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Dictation Time Length: 09:12
June 19, 2022
RE:
Dale Coleman Jr.
History of Accident/Illness and Treatment: Dale Coleman Jr. is a 38-year-old male who reports he was injured at work in a swing accident on a construction site. As a result, he believes he injured his face, back, both knees, and the right middle finger, which was fractured. He did not go to the emergency room afterwards. He had further evaluation, but remains unaware of any further diagnoses. He did not undergo any surgery and has completed his course of active treatment. Mr. Coleman volunteered that he injured his right knee in 1998 while playing football. He was treated with a brace.

As per his first Claim Petition, he alleged on 10/14/19, on a swinging scaffold one side malfunctioned and lowered. This caused injuries to his low back, left leg and knee, right finger and hand, and psychiatric sequelae. As per his second Claim Petition, on 01/17/20 he was using a grinder to cut steel and it exploded resulting in permanent injuries to the face and scarring.

Treatment records show on 01/17/20 he was seen at AtlantiCare Emergency Room. He reported using a handsaw just prior to coming to the ER. He was cutting something and it jerked back in his face, slicing the left side of his cheek. There was moderate bleeding, but it had stopped. On exam, there was a 3.2 cm laceration on the left cheek running vertically with no active bleeding. His wound was closed with seven sutures in a single layer. On 01/30/20, he was seen by an unknown provider for suture removal. He underwent a need-for-treatment evaluation with Dr. Lipschultz on 03/26/20. He noted the history of the first incident in particular. On 10/14/19, he was working on a scaffolding that was approximately 10 stories in the air. The machinery malfunctioned. He essentially had to run down three stories to turn off one of the machines that controlled the lowering of the scaffolding. He then had to run up three stories along the scaffolding to turn on an opposite piece of machinery to allow the scaffolding he was on to level out. While doing this, he injured his low back, right long finger, and right leg. He reported this to his employer, but continued to work. On his own, he went to Inspira Emergency Room about one week after the accident where they did x-rays of the back, leg and finger. He was told these did not show any fractures. He continued to work, but had persistent discomfort. His major area of concern was the low back. He denies any radicular symptoms. He reported the right long finger was bent awkwardly in the incident and he still had discomfort at his PIP joint. He no longer had discomfort involving his right leg. Dr. Lipschultz performed a clinical examination finding the right long finger had full extension and flexion where the corresponding tendons were intact. He had very mild swelling around the PIP joint with no instability or tenderness. He had good grip strength. He had evidence of several small scars over the anteromedial tibia as a result of the contusion to his leg. He had full knee and ankle motion with no strength deficits or tenderness. He had full lumbosacral range of motion and was able to touch his toes. He had good extension with mild discomfort. There was no palpable spasm. Sciatic root stretch signs were negative as were sitting and straight leg raising maneuvers. He had 5/5 strength bilaterally. Dr. Lipschultz diagnosed as a result of the 10/14/19 event, lumbosacral sprain and strain, and contusion to the right leg, and right long finger sprain. He thought it would be helpful to review the emergency room records for review. He cleared Mr. Coleman to continue working full duty without restrictions. He might benefit from use of an oral antiinflammatory at a therapeutic level, but did not see an indication for formal therapy or further diagnostic studies.
PHYSICAL EXAMINATION
HEAD/EYES/EARS/NOSE/THROAT: Examination of the head found it to be normocephalic. Inspection revealed a healed, slightly hypopigmented scar about the left cheek measuring 0.75 inches x 0.25 inch in a longitudinal orientation. There were no signs of infection or wound dehiscence. 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. Dentition was satisfactory. There was no palpable thyromegaly or cervical adenopathy.

UPPER EXTREMITIES: There was chafing of the elbows, callus formation, dirty palms, dirt under his fingernails and a rough texture to the hands bilaterally. There were no scars, swelling, atrophy or effusions. Skin was 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. He had tenderness to palpation about the right long finger, but there was none on the left. 

HANDS/WRISTS/ELBOWS: There was a positive Tinel’s at the right wrist, which was negative on the left. 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 healed abrasions of both shins and chafing of the knees bilaterally. There was no leg length discrepancy with the examinee supine, as measured at the medial malleoli. There were no scars, swelling, atrophy, or effusions. Skin was normal in color, turgor, and temperature. Motion of the left knee was full from 0 to 135 degrees with crepitus, but no tenderness. Motion of the right 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 5/5 at the extensor hallucis longus and throughout the lower extremities bilaterally. He was tender to palpation about the superior pole of the left patella, but there was none on the right.
KNEES: Normal macro

CERVICAL SPINE: Normal macro

THORACIC SPINE: Normal macro

LUMBOSACRAL SPINE: Normal macro

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.

Dale Coleman was injured at work on both 10/14/19 and 01/17/20. After the first event, he currently was seen at the emergency room where x-rays were done. On 01/17/20, his face was injured when it was cut by a grinder blade. He went to the emergency room and suture closed his 3.2 cm laceration. On 03/26/20, he had a need-for-treatment evaluation with Dr. Lipschultz relative to the 10/14/19 event in particular.

The current examination found there to be healed scarring about the left cheek with no signs of infection or skin breakdown. There were skin changes on the hands consistent with ongoing physically rigorous manual activities. He had full range of motion of the right long finger with no instability. He had chafing of the knees bilaterally consistent with someone who does regular kneeling or crawling. Provocative maneuvers at the knees were negative. He had full range of motion of the cervical, thoracic and lumbosacral spines.

There is 2% permanent partial total disability referable to the face for the cosmetic residuals of his laceration scar. There is 0% permanent partial or total disability referable to the low back, left knee, right hand or finger.
