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Dictation Time Length: 06:29
February 28, 2022
RE:
David McNally

History of Accident/Illness and Treatment: As you know, I previously evaluated Mr. McNally as described in my report to you of 11/25/18. The current evaluation pertains to the injury sustained at work on 08/06/15. He is now a 57-year-old male who describes on that occasion he was involved in a motor vehicle accident. He was coming up to a yellow light and slowing down when another driver rear ended his vehicle. He states this occurred at a speed of between 80 and 90 miles per hour. As a result, he believes he injured his right ankle and back. He did go to the emergency room afterwards. He had further evaluation, but remains unaware of his final diagnosis. He indicates he has not had any additional treatment or testing since his prior evaluation here. I am also not in receipt of any additional medical documentation to confirm that any occurred.
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. His hearing aids were not in during this 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.

NEUROLOGIC: Normal macro

He requested assistance with medical assistant completing his paperwork due to “cognitive issues” from his head injury.

UPPER EXTREMITIES: Inspection revealed chafing of the knuckles bilaterally and a rough texture to the palms. Skin was otherwise normal in color, turgor and temperature. Motion of each shoulder was full in all independent spheres without crepitus or tenderness. Combined active extension with internal rotation was to the L3 vertebral level bilaterally. Motion of the elbows, wrists and fingers was full in all planes without crepitus, tenderness, triggering or locking. 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 4/5 and non-reproducibly limited in resisted right wrist extension, but this was otherwise 5/5. There was no significant tenderness with palpation of either upper extremity. 
HANDS/WRISTS/ELBOWS: Tinel’s maneuver at the left medial epicondyle elicited paresthesias. This was negative on the right. He had negative Tinel’s maneuvers on the lateral epicondyles bilaterally. Phalen's, Finkelstein's, Adson's, Watson, Grind, and Middle finger extension tests were negative bilaterally for instability, compression neuropathy, or vascular anomalies. There was no laxity with manual pressure applied at the elbows or fingers. Resisted pronation/supination at the elbows did not elicit symptoms.  

LOWER EXTREMITIES: Inspection revealed bulky varicosities overlying the left shin. There was swelling of the right ankle and a 4-inch scar about its medial aspect in a somewhat oblique orientation. There was chafing of the knees bilaterally. Skin was otherwise normal in color, turgor, and temperature. Motion of the right ankle was somewhat inconsistent. Plantar flexion was to approximately 20 degrees and dorsiflexion to 15 degrees, but inversion and eversion were full. Motion of the left ankle, both knees and hips was full in all planes 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 4+/5 for resisted right plantar flexor strength, but was otherwise 5/5. There was no significant tenderness with palpation of either lower extremity.

FEET/ANKLES: Normal macro
KNEES: Normal macro
CERVICAL SPINE: Inspection of the cervical spine revealed normal posture and lordotic curve with no apparent scars. Active flexion was to 40 degrees and extension to 15 degrees. Rotation right was 50 degrees and left 60 degrees, sidebending right 35 degrees and left 20 degrees. 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.

THORACIC SPINE: Normal macro
LUMBOSACRAL SPINE: He ambulated with a limp on the right, but did not use a handheld assistive device. He was unable to stand or walk on his heels or toes. He changed positions slowly and was able to squat to 10 degrees. Inspection of the lumbosacral spine revealed normal posture and lordotic curve with no apparent scars. He sat comfortably at 90 degrees lumbar flexion, but actively flexed to 55 degrees with tenderness. Sidebending right was 15 degrees and left 20 degrees, both with tenderness. Extension was limited to 15 degrees without tenderness. Bilateral rotation was full to 45 degrees without discomfort. He was tender to palpation about the sacroiliac joints bilaterally. There was no palpable spasm or tenderness of the paralumbar musculature, 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 maneuver on the right at 70 degrees and left at 65 degrees elicited only low back tenderness with no radicular complaints. 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 08/06/15, David McNally was involved in a work-related motor vehicle collision. This was described in great detail in my prior report. Since seen here in 2018, he denies having any additional treatment or tests. He also denies any further injuries. He has been able to continue working for the insured in a full-duty capacity. Although he conveyed having cognitive issues, he had a normal neurologic exam relative to that function.

He had skin changes on the hands and knees consistent with someone who remains physically active. He had decreased range of motion about the right ankle associated with swelling. He could not stand or walk on his toes or heels. He had variable mobility in the lumbar spine. Provocative maneuvers were negative for clinically significant disc pathology, spinal stenosis, radiculopathy, or facet arthropathy.

My opinions relative to permanency and causation remain the same. Mr. McNally clearly remains highly functional.
