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Dictation Time Length: 21:41
June 3, 2022
RE:
Jaquanda Pierce
History of Accident/Illness and Treatment: Jaquanda Pierce is a 33-year-old woman who reports she was injured at work on 08/18/19 when she slipped in water while bathing a customer. As a result, she believes she injured her right knee, low back, and shoulder, but did not go to the emergency room afterwards. She had further evaluation and treatment including two surgeries on the right knee on 12/05/19 and 12/22/20. In August 2021, she accepted an injection to her back. She completed her course of active treatment in September 2021. She also asserts that in 2021 her knee gave out causing her to sustain further injury.

Per her first Claim Petition, she indicated while showering a client, the water got on the floor causing her to slip and fall resulting in injuries to the low back and right knee. The second Claim Petition is in reference to an incident of 06/16/21 when she claimed her right knee gave out, causing her to fall, injuring the right knee and right shoulder.

It is my understanding that after the first event, she was seen by Conduent Nursing. She underwent an MRI of the lumbar spine on 09/23/19 at the referral of Dr. Caddell, to be INSERTED.
On 10/24/19, she came under the orthopedic care of Dr. Disabella. He noted her mechanism of injury and course of treatment to date. He ascertained a history of prior left knee ACL repair in 2004. He performed an exam and reviewed not only an MRI of the right knee, but also one of the lumbar spine. Since we do not have the knee MRI report, INSERT what he described it showed as marked in his progress note. He wrote the patient examined to have a lumbar strain. Her MRI showed small facet joint arthropathy. He referred her for physical therapy to the lumbar spine. Due to her anterior lateral meniscal tear, she was referred to Dr. Dwyer for possible surgical intervention. She in fact saw Dr. Dwyer on 10/31/19. He learned she had been employed with the insured for four months. After his review of the MRI of the knee and clinical exam, he diagnosed a tear of the lateral meniscus, effusion, and acute pain of the right knee. He noted plain x‑rays showed some degenerative findings. He did recommend a surgical intervention. I am not in receipt of that operative report.
However, she followed up with Dr. Disabella for her lumbar pain on 11/21/19. He started her on cyclobenzaprine and continuation of physical therapy. As of 12/17/19, Dr. Disabella found her to have regained full range of motion of the lumbar spine. She had reached maximum medical improvement relative to it and was discharged to full duty. She was still under the care and work restrictions imposed by Dr. Dwyer for her right knee surgery.

On 12/16/19, Ms. Pierce was seen by Dr. Dwyer’s physician assistant one week and six days status post right knee arthroscopic partial lateral meniscectomy and right patellar arthroscopic abrasion chondroplasty done on 12/03/19. Her knee felt sore. She came in for suture removal. They noted on this occasion she had a gastric sleeve procedure in 2012. He continued her on Percocet. On 01/20/20, Dr. Dwyer reevaluated her six weeks and six days after the surgery. She was attending therapy and working in a sedentary capacity. He placed her in a wraparound PF brace. Exam was benign with no effusion. She had full range of motion and stable ligaments. She had global tenderness, but nothing which specifically localizes to any one compartment. He released her back to full duty at that time. On 02/24/20, she returned to Dr. Dwyer for her right knee pain. He rendered an assessment of unilateral primary osteoarthritis of the right knee for which he performed a corticosteroid injection.

On 02/12/20, she participated in a functional capacity evaluation. She demonstrated the ability to perform within the light physical demand category. During objective functional testing, she demonstrated consistent effort through 89% of this test which suggests she put forth full and consistent biomechanical and evidence-based effort. She also reported reliable pain ratings on 50% of the time, which would suggest that pain could have been considered a limiting factor during functional testing. On 04/08/20, Dr. Dwyer wrote he did not have much further to offer her. He explained there was an option of a Fulkerson osteotomy, which is a salvage procedure, but would not eliminate the rubbing. He suspected she will have chronic pain. If she wishes to proceed, they can do this after the COVID-19 crisis was resolved. Otherwise, she was at maximum medical improvement. However, she quickly then agreed to the surgery noting it was either that or discharge. On 11/27/20, Dr. Disabella administered a corticosteroid injection to the right knee. Her progress was followed during which time she did have joint aspiration of the knee. On 12/31/20, Dr. Dwyer’s physician assistant wrote she was one week and three days status post right knee arthroscopic lateral retinacular release, abrasion arthroplasty patella and trochlea, anterior medialization tibial tubercle by way of tibial osteotomy, bone graft right tibia performed on 12/22/20 by Dr. Dwyer. She had pain at a 7/10 level and was already taking Percocet. She did have updated x-rays. She remained in a hinged knee brace. Ongoing care was rendered. On 04/19/21, Ms. Pierce came in for an emergent evaluation of her right knee pain after a fall she had. She was 16 weeks and six days status post right knee arthroscopic lateral retinacular release and the remaining surgery done by Dr. Dwyer on 12/22/20. She stated she was walking and her knee just buckled and caused her extreme pain. The knee hurts and was swollen today. She rated her pain level at 9/10. She did not say she actually fell when her knee gave way. X-rays showed increased healing process of the postoperative changes and fracture of the anterior cortex of the proximal tibial shaft with three-screw placement in excellent position. There was mild osteoarthritis of the right knee at the patellofemoral compartment. She was started on a Medrol Dosepak and was going to continue with physical therapy and work hardening. She did not offer complaints with respect to the right shoulder on that visit. On 05/10/21, Dr. Dwyer reiterated that on 12/10/20 he was reluctant to perform surgery given her poor muscle tone and body habitus. Motivation was also an issue at that time. X-rays showed her osteotomy had completely healed and everything was in good position. Emergent x‑ray demonstrated nice congruent preservation of the patellofemoral joint. He explained he had done all he could do for the patient and referred her for a functional capacity evaluation.

On 10/15/21, she did participate in a second FCE. It determined she was capable of working in the medium physical demand category. She reported only 27% reliable pain ratings, which would suggest unreliable functional pain ratings. She demonstrated consistent effort throughout 86% of this test that would suggest she put forth full and consistent biomechanical and evidence-based effort during this evaluation. She saw Dr. Dwyer again on 11/10/20. He explained she had seen Dr. TJ at Rothman Institute who recommended pain management. She was then seen by Dr. Sackstein who placed her on gabapentin. This did not help with her pain, but made her sleepy at work. She did not have any further testing such as an EMG or MRI. However, she did have a lumbar nerve block which she said made her worse and is now causing some radicular pain over the lateral aspect of her right thigh. Clinical exam of the right knee was unchanged with no effusion, but range of motion 0 to 100 degrees. She was stable to stress. She had hypersensitivity over the lateral aspect of her incision. He placed permanent restrictions on her in the medium physical demand category as per the FCE.

On 08/10/21, she was indeed seen by pain specialist Dr. Sackstein. He then treated her through 10/21/21. As of the final visit, she reported unable to tolerate pregabalin due to excessive drowsiness. She was unable to tolerate gabapentin in the past due to drowsiness. She continued to report right knee pain. Lumbar sympathetic nerve block made her symptoms worse. From a pain management standpoint, there were no interventional procedures to offer and she had failed with neuropathic agents. He deemed she had reached maximum medical improvement.

On 06/24/20, Ms. Pierce was seen by orthopedist Dr. TJ at Rothman Institute. At that point, he would not really assign a level of permanence to her right knee as he thought that with attention to quad rehab and strengthening program, her knee can be improved and would hopefully be able to achieve a near normal full functional status. On 07/01/21, the Petitioner was reevaluated by Dr. TJ. He noted she underwent tibial tubercle osteotomy on 12/22/20. She had physical therapy postoperatively. He performed x-rays of the right knee showing evidence of patellofemoral moderate osteoarthritis, slight medial lateral compartment arthritis, tibial tubercle osteotomy transfixed with screw construct, and interval healing at the osteotomy site. His current diagnosis was right knee patellofemoral pain syndrome with chondromalacia and osteoarthritis. He did not believe any further orthopedic treatment would be curative for the patient’s condition. She had persistent pain within the right knee and osteoarthritis of the patellofemoral joint. At that point, she was too young for knee arthroplasty and a tibial tubercle osteotomy has offset some of the forces by her patellar joint. He deemed she had reached maximum medical improvement for her orthopedic injuries. For her ongoing symptoms, he suggested she be seen by a nerve pain specialist. He did not believe there was anything further from an orthopedic standpoint that would be curative for her right knee arthritis and patellofemoral osteoarthritis.

PHYSICAL EXAMINATION

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. Right shoulder abduction and flexion were to 160 and 150 degrees respectively, but was otherwise full in all independent spheres. Combined active extension with internal rotation on the right was to T12, but was full on the left. Motion of the left shoulder, both 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 5–​ for resisted right shoulder internal rotation, but was otherwise 5/5. She was tender at the anterior aspect of the right shoulder, but there was none on the left. 
SHOULDERS: 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. Inspection revealed open healed scarring at each knee anteriorly. On the left, it measured 1 inch in length consistent with her ACL repair. On the right, it measured 4.5 inches in length and was darker and wider than the one on the left. Skin was otherwise normal in color, turgor, and temperature. Active right knee flexion was to 50 degrees. There is a comment of extension at 65 degrees, but that would not make sense. Motion of the left knee, both hips and ankles 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+ for resisted right hamstring strength, but was otherwise 5/5. She was superficially tender about the right knee.
KNEES: Modified provocative maneuvers at the knee found no overt instability.

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. She was tender at the right mid clavicle and paravertebral musculature in the absence of spasm, but there was none on the left. Spurling’s maneuver was negative.

THORACIC SPINE: Normal macro
LUMBOSACRAL SPINE: She ambulated with an antalgic gait on the right without a handheld assistive device. She was able to stand on her heels and toes. She changed positions slowly and squatted to 20 degrees, complaining it hurt her knee. 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.

Jaquanda Pierce alleges to have been injured at work first on 08/18/19 when she slipped on a wet floor. She reportedly injured her low back and right knee. She was found to have internal derangement of the right knee for which she underwent arthroscopic surgical repair. She had extensive rehabilitation postoperatively. She also received attention to her lower back from Dr. Disabella. At one point, she claimed that her right knee just buckled on its own causing her to fall, resulting in injury to the right knee and right shoulder. The date of this listed incident does not correlate with what was written in the treating physician’s documentation. She did have x-rays and MRI of the knee and lumbar spine the latter of which should be INSERTED here. She participated in two functional capacity evaluations that will be INSERTED here. She received pain management from Dr. Sackstein without much improvement. She ultimately was discharged from care by all of her physicians with permanent restrictions.

The current examination of Ms. Pierce found her to be morbidly obese. She had guarded and impossibly reduced range of motion about the right knee. Modified provocative maneuvers at the knee were negative for any instability or internal derangement. She had full range of motion of the lower back. Straight leg raising maneuvers were negative. She had mildly decreased range of motion about the right shoulder, but provocative maneuvers there were also negative.

This case represents 12.5% permanent partial disability referable to the right leg. There is 0% permanent partial total disability to the lower back. There is also 0% permanent partial total disability to the right shoulder.
