hip regardless of cause. This is for the orthopedic residuals of severe osteoarthritis treated surgically by arthroplasty. That condition could not have been caused or permanently aggravated by his short period of occupational exposure. It is also noteworthy that his first office occurred on 03/08/19, which was after the first listed period of exposure. Accordingly, it could not chronologically be related.
