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Dictation Time Length: 08:00
February 9, 2022
RE:
Brian Wister
History of Accident/Illness and Treatment: You may not know that I previously evaluated Mr. Wister as described in the reports listed above. These pertain to injuries sustained to his right arm and elbow at work on 01/08/14. He is now a 42-year-old male who reports he was injured again at work on 04/24/20. He was stepping out of a van and was hit by a car. Upon impact, this pulled him down to the street. He did not experience loss of consciousness. He injured his back, right foot and head and was seen at the emergency room in Atlantic City. He had further evaluation, but remains unaware of his final diagnosis. They did not undergo any surgery and he is no longer receiving any active treatment.

As per his Claim Petition, Mr. Wister alleged on 04/24/20 he was exiting a work van and was struck and drug by another vehicle. He claimed injuries to the back, left hip, right foot, and all other orthopedic and neurologic residuals. A First Report of Injury was completed as well.

Treatment records show Mr. Wister was seen at Patient First on 05/12/20. They noted he had been to the emergency room where he had multiple x-rays with no fractures. He returned to regular work the previous day, but it was difficult. He complained of back stiffness that persists. His right foot just burns him on the third metatarsal area. His left hip pain waxed and waned. Clinical exam was relatively benign. X-rays of the right foot showed a calcaneal spur, but no acute abnormalities. He had hammertoe deformities and joint spaces were intact. Left foot x-rays showed no fracture or dislocation. He was diagnosed with a back strain, left hip trochanteric bursitis, and metatarsal pain. The practitioner suggested Motrin, but Mr. Wister was unable to tolerate this. Accordingly, she recommended acetaminophen and return to work in a light duty capacity. He was then seen on 03/30/21 by orthopedist Dr. Disabella. We are only in receipt of part of his report so it would be helpful to obtain the rest of it. He ascertained the history of treatment to date. He had a past medical history remarkable for an L5 fracture and right great toe fracture. He had treated with a chiropractor in the past the last of which was in April 2020. He complained of pain to the lumbar spine and right foot. He did have a CAT scan done, but did not have an MRI done.
PHYSICAL EXAMINATION
UPPER EXTREMITIES: Inspection of the upper extremities revealed no bony or soft tissue abnormalities. There were no scars, swelling, atrophy or effusions. Inspection revealed some hyperpigmented skin changes on the posterior aspect of his thorax and left shoulder. Skin was otherwise 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. He had an oblique healed open surgical scar at the left knee along its medial aspect. He attributed this to a patellar dislocation surgery. There was no 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: 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. 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. He had mild tenderness to palpation about the paravertebral musculature bilaterally in the absence of spasm. There was no palpable spasm or tenderness of the 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 bilaterally at 90 degrees elicited only hamstring tightness, but no low back or radicular complaints. Lasègue’s maneuver was negative bilaterally. Braggard's, Linder, and bowstring's maneuvers were negative for neural tension. He had a positive trunk torsion maneuver for symptom magnification. Axial loading and Hoover tests were negative for this condition.
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 04/24/20, Brian Wister was a pedestrian struck by an automobile immediately after he stepped out of his work truck. He evidently was seen at the emergency room where x‑rays did not show any acute abnormalities. On 05/12/20, he was seen at Patient First who continued him on conservative care. He then was seen orthopedically by Dr. Disabella on 03/30/21. He denied any other treatment since being seen at Patient First. However, he did admit to a previous L5 fracture and right great toe fracture. He also had received chiropractic treatment, the latest being in April 2020. This was in the same month of the subject event. History was remarkable for two left knee surgeries, four left shoulder surgeries, two right elbow surgeries, and a hernia repair.
The current examination of Mr. Wister found he had full range of motion of the lumbar spine. He had mild tenderness to palpation about the paravertebral musculature. Straight leg raising maneuvers were negative for clinically significant disc pathology, spinal stenosis, radiculopathy, or facet arthropathy. He had full range of motion of the left hip and right foot where there was no tenderness.

There is 0% permanent partial or total disability referable to the back, left hip, or right foot as a result of the subject event. I would appreciate the opportunity to review a complete copy of Dr. Disabella’s report from 03/30/21 to help confirm my impressions. Mr. Wister is physically active working as a receiver for another employer. He relates his symptoms are better now than when they first began.
