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Dictation Time Length: 26:37
January 8, 2022
RE:
Richard Snyder

History of Accident/Illness and Treatment: Richard Snyder is a 27-year-old male who reports he was injured at work on 01/07/19. He did not explain the mechanism of injury, but believes he injured his leg, back, shoulder, and hand. He went to Crozer-Chester Emergency Room that same day. He had further evaluation, but remains unaware of his final diagnosis. He underwent two surgeries on the knee and is no longer receiving any active treatment.
Per the records supplied, he was attended to by EMS personnel on 01/07/19. He was found outside of the truck while lying on the ground. He was alert and oriented to time, place and person. He complained of left leg pain. He related being an unrestrained driver involved in a commercial motor vehicle collision. His vehicle struck a school bus and then left the roadway and crashed into trees. Exam found an approximately 2-inch laceration to the left calf. He was transported to Crozer-Chester Emergency Room. He had a CAT scan of the head, cervical spine and multiple x-rays, all to be INSERTED here. He underwent a history and physical exam that noted massive transfusion protocol was initiated at one point due to one episode of hypotension in 90s/70s. However, the patient was getting wide open and subsequent blood pressures were within normal limits. He was never tachycardic. The admitting diagnoses were motor vehicle accident, open fracture of the left knee, proximal fibula, tibial plateau fracture, and proximal fibular fracture. He was admitted into a step-down unit on a non-monitored bed.

He underwent consultation by Dr. Yucha on 01/08/19. His review of the diagnostic studies was that they showed a nondisplaced tibial plateau fracture and proximal fibular fracture. The plan was to take him to the operating room. On 01/8/19, Dr. Yucha did perform surgery to be INSERTED here. Mr. Snyder was discharged from the hospital on what may be 01/08/19 although that is listed as the admission date. His discharge instructions listed a diagnosis of left tibial and fibular fracture for which he had undergone a washout of his leg wound. He was to continue wound care on his own and return as needed. He was on ibuprofen, oxycodone, and Tylenol.

He was then seen orthopedically on 01/14/19 by Dr. Yucha. His pain was improving. He was non-weightbearing in a knee immobilizer. He had not needed medications for pain for the past few days. Exam revealed a healing laceration, moderate ecchymosis of the left lower extremity with a soft calf. Homans was negative. Foot and ankle range of motion was acceptable and he was neurovascularly intact. A TROM brace was dispensed that day and remained locked in extension. He saw Dr. Yucha again on 01/14/19. Diagnoses were laceration without foreign body at the left lower leg, type 1 or 2 open fracture of the distal end of the left fibula, type 1 or 2 open displaced bicondylar fracture of the left tibia, displaced bicondylar fracture of the left tibia with an open fracture type 1 or 2, as well as other type 1 or 2 open fracture of the distal end of left fibula with routine healing. On 04/02/19, the Petitioner complained for the first time of shoulder pain equally on both sides as well as lumbar spine pain. He was not taking any pain medication and was partial weightbearing. He was using a straight cane as well as an assistive device. He complained of decreased mobility and weakness. He had pain after physical therapy. X‑rays of the lumbar spine were ordered. He was not sure of the exact injury to his back, but remembered having a bruise on his low back while in the hospital. He had no low back issues prior to this accident. He had seen a doctor at Comprehensive Pain Solutions in Cherry Hill complaining of right-sided low back pain, shooting pain down both legs and numbness and tingling down both legs, mostly on the left. X-rays showed no acute abnormalities, but there was mild scoliosis. Clinical exam was also done. Dr. Yucha referred him for an MRI of the lumbar spine. This was done on 04/11/19 and will be INSERTED here. On 04/15/19, Dr. Yucha referred him to therapy for his shoulders as well as his knees. On 04/15/19, he listed another diagnosis of strain of the lumbar region as well as strain of the right and left shoulders. MRI of the left knee was done on 01/17/19 to be INSERTED. On 01/21/19, he underwent x-rays of the left knee to be INSERTED as marked. These were compared with the x-rays done in the emergency room on 01/07/19.
On 02/25/19, Mr. Snyder was seen in pain management by Dr. Schreiber. He gave numerous additional diagnoses including cervical and lumbar radiculopathy, cervical and lumbar facet joint pain, myofascial pain, thoracic pain, and the aforementioned left tibia and fibula fracture. He referred Mr. Snyder for physical therapy for the neck and back and to continue in the pain management program. He was prescribed Percocet, Motrin, and Flexeril. Thoracic x-rays were done on 02/26/19 as were lumbar x-rays, both to be INSERTED here. He underwent x-rays of the left shoulder and right shoulder on 04/01/19 to be INSERTED. On 04/02/19, he had x-rays of the lumbar spine that were read as normal.
On 04/10/19, Mr. Snyder underwent a lumbar MRI compared to x-rays done on 02/26/19. On 04/11/19, he underwent another MRI of the lumbar spine to be INSERTED here. There was no explanation given as to why he had this MRI on the day after the first.

Dr. Disabella performed an orthopedic evaluation on 05/22/19. His impressions were bilateral shoulder strain, lumbar strain, and a healed left tibial plateau fracture. He reviewed the studies and the patient did not show any foraminal or central stenosis in the lumbar spine or his thoracic spine. He did recommend two weeks of five days per week work conditioning after he would be reevaluated. He was seen again by Dr. Disabella on 06/12/19. He was showing improvement according to the physical therapy notes and work strengthening. That was to continue for another two weeks. He was concerned the patient continued to complain of numbness in his left leg although his MRI did not show any cause for this. “He has a great deal of subjective complaints, which cannot be proven on physical exam. I am ordering a functional capacity evaluation and we will make further decisions on his return to work after that evaluation. The patient will remain out of work at this time.”

A functional capacity evaluation was done on 06/30/19. It found he did not perform the FCE with maximum effort. INSERT the corresponding comments. He nevertheless was deemed capable of work in the medium-heavy physical demand category. He returned to Dr. Disabella on 06/26/19 who noted these results. The patient had multiple questions and complaints about the FCE and the adequacy of the testing. He was advised these were standard tests and Dr. Disabella ordered them to see what he was able to do. He felt the patient had reached maximum medical improvement and could return to work with a 75-pound pushing and pulling and lifting restriction for the next two weeks at which time he could do full duty. He would finish his last two visits of physical therapy this week and return on an as-needed basis.

Mr. Snyder did indeed return to Dr. Disabella on 09/25/19. He was not currently working full duty. He was nine months status post injury. He had done extensive therapy and was cleared to return to work three months ago. Dr. Disabella then ordered an MRI of the left knee. This was done on 10/02/19 and compared to the study of 01/17/19 to be INSERTED here. Dr. Disabella reviewed these results with him on 10/09/19. Assessments at that time were acute pain in the left knee as well as lower back strain. He ordered an additional three to four weeks of physical therapy for strengthening only of his quadriceps and lower leg and then make a determination whether or not he can return to work full duty. He was to return in one month, but does not appear to have done so.

The Petitioner underwent neurologic evaluation by Dr. Gupta on 12/11/19. He complained of headaches, insomnia, and difficulty in concentration since his work-related motor vehicle accident of 01/07/19. He also complained of numbness and tingling sensations in both hands as well as both lower extremities. This is actually the first time he offered such complaints. Dr. Gupta diagnosed posttraumatic intermittent headaches with possible posttraumatic stress disorder, rule out carpal tunnel syndrome and/or bilateral cervical C6-C7 radiculopathy on the right side worse than the left. She ordered an MRI of the head, electrodiagnostic studies of both upper extremities, Fioricet, and Pamelor for his headaches. On 01/22/20, Dr. Gupta noted the brain MRI done on 12/18/19 that was normal without any focal intracranial lesions. EMG of the upper extremities was done by herself on 01/16/20. This was reported to be normal without any definite evidence of cervical radiculopathy or carpal tunnel syndrome on either side. The brain MRI was done on 12/18/19 to be INSERTED here.
On 01/07/20, Dr. Tucker performed an orthopedic evaluation. His assessment was left knee malunited lateral tibial plateau fracture and likely posttraumatic arthrosis. He recommended a good 3 Tesla MRI to evaluate the articular cartilage and most likely start out with treatment with an arthroscopy to evaluate the articular cartilage for possible chondroplasty and see if he is capable for any type of cartilage restoration or possibly even a candidate for some sort of arthroplasty. INSERT the remaining recommendations marked from page 3 of that report.
Dr. Gupta’s EMG was done on 01/16/20 to be INSERTED. Repeat MRI of the left knee was done on 03/09/20 to be INSERTED. He was seen by pain specialist Dr. Conliffe on 02/05/20. His physical exam observed he ambulated with a slow cadence and a wide base of support. He had difficulties performing heel or toe walking secondary to his left leg injury. He has pain free range of motion in flexion, extension and lateral rotation of his cervical spine. He had symmetrical handgrip. There was some pain with shoulder abduction on the right side past 90 degrees. The patient endorsed some periscapular pain on the right side with shoulder abduction between 90 and 180 degrees. There was diffuse tenderness to palpation across the shoulders and trunk. He had symmetrical handgrip without atrophy. Motor strength was 5/5 in the upper and lower extremities. He has patchy hip analgesic to pinprick in the L4 through S1 dermatomes on the right. Muscle stretch reflexes are 2+ in the upper and lower extremities and his toes were downgoing. There was a negative straight leg raising maneuver bilaterally. It should be noted that straight leg raising maneuver does reproduce back pain but no leg symptoms. Dr. Conliffe diagnosed lumbar disc disease, lumbago, thoracic pain and cervicalgia. The Petitioner was one year since his accident. Dr. Conliffe did not feel his spinal condition had been adequately assessed and/or treated. He recommended a course of physical therapy and weight loss program to minimize the mechanical stress on his spine. He did not feel the Petitioner would be a candidate for any type of surgical intervention for his spine at that time nor would he require injections at that time. He should be reevaluated after a formal course of physical therapy of approximately 6 to 8 weeks by a physician and a decision to provide additional treatment should be made afterward. Furthermore, the patient has had previous diagnostic studies including x-rays as well as an MRI of the lumbar spine which failed to show significant spinal lesion. As such, the patient may be capable of returning to work as a truck driver without restriction once his left leg issues have been addressed. From a spinal standpoint, he would be capable of returning to work as a truck driver without restrictions at that time. The fact that Dr. Conliffe acknowledged that he had undergone x-rays and MRI of the lumbar spine contradicts his own earlier statement that these areas were not adequately assessed or treated.
On 07/23/20, he returned to Dr. Tucker. He recommended arthroscopic surgery to evaluate the lateral tibial plateau fracture for a possible chondroplasty and possible abrasion plasty and possible Genzyme biopsy for a possible cartilage restoration procedure such as MACI. He recommended he go back to the dietitian at ShopRite and continue to work on weight reduction. At this point, he would be a good candidate for a gastric bypass type surgery, but did not have health insurance. Therefore, he was going to continue to work on weight reduction with the help of the dietitian and be set up for the arthroscopic surgery. He saw no contraindications for Mr. Snyder to drive a commercial truck. He was going to be scheduled for the arthroscopic surgery.

On 08/12/20, surgery was done to be INSERTED here. He followed up with Dr. Tucker on 12/15/20. He deemed the Petitioner had reached maximum medical improvement and discharged him from care to a home exercise and strengthening program. He could remain at full work without restrictions. He also wrote additional comments that were marked and will be INSERTED here.

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. There was poor dentition particularly involving the left upper front tooth #9. There was no palpable thyromegaly or cervical adenopathy.

UPPER EXTREMITIES: Normal macro
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 several healed surgical scars about the left knee. There was no swelling, atrophy, or effusions. Skin was normal in color, turgor, and temperature. Motion of the left knee was from 1 to 125 degrees of flexion without crepitus or tenderness. Motion of the right knee was full from 0 to 135 degrees with crepitus, but no tenderness. Motion of the hips and ankles was 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​– for resisted left hamstring, quadriceps, and plantar flexor strength. It was 4+ for left extensor hallucis longus strength in a ratchet-like fashion. Strength was otherwise 5/5 on the right. He was tender to palpation about the medial joint line, infrapatellar and popliteal areas, but there was none on the right.
KNEES: Normal macro
CERVICAL SPINE: Normal macro
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. He was tender in the midline at T7 as well as the left interscapular musculature in the absence of spasm, but there was none on the right. 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 was a positive trunk torsion maneuver 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 01/07/19, Richard Snyder was the unrestrained operator of a vehicle that swerved to avoid hitting a school bus and crashed into a wooded area. He sustained multiple injuries and was attended to by EMS personnel. His initial complaints involved only his left leg. He was taken to the emergency room and underwent numerous diagnostic studies. He was also admitted for additional consultation and treatment. He underwent surgery on 01/08/19 to be INSERTED here.
After discharge, he followed up with Dr. Yucha and saw several other specialists. He had additional diagnostic testing done including the left knee, lumbar spine, and EMG of the upper extremities. He had a delayed subjective improvement in his symptomatology. He participated in an FCE that showed he demonstrated submaximal effort. Nevertheless, he was deemed capable of working in the medium-heavy physical demand category. He ultimately underwent another surgery by Dr. Tucker on 08/12/20 to be INSERTED here. He followed up postoperatively through 12/15/20.

The current examination of Mr. Snyder found him to be morbidly obese. The tooth #9 was chipped. He had poor dentition overall. He ambulated with a physiologic gait and he could walk on his heels and toes. He did not utilize a handheld assistive device for ambulation. He was neurologically intact. He had full range of motion of both hands and shoulders without crepitus or tenderness. He had mildly decreased range of motion about the left knee without instability. He was able to squat and rise. He had full range of motion of the cervical, thoracic and lumbar spines.

There is 12.5% permanent partial disability referable to the statutory left leg. There is 0% permanent partial disability referable to the back, left hand, right shoulder, or left foot. He did sustain damage to a single tooth in this incident. However, there is no permanency either from a neurologic perspective or cosmetic perspective involving his head or face.
