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Dictation Time Length: 11:45
June 10, 2023
RE:
Cornell Brown
History of Accident/Illness and Treatment: Cornell Brown is a 44-year-old male who reports he was injured at work on 06/16/18. At that time, he was installing a granite counter. He does not recall any specific traumatic events, but two days later his knee started to swell. He went to Inspira Emergency Room afterwards. He had further evaluation and treatment including surgery on the knee. He is no longer receiving any active care.

As per his Claim Petition, Mr. Brown alleged he was lifting a granite countertop on 06/16/18, resulting in a right knee injury. Treatment records show he was seen at Inspira Emergency Room on 06/18/18. X-rays of the right knee showed a small knee joint effusion. Non-emergent MRI should be considered to evaluate for internal derangement. He gave a history of right knee pain that was present for years. It became worse and swollen last week. He denied recent injury or strenuous physical activity. He works in a hardware store and had not followed up with an orthopedic surgeon. Exam found mild anterior swelling, but no redness of the right knee. There was tenderness over the suprapatellar area and pain with flexion. He was diagnosed with an internal knee injury for which he was placed in an immobilizer and on crutches. Medications were also given. He had a history of degenerative joint disease of the knee, asthma, cervical disc disorder, cervical radiculopathy, neck pain, tobacco dependence syndrome, and tobacco use.

On 06/29/18, Mr. Brown was seen by orthopedist Dr. Barrett. He claimed to have sustained a knee injury on 06/14/18. He does not recall a specific incident. He experience pain after carrying supplies upstairs. He was seen at the hospital four days later where he underwent x-rays, bracing, and pain medications. He denied a prior history, but had injured himself at work before, but did not recall any specific incidents. He was diagnosed with right knee pain for which he was removed from work and referred for an MRI of the knee. On 07/09/18, he underwent x-rays of the knee that showed a moderate sized suprapatellar effusion. This was otherwise unremarkable. He also had an MRI of the knee taken that same day whose results will be INSERTED here. Dr. Barrett reviewed these results with him and then they elected to pursue surgical intervention.

On 07/25/18, Dr. Barrett performed arthroscopy of the right knee with partial medial meniscectomy. The postoperative diagnosis was medial meniscal tear. He followed up postoperatively over the next several weeks. He also participated in therapy. In the note of 01/21/19, Dr. Barrett wrote this had been completed. He continues to have pain with any kneeling. He is wearing his Copperfield brace and his patellofemoral brace. He still had a buckling sensation if he only uses the Copperfield brace. He had returned to work full duty without incident. He felt 95% better. He was to follow up in six weeks, but does not appear to have complied with that direction.

Mr. Brown was seen at the emergency room again on 10/09/19 by Dr. Byrne. He complained a 300-pound countertop fell on top of him at work. There were six 50-pound pieces that landed on top of him, causing him to be pinned for 15 to 30 seconds. He thinks the initial point of contact was his head and reports his entire body was pinned between the countertop and the concrete floor. There was no loss of consciousness or vomiting and he remembered the entire event. He did not attempt ambulated after the event. He complained of 10/10 shop right-sided back pain that was non-aggravating nonradiating and aggravated by attempting to move his right leg. He underwent CAT scan of the head, cervical spine, chest, as well as abdomen and pelvis. Various laboratory studies were also performed. The results of those studies were not provided. With his significant back pain there was concern for lumbar spine fracture. The back pain may be distracting injury for other sites in the plan as for trauma laboratory studies, analgesia, and scanning.

On 08/04/20, he saw Dr. Barrett again. He had an opportunity to get the MRI of his knee. It showed a new tear of the posterior horn is a medial meniscus approximately two years ago meniscus. Approximately two years ago, he had surgical arthroscopy of this knee from meniscal tear and did well after that procedure. He hurt again at work. He injured his knee and his pelvis. He thought the knee would get better with treatment of the pelvis and strengthening of the knee, but he had not response to therapy. Therefore underwent the MRI. He was diagnosed with a re-tear of the medial meniscus of the right knee. They again discussed treatment options including a second surgical procedure. On 09/10/21. Mr. Brown participated in a functional capacity evaluation. This actually appears to be in asymptomatic visit for COVID. On 03/16/21, he did have a functional capacity evaluation by Michael Ferder. He performed it with consistent effort and demonstrated appropriate pain behaviors. He was deemed capable of working in the medium physical demand category.

He had seen Dr. Barrett again on 01/19/21, for diagnosis of fracture of the suprapubic ramus, lumbar sprain, and right knee meniscal tear status post arthroscopy. He also had pelvic fractures and contusions. He had been participating in physical therapy. Mr. Brown did indeed claim a second injury at work on 10/09/19, also to be the subject of another report. It will likely contain some of the followup with Dr. Barrett.
PHYSICAL EXAMINATION
HEAD/EYES/EARS/NOSE/THROAT: Examination of the head found it to be normocephalic. There was no tenderness by palpation of the skull or facial bones. Sclerae were anicteric and there was no corneal or conjunctival injection. The extraocular muscles were intact. Pupils were equal and reactive to light and accommodation. Fundi were unremarkable by undilated exam. External ear canals were clear. There were good light reflexes at the tympanic membranes bilaterally. The nares were patent and the septum was midline. There was no pharyngeal exudate. The tongue was midline. Dentition was satisfactory. There was no palpable thyromegaly or cervical adenopathy.
LUNGS/TORSO: Clear to auscultation and percussion. There were no rhonchi, rales, wheezing, or crackles. There was no use of the accessory muscles of respiration noted. Palpation of the rib cage did not elicit tenderness. Barrel compression maneuver was negative.
ABDOMEN: There were normal bowel sounds. The abdomen was soft and nontender by palpation. There was no masses or organomegaly noted. There was no rebound, guarding, or rigidity.

NEUROLOGIC: Alert and oriented to time, place, and person. Speech was clear and coherent. Tongue was midline. Cranial nerves II-XII were grossly intact. There were no lateralizing signs. Gait was steady. Romberg maneuver was negative and no ataxia to tandem gait was detected. No pronator drift was evident. There was normal finger-to-nose and heel-to-shin testing. Rapid alternating hand movements were completed satisfactorily. 

She had full range of motion of the upper and lower extremities. Deep tendon reflexes were symmetric. Strength and sensation was intact. No signs of incoordination or dysequilibrium were present.
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.
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 healed portal scarring about the right knee, but no swelling, atrophy or effusions.
KNEES: There were negative Fabere’s, McMurray’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: Inspection of the cervical spine revealed normal posture and lordotic curve with no apparent scars. Range of motion was accomplished fully in flexion, extension, rotation, and side bending bilaterally without tenderness. There was no palpable spasm or tenderness of the paracervical or trapezius musculature nor was there any in the midline overlying the spinous processes. Spurling’s maneuver was negative.

THORACIC SPINE: Inspection of the thoracic spine revealed normal posture and kyphotic curve with no apparent scars. Range of motion was accomplished fully in flexion, rotation, and sidebending bilaterally. There was no palpable spasm or tenderness of the parathoracic or interscapular musculature. There was no tenderness over the bony prominences of the scapulae or spinous processes. There was no winging of the scapulae.

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 was able to walk on his heels complaining of pain in his left hip. He could walk on his toes symptom-free.
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.

Cornell Brown alleges to have injured his right knee at work on 06/16/18, when maneuvering a granite countertop. When seeking treatment, he denied any distinct mechanism of injury to the knee. He was seen at the emergency room two days later where x-rays were negative for acute osseous abnormalities. He was splinted and then came under the orthopedic care of Dr. Barrett. X-rays and MRI of the knee would done on 07/09/18, to be INSERTED here. Surgery was done on 07/25/18, to be INSERTED here. He had physical therapy postoperatively followed by a functional capacity evaluation. He also claimed a second injury on 10/09/19. after which he returned to Dr. Barrett and underwent a second arthroscopic surgery.

The current examination of Mr. Brown found his right knee had full range of motion with no crepitus or tenderness. Provocative maneuvers were negative. He was able to squat and rise fluidly and did not have a limp or foot drop.

There is 5% permanent partial disability referable to the statutory right leg.
