PAGE  
3

Dictation Time Length: 06:42
August 12, 2023
RE:
Bryan Harris
History of Accident/Illness and Treatment: Bryan Harris is a 43-year-old male who reports he was injured his right knee at work on 05/09/22. He is pushing U-boat full of totes when his knee gave out. He did not go to the emergency room afterwards. He had further evaluation and treatment including surgery, but remains unaware of his diagnosis. He is no longer receiving any active treatment.

As for the medical records supplied, he was seen at Inspira Urgent Care on 05/13/22, reporting his right knee gave out while pushing carts on 05/09/22. He was diagnosed with knee sprain and referred for orthopedic specialist consultation. He did have x-rays of the knee on 05/13/22, that were negative.

He was seen orthopedically by Dr. Sachs beginning 05/26/22. He repeated x-ray showing mild symmetrical medial joint space narrowing, but no fracture, subluxation or dislocation. He rendered diagnoses of right knee pain and sprain as well as villonodular synovitis of the right knee. The sprain involved the medial collateral ligament. He wanted to rule out internal derangement. The right knee MRI was done on 06/29/22, to be INSERTED. He reviewed these results with Dr. Sachs on 07/21/22. He noted there was some lateral tracking at the patella. There was patellofemoral current process noted to include full thickness chondrosis. His amended diagnosis was then right knee contusion and sprain with exacerbation of patellofemoral chondrosis. They discussed various treatment options and corticosteroid injection was diminished to the knee that day. Physical therapy was rendered on the dates described. Dr. Sachs reviewed his progress through 02/20/23. On that visit, he was actually seen by Dr. Bradley Smith. He had a cortisone injection six weeks ago. He felt improved overall, but still having pain particularly with deep squats and steps. He had two or three more physical therapy visits left. He feels ready to go back to work the following week. The exam showed moderate effusion of the knee with mild patella crepitus on tracking. The knee starts to get uncomfortable around 100 degrees of flexion, but he can flexed to about 120 degrees. Dr. Sachs recommended continued physical therapy. He was going to return to light duty for few weeks and beginning 03/13/23, can resume full duty without restrictions. It was start he would be at maximum medical improvement in one month.
PHYSICAL EXAMINATION
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 an effusion about the right knee, but no swelling or atrophy. There were no apparent scars. The normal through he had severe tenderness to palpation about the right patella and suprapatellar area, but there was none on the left.

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.
He did have tenderness to palpation about the iliotibial band.
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 fluidly and was able to squat 70 degrees 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. 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.
On 05/09/22, Bryan Harris sprained his right knee at work while pulling totes. He underwent x-rays of the knee on 05/13/22, at Urgent Care. He also was seen orthopedically by Dr. Sachs. Physical therapy was instituted. Knee MRI was done on 06/29/22, to be INSERTED here. He had additional treatment with physical therapy and cortisone injection. He felt significantly improved and ready to return to work as of 02/20/23. Mr. Harris has been able to return to his former full duty capacity with the insured.

The current exam found an effusion about the right knee. He had full range of motion of the knee without crepitus or tenderness. He had severe tenderness to palpation. He ambulated with a physiologic gait without assistive device. There was no limp and he could squat to 70 degrees and rise.

There is 3.5% permanent partial disability referable to the statutory right knee. This will include the abnormal MRI findings consistent with active lateral patellar maltracking with full thickness patellofemoral compartment chondrosis. He has achieved an excellent functional result.
