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Part 1 and 2
Dictation Time Length: 39:00 & 22:32
February 14, 2022
RE:
Anthony Buchel
History of Accident/Illness and Treatment: Anthony Buchel is a 33-year-old male who reports he was injured at work on 05/18/16. At that time, a trailer rolled down the hill and crushed his pelvis into the truck. He states the gooseneck impaled his abdomen through to the back. As a result, he believes he injured his pelvis, left leg, lower back, bladder, and stomach and was seen at the emergency room the same day. With this and further evaluation, he learns his final diagnoses were dropfoot, severe nerve damage, 52 fractures, and hernias. The latter were treated with mesh on two occasions. He also underwent fasciotomies to the leg. He had further surgeries to the bladder and elsewhere. He continues to receive pain management from Dr. Vadir.
Per the records supplied, an ISO ClaimSearch was completed. An investigation was done on 06/11/19, but did not find any   businesses registered in Mr. Buechel’s name such as Flawless Flooring in Atlantic County, New Jersey.

As per the medical records supplied, Mr. Buchel was attended to by EMS personnel on 05/18/16. He was found lying supine on the ground with local BLS treating him. There were two large trucks behind the patient. He stated he was standing behind a large utility trailer. When the trailer was dumping, it came back and landed on the lower half of his body. The workers at the site had to use another large vehicle to lift the trailer off the patient. The patient was left with extensive bleeding to his left pelvis and other traumatic injuries. He was evaluated and a tourniquet had already been applied to his left leg as well as a quick clot wound pressing in the open site on his pelvis. He had lost approximately 1000 mL of blood prior to EMS arrival. He was pale and stated he could not breathe. He had absent radial pulses. He was evaluated by ALS. He was then supplied with oxygen and an IV. He had to undergo orotracheal intubation and medications were administered. Upon arrival to the emergency room, he was becoming more hypotensive again. He was unloaded from the ambulance and taken into the trauma bay. When seen at the emergency room, he underwent several diagnostic studies. These included chest x‑rays from 05/18/16, to be INSERTED.
He also had consultation that same day by Dr. Begleiter. He was called to place a Foley catheter. By report, the prostate could not be palpated on exam consistent with a possible high-riding prostate. Foley catheter was not attempted by the primary trauma service. Urology was called emergently. He had no history of blood at the meatus since presentation to the trauma bay, but was found to have likely pelvic fracture and unclear other injuries. Given the patient’s lack of hemodynamic stability, CAT scan was deferred by trauma in favor of emergent interventional radiology embolization in an attempt to preserve the patient’s life. He was intubated and sedated with multiple compression devices in place. He had a chest x-ray that showed no acute pulmonary disease. The tip of the endotracheal tube was 1.5 cm above the carina. The overall impressions included multisystem organ trauma secondary to crush injury from tractor, now with gross hematuria and pelvic fracture among numerous other injuries and hemodynamic instability. Relative to his pelvic fracture and trauma, they would need to complete evaluation to establish the extent of his injuries pending lifesaving efforts of trauma/interventional radiology embolization as the patient is not currently hemodynamically stable despite numerous units of packed red blood cells. They would defer current evaluation to lifesaving efforts prior to establishing extent of injuries. The Foley catheter was placed under sterile techniques. Due to his clinical condition, retrograde urethrogram was unable to be performed. He was also found to have gross hematuria consistent with likely bladder injury given the lack of resistance to catheterization. This also may represent complete disruption or partial disruption. The Foley catheter balloon was secured in place without difficulty. On 05/18/16, he underwent surgery by Dr. Wren to be INSERTED here. Mr. Buchel obviously was admitted to the hospital. According to his history and physical from 05/19/16, they wrote he received a total of 14 units of packed red blood cells, 4 units of fresh frozen plasma, and 2 packs of platelets within the trauma bay. The left groin wound was staple closed to control hemorrhage. A FAST exam was performed and was negative for significant fluid. Considering his persistent hypotension, it was determined that the patient would be best suited going directly to Interventional Radiology after the primary and secondary survey were completed. With Interventional Radiology, the patient was transfused 7 units of packed red blood cells, 13 units of fresh frozen plasma, and 5 packs of platelets. An arterial injury was noted within the left pelvis and the left internal iliac artery was coil embolized. At that time, the patient’s blood pressure and hemodynamic status had stabilized and he was taken to CAT scan for completion of imaging. After CT cystogram was performed, they noted he had a bladder rupture and urology was contacted. The patient was then taken straight to the operating room with the trauma surgery team.

On 05/19/16, Dr. DeAngelo performed surgery to be INSERTED here. Another consultation was performed on 05/19/16 by Dr. Sturr for a physical medicine and rehabilitation assessment. She noted his need for various transfusions. He had an emergent laparotomy with partial repair of a ruptured bladder and a suprapubic tube replacement. She wrote CAT scan of the head was questionable for a small subarachnoid hemorrhage. CAT scans of the thoracic spine, lumbar spine, and cervical spine were negative for acute fractures or malalignment. They did reveal left sacral fracture, left acetabular fracture, left sacroiliac joint and bilateral pubic bone fractures all of which were closed. CAT scan of the chest, abdomen and pelvis also revealed bilateral pleural and parenchymal disease, question of aspiration, and contusions. They were going to continue to support him with intravenous Pepcid, fluids, and fentanyl. According to the electronic medical record, he previously was on Suboxone. It was also noted he required fasciotomy for compartment syndrome with left superficial femoral vein ligation. He also had an arterial injury in the pelvis requiring coil embolization. Dr. Sturr rendered 10 different diagnostic impressions that will be INSERTED here. She explained once he is stabilized and neurologically more cooperative, she would further evaluate his left lower limb for potential nerve injury.

On 05/20/16, another surgery was done to be INSERTED here by Dr. Spence. Throughout his hospitalization, the Petitioner underwent numerous different blood tests.
On 05/26/16, he underwent pelvic x-rays to be INSERTED here. One of these was a two-view image and one was a one-view image, both to be INSERTED here. He had a chest x-ray on 05/27/16 that showed no pneumothorax. There was a proximal side hole of the orogastric tube at the gastroesophageal junction. It was suggested advancing the catheter at least 5 cm. He also had stable bibasilar opacities. He underwent another chest x-ray on 05/26/16 compared to a study of 05/25/16. It showed no significant interval change.
Dr. Ali performed another consultation on 05/27/16. He diagnosed necrosis of surgical wound as well as an open wound of the leg. The plan was for him to undergo debridement of his groin wound with VAC placement that afternoon. Supportive care was also obviously suggested. On 05/28/16, Dr. Saad performed surgery to be INSERTED here. Mr. Buchel underwent serial chest x-rays through 05/31/16, whose report will be INSERTED here. He also had retrograde urethrography done on 05/31/16, to be INSERTED here. He had a CAT scan of the pelvis on 05/31/16, to be INSERTED here.
The Petitioner was discharged from the hospital on 06/03/16 and was taken by EMS vehicle to a rehabilitation facility. He was seen that day by Dr. Berlin at Bacharach Institute for Rehabilitation. He noted Mr. Buchel sustained pelvic injuries for which he was admitted to AtlantiCare. He had significant left lower limb laceration and bladder laceration, intraperitoneal hemorrhage, and extraperitoneal hemorrhage. He had numerous surgeries including a laparotomy, bladder repair, internal iliac embolization, and pelvic packing. Injuries included acute anemia due to blood loss, respiratory failure, bladder rupture, hypotension, he was in shock, left lower limb laceration with compartment syndrome requiring fasciotomies and skin grafting. Orthopedic injuries primarily consisted of pelvic fracture of the left sacrum, left sacroiliac crest, left acetabulum, and bilateral rami fractures. He had a left hip laceration and tracheobronchitis. Surgeries included a suprapubic urostomy, left lower limb fasciotomy, split thickness skin graft from the left thigh for secondary closure. He had a history of chronic pain and was an opioid addict, on Suboxone for many months. He was about to come off of that when the accident took place. Mr. Buchel was admitted to this facility and was seen on 06/04/16 by Dr. Driscoll. In addition to the above, he ascertained a prior history of shoulder surgery. Exam found the abdomen to be soft and nontender. The midline incision was clean, dry and intact. The right lower quadrant urostomy bag is clean and dry with good urine color. He was neurologically awake, alert and oriented to time, place and person with no focal deficits. The left lower extremity had a wound VAC and a left calf Ace wrap. Dr. Driscoll rendered seven different diagnostic assessments to be INSERTED here. The plan was to institute physical therapy, lab work, continue pain medication, continue consult with Colace, Senokot, and MiraLAX; consult urology for management of the Foley catheter which he suspected will need to remain for quite sometime. He was going to also be consulted by Dr. Saad status post skin graft and a wound VAC. They also consulted Infectious Disease, but until then was continuing intravenous vancomycin and Primaxin every six hours. On 06/18/16, he was seen by Dr. Mehta for constant pain and paresthesias in the left leg. The medications helped only a little. He had a surgical follow-up scheduled for 06/21/16. Dr. Mehta recommended continuing the present rehab program to improve functional mobility. He was going to be non-weightbearing on the left leg. He noted the numerous procedures Mr. Buchel underwent. He was going to continue pain management as well. Mr. Buchel was discharged from this rehabilitation facility on 06/28/16. Dr. Berlin noted he had delayed wound closures. He was going to be referred to the various specialists he had seen already. He was discharged on numerous medications. Dr. Berlin concluded on 07/19/16 that Mr. Buchel had achieved most of his goals for his weightbearing status as it is. He was doing well from a rehab perspective. He is pending a brace for the left lower limb and is now about two months post trauma. Neurologic recovery remains optimistic but uncertain over the next six or so months. He was otherwise doing well. He was going to see Anthony in about a month for a clinic visit. He did continue to see Dr. Berlin as an outpatient. As of 03/30/17, he codified that Mr. Buchel was following up with Dr. Antebi regarding pain management and is only taking nonopioid type medication with good results. He wears a left AFO brace for what is now a chronic left footdrop. He had healed all of his surgical wounds and is pending follow-up with Dr. Saad regarding abdominal hernia. He was independent functionally and was seen that day for a clinic visit. He was examined and Dr. Berlin concluded he had no further recommendations from a rehab perspective. The patient was at maximum benefit from physical therapy. By no means is he able to return to work due to left limb dysfunction and nerve damage, that work being heavy construction with climbing and managing heavy loads. He deferred to Dr. Antebi for pain management. With regard to the hernia, he deferred to Dr. Saad. Dr. Berlin concluded from his point of view the patient had no reason why he cannot drive. His right leg is quite functional. He is cognitively able to do so, so no restrictions were placed there on him. While he is cleared otherwise for perhaps another occupation, certainly one physically demanding is unreasonable and not recommended. He was willing to fill out disability paperwork in that regard as appropriate.

I am in receipt of a handwritten note dated 06/29/16 from *__________* Cois, RN. This may be a home care note. On 06/30/16, he had another chest x-ray to be INSERTED here. That same day, he had a CAT scan of the abdomen and pelvis that was compared to a study of 04/07/11, to be INSERTED here. On 06/30/16, the trauma service performed an admission history and physical. He was discharged to Bacharach Rehab and then discharged to home 48 hours ago. This morning he woke up with a fever of 103.2 and subsequently came to the emergency department for evaluation. CAT scan of the abdomen and pelvis showed a left groin abscess. Up to that point, he had received 3 liters of crystalloids and was now normotensive. Dr. Willman noted he was going to be admitted with consultations by various specialists. Diagnoses were fever, left groin collection, lactic acidosis, urinary tract infection, and multiple injuries as already noted.
On 07/01/16, Dr. Udani performed a consultation. He reviewed the numerous diagnostic studies to date. He wrote the CAT scan of the abdomen and pelvis was abnormal. There was a soft tissue collection involving the area of the left piriformis muscle. This may be due to hemorrhage from adjacent fracture. There was a small area of the left lower lobe consolidation as a comminuted fracture of the left sacroiliac joint. There was fracture and abnormal widening of the symphysis pubis. Urine culture showed pseudomonas. His overall impression was acute cystitis with sepsis without organ dysfunction due to pseudomonas. Recommendations from an infectious disease perspective were given. On 07/01/16, he had a venous ultrasound of both legs to be INSERTED here. This was repeated on 07/03/16, to be INSERTED here.
Mr. Buchel was seen by Dr. Bazylewicz on 07/05/16 at Rothman Institute. His history of present illness, relevant physical exam as well as assessments will be INSERTED as marked. Mr. Buchel continued to be seen by Dr. Bazylewicz. On 08/09/16, he wrote the AFO brace that was obtained for the left lower extremity is too big to fit his shoe and the patient prefers not to wear it at this time. On 07/23/19, he saw Dr. Bazylewicz again two and a half years or more after pelvis fracture that was treated nonoperatively. He was there for orthopedic evaluation and treatment, wondering if he needed more physical therapy. Pelvic x-rays showed healed pelvic fracture in good alignment. Previous sequelae of previous trauma are noted around the pubic synthesis, but overall pelvis is well aligned. He concluded no further treatment was needed since he was fully healed. He could weight bear and perform activities as tolerated.
On 02/25/20, he was seen by a podiatrist named Dr. Hoffman at Rothman Orthopedics. His assessment was dropfoot deformity of the left lower extremity. He prescribed a new custom AFO made with an orthotic foot bed. He was seen by Dr. Saad on 07/08/16 for a skin graft. He was to apply silver alginate to the abdominal wound daily and cover with a clean dressing. History on 08/09/16 noted debridement of abdominal wound with complex closure and possible placement of wound VAC. Previous surgeries included split thickness skin graft of the left lower leg and groin. His abdominal wound measured 3.0 x 3.0 x 2.0 cm. On 08/19/16, Dr. Saad provided further wound care for his abdominal wound. This was also the case on 09/06/16. On 09/20/16, Dr. Saad wrote his abdominal wound was healed and he was doing well. His left leg was still swollen. He was going to follow up in three months to see if the swelling had resolved so that his skin grafts can be excised. On 02/10/17, Dr. Saad concluded his wounds had healed and he was discharged from care at that point. Suture removal was completed on that day.
On 06/06/17, Dr. Saad wrote the lateral fasciotomy site was causing pain and swelling. They discussed treatment options as already noted. On 09/11/18, Dr. Saad wrote the Petitioner complained of bulging from his abdominal scar. This has worsened since he had been more active. Exam showed an incisional hernia all along his scar. It was reducible and nontender. They would need a CAT scan to assess the hernia. He would likely need a ventral hernia repair with separation of components and BARS. On 10/05/18, Dr. Saad reviewed the results of the CAT scan with Mr. Buechel. The plan was to pursue surgical intervention. On 10/25/18, his wound was healing nicely postoperatively. There were no signs of seroma. One of his drains was removed. On 11/08/18, his drain was still draining greater than 30 mL per day although his wound was healed. He would follow up after the drain is draining less for drain removal follow-up. On 12/07/18, exam by Dr. Saad found the abdomen was soft and nontender. He still had some pain here and there, but it is overall better. He was released from care and to follow up as needed. On 12/18/18, Mr. Buchel indeed followed up. He wrote a letter of medical necessity relative to the procedure that was done on 10/08/18. He had extreme laxity of the abdominal wall due to his trauma and multiple surgeries. This in turn was causing bladder dysfunction because the bladder was malpositioned due to the laxity of the wall. He could only urinate a minimal amount of urine. By repairing the laxity, the bladder was put into proper anatomic position. Postoperatively, the patient was now able to void his bladder without issues. On 08/06/19 office visit, Mr. Buchel had pain and discomfort on the right side of the abdomen. Exam showed the mesh is palpable on that side. He offered a revision of the mesh about which Mr. Buchel was going to consider it. On 11/21/19, the Petitioner was ready to proceed with surgery. They also discussed his skin graft site on the medial aspect of the left leg that he would like excised and closed.
He was seen on 07/11/16 by Nurse Practitioner Tridente. This was a followup from the hospital. He carried diagnoses of acute cystitis, sepsis, and left groin cellulitis/wound infection. He completed his course of antibiotics with Cipro the previous day. He had a follow-up with urology the next day. He had a stent in place. He felt the need to urinate more frequently, but is unsure if that is due to one of the medications. She wrote his sepsis had resolved as did his groin infection. Local wound care was to continue. He continued to be seen in this group. On 08/08/16, she wrote he had been seen by urology in the interim and had a stent removed. He was seen by Dr. Saad on Friday and had his lower abdominal wound opened up and now with a lot of bloody drainage. The plan was for operation on Friday for incision and drainage and wound VAC. As of Friday, he started walking on the right leg and using a walker. No further antibiotics were needed since his acute cystitis had resolved.

On 07/13/16, Mr. Buchel was seen by Nurse Practitioner Hewlett. She wrote that he had a CAT scan of the abdomen on 06/13/16. There was an abnormal soft tissue collection involving the area of the left piriformis. The rest of that will be INSERTED as marked from the bottom of page 4. He was going to continue his oxycodone and OxyContin with no refills. Ongoing diagnoses were chronic pain syndrome, long-term use of other medications, pelvic fracture, femoroacetabular impingement, rupture of bladder, pain in the left knee, and pain in the left hip. His progress was monitored. On 10/25/16, his OxyContin was decreased. He was going to find another doctor and we will not see him again because he does not want to keep going down on the meds and he does not want the medical marijuana program. He just wants to be on medication. He refused to switch to Xtampza ER (which is abuse deterrent) because the “pharmacy never has the meds he needs. I don’t feel like chasing the medicine down.” We will decrease with no exception each visit until he is off opiates. He is going to continue Neurontin and Cymbalta.

Mr. Buchel underwent myriad laboratory blood work and urine drug screen tests on the dates described. On 07/22/16, he was seen by a urologist named Dr. Lehrfeld. Over the past month, he had a sensation of not emptying his bladder less than half the time. He had to urinate again less than two hours after finishing a prior void less than half the time. He typically has nocturia twice per night. His diagnostic studies were reviewed. Overall, he had a history of extensive surgery status post trauma. He has now undergone bladder repair as well as a JJ stent placement at the time of the repair. He is scheduled for cystoscopy and JJ stent removal with RPG at that time. He remains on therapy for urinary tract infection per Dr. Trivedi. Urine culture was obtained that day. On 07/25/16, he was seen again in this Urology Group by Dr. Lehrfeld. He performed scrotal ultrasound. There was heterogeneous left testis that was significantly atrophic. They were going to re-examine and check an ultrasound in one month. He was also sent for duplex scan of arterial inflow and venous outflow of the abdomen. He wrote there was a heterogeneous area of the left testicle noted. This was likely secondary to atrophy from his crush injury. It is unlikely to be a tumor given his history. On 08/16/16, he was seen by Dr. Spence. He also was seen by Dr. Lehrfeld that same day. The plan was to complete ultrasound of his kidney. He was followed in this urology group. On 09/13/16, they wrote he had another ultrasound that showed testicular atrophy. He was seen regularly through 07/11/17 when he was attended to by Dr. Steixner. On 09/19/18, he underwent cystoscopy by Dr. Steixner. The bladder was abnormal with findings of malignant appearing tumor. The tumor was located at the dome. At that time, a biopsy was taken from the dome. The area was then fulgurated and hemostasis was achieved. The ureteral orifices were both visualized and appeared normal. He tolerated the procedure well and was discharged in a stable condition. He followed up after this procedure. On 04/23/19, Dr. Lehrfeld performed cysto-ureteroscopy in addition to the office visit. On 06/11/19, he related marked improvement in voiding symptoms with oxybutynin, but he has very bothersome dry mouth. He denies any gross hematuria. His oxybutynin was discontinued and he was begun on Myrbetriq. He saw Physician Assistant Miller on 11/13/19 for hypogonadism. He was advised to hold therapy and undergo phlebotomy. CBC was also ordered. On 03/26/20, Mr. Buchel followed up with Dr. Miller and Dr. Schutz. They wrote he reported his case manager was wrong in saying that his hematologist Dr. Bros wanted him to discontinue TRT. He reported he was scheduled for a mesh repair and that Dr. Saad is requesting clearance. His case manager called the office stating that Dr. Bros wants him to stop TRT and that this office needed to clear him before surgery. They wrote there was no documentation of this from any of the other doctors. He followed up here through 08/25/21. They discussed his testosterone level. He was on testosterone injection therapy for hypogonadism.

On 08/03/16, Dr. Spence performed stent removal. The postoperative diagnosis was bladder injury with left retained stent. On 08/12/16, he underwent surgery by Dr. Saad to be INSERTED. His medications were monitored by the New Jersey Prescription Monitoring & Reporting System on the dates described.

He was seen by pain specialist Physician Assistant Kaskich on 12/28/16. They noted he previously saw Jersey Shore Pain Management and was prescribed OxyContin 20 mg twice per day and oxycodone 10 mg five times per day. He stated the oxycodone 10 mg was not helping to relieve his pain. He was taking gabapentin and Cymbalta. His OxyContin was discontinued. He was prescribed oxycodone 15 mg six times per day with a total of 90 mg per day. Then they were going to gradually decrease his use of these medications. On 02/09/17, Ms. Kaskich wrote he is ambulating with a cane and wearing a brace on his left leg for footdrop. There were skin grafts on both sides of the left leg related to the intervention for compartment syndrome. There was atrophy in the left gluteus muscle. There was a scar in the left inguinal area and a scar from the xiphoid process to pubic bone. It was noted urinary drug test on 12/28/16 showed oxycodone and marijuana. He was going to remain on medications via pain management from this office that was controlled by Dr. Antebi. On 12/13/17, Ms. Kaskich explained to him that due to the multiple inconsistent urine drug tests, she could not continue to prescribe oxycodone. She offered to prescribe him Suboxone, which he refused. They would not continue to see him as a patient. He was discharged from their practice. The Petitioner agreed and wanted to find a different provider. No prescriptions were given that day.

On 10/01/18, he underwent preoperative evaluation by a nurse practitioner. The plan was for surgery on 10/08/18 involving abdominal wall reconstruction with separation of components and bars with complex closure. On 10/01/18, he underwent an evaluation with Dr. Onopchenko. He noted the course of treatment contemporaneous to the subject event. He now is complaining of a bulge in the suprapubic portion of this large midline scar that was reducible, but uncomfortable. He does not have any complaints of nausea or vomiting. He moves his bowels normally. He continues to have urinary problems with difficulty voiding. He initially lost about 60 pounds, but his weight has been stable now since stopping his narcotic pain medication. He was not having any respiratory difficulty. CT urography was done on 09/11/18 with one of the impressions as “no abdominal wall hernia seen including the Valsalva maneuver.” One of their assessments on this visit was history of ventral hernia. The area in question in the suprapubic midline may be just an effect of the stretching of the biological mesh rather than a true hernia since it is not seen on CT scanning. However, an attempted repair of this area would carry with it significant risk of bowel and certainly bladder injury which may then again preclude placement of a permanent mesh and the chance of incarceration/strangulation would seem to be zero if this is not done since the hernia itself can really not be detected by CT scanning. Accordingly, they decided not to pursue surgical intervention.

On 09/11/18, he did have CT urography to be INSERTED here. On 10/08/18, he underwent surgery to be INSERTED here. His case was followed closely by various case managers on the dates described.

Mr. Buchel underwent hematology / oncology evaluation by Dr. Bruce given a diagnosis of polycythemia. She noted the results of various laboratory studies and reviewed extensive records. Those paragraphs will be INSERTED as marked from page 3 of 6. He continued to be seen by Dr. Bruce on 03/12/20. They discussed the risk of testosterone supplementation including increased risk of prostate carcinoma and venous thromboembolic events including lower extremity DVT or pulmonary embolism. They also discussed the increased risk of major cardiovascular adverse effects. She did not recommend supplemental testosterone due to these risks which may be fatal in nature. She also wrote testosterone supplementation may cause patients to have elevated hemoglobin or hematocrit or polycythemia. His urologist will need to monitor his CBC closely while he remains on testosterone supplementation. If he develops polycythemia, testosterone supplementation will need to be discontinued or reduced.

On 06/29/20, Dr. Saad noted he was status post multiple surgical procedures, most recently AWR with mesh in October 2018. Exam showed the mesh was palpable on the right side. He offered a revision of the mesh. They also discussed skin graft site on the medial aspect of the left leg that he would like excised and closed. Preoperative consultation was performed on 07/02/20. Surgery was done on 07/08/20 by Dr. Saad to be INSERTED here.
PHYSICAL EXAMINATION
GENERAL APPEARANCE: He states he was in an induced coma for three months and was hospitalized for one and a half years. He had muscular arms. He states he previously was a bodybuilder and weighed 225 pounds. Since his coma, he went down to 143 pounds. He now weighs 166 pounds.
ABDOMEN: There was a long midline scar measuring 12 inches in length. It was tender to palpation along its trajectory. In the left inguinal area were two oblique scars each measuring approximately 3 inches in length. On the chest, there was a healed longitudinal scar at the left anterior axial area. With abdominal evaluation, the left testicle was shrunk to the size of approximately a peanut
LOWER EXTREMITIES: Inspection revealed atrophy of the left buttocks as well as the left leg and calf. In the inguinal area was a 1.5-inch scar with skin retraction. There was a longitudinal scar on the medial aspect of the left calf measuring 9.5 inches in length. At the anterior left shin was a scar measuring 9 inches longitudinally and 2 inches transversely in an elliptical pattern along the lateral aspect of the left calf. There was a donor graft site at the left anterior thigh measuring 3 x 9”. At the left knee was a longitudinal scar measuring 1.5 inches in length. There were no signs of infection at any of these scars. He had spotty areas of sensation present in the left foot. This was otherwise intact. He had stocking-glove diminished sensation in the left calf distally, but this was intact on the right. Motion of the hips and knees was full in all planes without crepitus or tenderness. Passive range of motion of the left ankle was slightly decreased and stiff, but was full on the right. Extensor hallucis longus strength on the left was 0/5 and plantar flexor strength was 2/5. It was otherwise 5/5. He was tender to palpation at the lateral aspect of the left hip and medial left leg, but there was none on the right.
FEET/ANKLES: Normal macro
PELVIS/HIPS: Normal macro

LUMBOSACRAL SPINE: He ambulated with a limp on the left with a footdrop using a cane in his right hand. He was able to briefly stand on his heels and toes. 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.

THERE IS OVERLAP IN THE VARIOUS DATES OF TREATMENT AND PROBABLY SOME DUPLICATIONS. MY IMPRESSIONS WILL BE ADDED ONCE THIS IS COMPLETED

