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Dictation Time Length: 20:42
October 5, 2023

RE:
Jerry Kappatos
History of Accident/Illness and Treatment: Jerry Kappatos is a 48-year-old male who describes he was involved in a work-connected motor vehicle accident on 06/24/22. At that time, a car hit his vehicle at high speed. His face hit the windshield and he flew 30 feet, hitting his face again. He was attended to by emergency medical personnel. They found him located sitting on the ground in the roadway. A passing motorist was unable to stop and struck the patient in the front right corner of the vehicle according to bystanders. He was found to have multiple injuries. Bystanders advised that he did have loss of consciousness after the incident. He was seen at Cooper Hospital Emergency Room that same day. He underwent numerous diagnostic studies. He had an active problem list that preceded this accident including bilateral occipital neuralgia, cervical spondylosis, chronic intractable headache, Schwannoma, hypersomnia, obstructive sleep apnea, chronic seasonal allergic rhinitis, gastroesophageal reflux disease, and hyperlipidemia. Chest x-ray was negative. Right upper extremity x-rays identified a scapular fracture. CAT scan of the head showed orbital fracture, facial fracture, IPH, and SAH. CAT scan of the face showed multiple facial fractures. CTA of the head and neck was negative. He was consulted by Surgery, Orthopedics, ENT, and Oral Maxillofacial Surgery. He was admitted to the trauma intensive care unit. He understands some of his final diagnoses to be multiple facial fractures as well as a right leg fracture. He had surgery on his brain and face. He had MMA embolization on 07/29/22. He had been in and out of physical therapy as well. Relative to the injury, he is deaf in his right ear and he has cavities in his upper teeth that had shifted, headaches, knee and hip pain, and neck pain.

As per his Claim Petition, Mr. Kappatos alleges he was on the job and run over by a vehicle sustaining multiple fracture surgeries, closed head injuries and significant scarring. Treatment records show he was seen at Cooper Emergency Room on 06/24/22. He related that he was mowing his lawn and was struck by an F-250 truck. He had loss of consciousness, but remembers before the event and waking up. He had pain in the right face and head, right elbow, shoulder and right knee. He has also had multiple lacerations, but ocular motion appeared intact. He had a history of knee surgery. He underwent various laboratory studies and clinical evaluations. An arterial line was placed on 06/25/22.

On 06/25/22, a consultation was done by Dr. Kim for a left fibular fracture. Dr. Kim noted a proximal one-third fibular shaft fracture for which he was to be placed in a CAM boot. He noted that x-rays of the right hand, wrist, shoulder and scapula demonstrated no acute fracture or dislocation. X-rays of the right knee demonstrated the proximal one-third fibula shaft fracture. CAT scan of the abdomen and pelvis demonstrated no pelvic fracture. X-rays of the right ankle demonstrated no fracture or syndesmotic widening.
Neurosurgical consultation was performed by Dr. Bilbao on 06/25/22. It was noted upon arrival his Glasgow Coma Scale was 14 for confusion. He was amnestic to the event. He reviewed all the pertinent images noting a CAT scan of the head showed right sylvian subarachnoid hemorrhage. There was a right temporal fracture at the pole, right frontal fracture through the anterior and posterior walls of the sinus. CT angiogram was without aneurysm. The final diagnosis was subarachnoid hemorrhage with frontal and temporal bone fractures after being struck by a car. The detailed results of his radiographic studies will be INSERTED here as marked. He was also incubated. On 06/26/22, consultation by Dr. Kuch was done. Another consultation was done by physiatrist Dr. Schindelheim. This physician followed his progress through 07/01/22. He believed the patient would need and patient rehabilitation to maximize function. While hospitalized he underwent serial radiographic studies and treatment clinical assessments. Upon discharge, he was transferred to Magee Rehab Hospital. He underwent psychological evaluation who diagnosed him with adjustment disorder with anxiety. He rendered psychological care of the next few weeks running through 09/01/22. Mr. Kappatos was also seen by Dr. Wong several months later on 12/05/22, for a six-month hearing check. He complained of ringing in the ears as well. He was diagnosed with asymmetrical hearing loss of the right ear. He was also seen by Dr. Kucer at Jefferson Health on 12/09/22. His diagnosis was intraparenchymal hematoma of the brain due to trauma and acquired deafness of the right ear. He was going to followup with ENT regarding this. On 07/15/22, he was seen by the Oral Maxillofacial Group at Cooper was specifically Dr. Smith. His assessment was closed fracture of the right zygomaticomaxillary complex. No surgical intervention was recommended.

He also had neurosurgical consult by Dr. *__________* at Cooper on 07/27/22. He had been on rehab since discharge on 07/20/22. He noted there was a new right parasagittal SDH with increased left subdural subacute to chronic hematoma. This was a subdural hemorrhage more specifically on the left side. He had a CT of the head without contrast on 07/27/22. Revealed new right parasagittal subdural hematoma, increased left anterior subdural collection consistent with chronic hematoma, increase mass effect on the left frontal parenchymal with new 2 mm right with midline shift. This was compared to a prior study of 06/25/22. On 07/27/22, he was again seen by the trauma service with Dr. Chovanes at the emergency room. This was after they found the new abnormalities on CAT scan of his head. He was again thoroughly evaluated and was noted repeat head CAT scan was stable. He was going to consult with neurosurgery. The new CAT scan was done at 6:30 p.m. compared to a CAT scan of the head done earlier the same day. There was acute right parasagittal subdural hematoma that was stable as well as acute/subacute on chronic left subdural hematoma with left to right midline shift measuring up to 3 mm that was grossly stable. He did undergo cerebral angiogram and MMA embolization on 07/29/22. He had a bovine aortic notch, which was a normal anatomic variant. The left carotid bifurcation is grossly patent. He was unremarkable angiographic appearance of the left super clinoid internal carotid artery, left middle cerebral artery, and left anterior cerebral artery. The angiogram has normal parenchyma and venous faces with no evidence of cerebral aneurysm. There was no high-grade focal intracranial stenosis or vascular malformation. He saw his primary care physician on 08/05/22. Dr. Mulave summarized his accident and course of treatment to date. The relevant parts will be INSERTED here as marked. He was seen in the emergency room again on 08/11/22, due to worsening subdural hematoma from a CAT scan done that day. The current clinical impression from Dr. Selman was chronic subdural hematoma. He was discharged on prednisone and to followup in two weeks with repeat head CAT scan.
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.

He had hearing aids bilaterally, but was able to hear finger rub close to the ears. He had a healed blob like scar on the right upper maxilla measuring 0.75 inches in diameter. This was approximately 3 inches to the jaw line.
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.

He states that he is receiving advice from his parish president who is an attorney, but is not officially represented.

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.

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.

Active right rotation was 70 degrees and left 60 degrees with left side bending 40 degrees. Motion was otherwise full in all spheres.
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.

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 06/24/22, Jerry Kappatos was a pedestrian struck by a vehicle at a high rate of speed. He was thrown 30-feet in the air and experience loss of consciousness. He was taking by EMS to Cooper Emergency Room the same day. He sought several different specialists and underwent numerous diagnostic studies. They showed several fractures throughout the body to be INSERTED. He was transferred to a rehabilitation hospital directly upon discharge from Cooper on 07/11/22. He also had followup with additional specialists over the ensuing months. He had changes in the appearance of his subdural hematoma leading to presenting to the emergency room at least twice.

The current exam Mr. Kappatos is unimpressive. He does have a small scar on the face. He is neurologically intact and was wearing hearing aids bilaterally. He had full range of motion of the upper and lower extremities without weakness, atrophy or sensory deficits. He had mildly decreased active range of motion about the cervical spine, but Spurling’s maneuver negative. Thoracic and lumbar motion was full with provocative maneuvers were also negative.

I will read this case for the following body parts: head; shoulder; right hip; right leg, and facial scarring.
