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Dictation Time Length: 20:15
July 22, 2022
RE:
Elliot Frankfort

History of Accident/Illness and Treatment: Elliot Frankfort is an 82-year-old male who reports he was injured at work on 12/13/19 when he fell into a large pothole. Believing he injured his right knee, neck, shoulder and right-sided ribs, he went to an urgent care center afterwards. He had further evaluation and treatment including surgery on the right knee on 03/03/21. He is no longer receiving any active treatment. He is using a cane and a walker and treating with his own doctors when he goes for his appointments there.

As per his Claim Petition, Mr. Frankfort alleged he tripped in a ditch on 12/13/19 and sustained permanent injuries to his right leg, right hip, and ribs. Treatment records show he was seen by Dr. Mizrachi on 12/13/19 with axial neck pain, but no radicular symptoms. There was no description of an injury occurring. He was diagnosed with a history of cervical spondylosis for which he was prescribed Pennsaid. He returned on 01/02/20 complaining of right knee and hip pain. He stated he tripped and fell in a pothole landing directly onto his knee. He had some conservative management a few days later and needed his knee drained at Urgent Care. He was placed on Keflex and it seemed to resolve. He denied a history of trauma to his knee or hip in the past. He was released from his job on New Year’s Eve. Upon examination, there was no effusion about the knee, but there was a healing abrasion. Motion was from 10 to 140 degrees. There was some tenderness to palpation. X-rays of the right knee revealed joint space still preserved. There were some degenerative changes at the right hip joint. The physician assistant diagnosed contusion of the right knee as well as right hip pain for which he placed the Petitioner on Aleve and referred him for physical therapy. His progress was monitored over the next several weeks running through 02/07/20. At that time, Dr. Mizrachi opined he had failed physical therapy. He had back and right leg pain. He had a history of a lumbar laminectomy. He recommended gabapentin at night and MRI studies of the right knee and lumbar spine. Diagnoses were lumbar radiculopathy with a history of lumbar laminectomy along with right knee internal derangement.

On 02/12/20, he underwent an MRI of the lumbar spine and right knee to be INSERTED here.
I am in receipt of some records from his primary care physician named Dr. Ibrahim on 12/18/19. Mr. Frankfort came in with a right knee sprain from a fall the previous day. When he went to change the dressing, he noticed pus on the knee. He had fallen on gravel two weeks ago. He had a history of surgery for myocardial infarction and stent, tumor resection from the carotid artery on the right side and radiation therapy for prostate cancer. There was no listing of prior low back surgery. Dr. Ibrahim diagnosed open wound of the lower extremity from which he obtained a wound culture. A TD dose was updated. He was going to start antibiotics as well. In terms of musculoskeletal system, the physical exam was “overall findings were normal.”

He did undergo an evaluation on 05/13/20 with Dr. Saxena. He was provided with some records that will be INSERTED as marked. The Petitioner related on 12/13/19 he was walking and fell in a pothole hitting his right knee. He reported the incident and bandaged it up and went home. Two days later, he found pus on the knee and sought care at an Urgent Care Center. He then was seen by Dr. Mizrachi at Princeton Orthopedics. Past surgical history was notable for lumbar laminectomy. Dr. Saxena’s diagnoses were right hip osteoarthritis, right knee meniscal tear, lumbar spinal stenosis, and cervical spondylosis. He explained the lumbar spine and cervical spine issues are chronic in nature and do not appear to have been affected by this incident as the patient reported no issues or exacerbation of chronic issues to those regions. He did report right hip pain and was diagnosed with contusion and degenerative arthritis. Overall, he stated the right hip had essentially returned to normal with physical therapy. Thus, the right hip contusion seems to have resolved. On exam and based upon the x-ray report, it does appear that he has right hip osteoarthritis which may be limiting him. He recommended treatment outside of the Workers’ Compensation System and explained he may benefit from hip replacement surgery. He deemed the knee issue is causally related to the incident at work and from which he may benefit from further injections and physical therapy. He may need surgical arthroscopy. Given the confounding nature of the physical exam, he may also benefit from a functional capacity evaluation if symptoms do not resolve. On 06/26/20, Dr. Saxena opined he may benefit from an intraarticular steroid injection and physical therapy for the right knee. He did receive further treatment with Dr. Saxena that involved such an injection to the knee on 07/08/20. The Petitioner followed up, but remained symptomatic.

As per the report of 02/02/21, Dr. Saxena performed right total hip arthroplasty with a postoperative diagnosis of right hip osteoarthritis. He followed up with Dr. Saxena postoperatively. This continued through 07/09/21. He had undergone the aforementioned total hip replacement on 02/02/21 and right knee arthroscopy in August 2020 for work‑related injuries. We are not in receipt of the operative report for his knee. Mr. Frankfort expressed that overall he felt quite well and has no limitations. He had pain free range of motion from 0 to 110 degrees at the knee. X-rays showed a well-positioned well-fixed right total hip arthroplasty with no signs of loosening or osteolysis. He deemed the Petitioner would reach maximum medical improvement at one year from the right total hip replacement would be February 2022. Within Dr. Saxena’s earlier progress notes such as on 06/11/21, he wrote the Petitioner had right knee arthroscopy on 08/25/20 involving partial medial and lateral meniscectomy. He reported no pain about the right knee at that time.

Prior records show Mr. Frankfort was seen orthopedically by Dr. Lamb on 04/20/05 with low back pain and pins and needles in his left lower extremity. It began about six months ago. He underwent a posterior lumbar decompression with significant improvement after an automobile accident. He performed an exam and lumbar spine x-rays that will be INSERTED as marked. He recommended an MRI of the lumbar spine with gadolinium. On 06/07/05, he described its results to be INSERTED here. His impression was dynamic spondylolisthesis with neuroforaminal stenosis. He was reinitiated on conservative care including therapy and antiinflammatories. There was then a gap in records until 12/20/18 when he was seen by Nurse Practitioner McNeil with headache, productive cough, and yellowish green sputum and fever. He had a history of atypical face pain secondary to tumor resection over the right carotid artery. She diagnosed upper respiratory infection and started him on amoxicillin and Tessalon Perles. On 09/08/17, he saw Dr. Lamb again complaining of bilateral hand nodularity. He was diagnosed with bilateral hand Dupuytren's disease for which they discussed treatment options. On 06/13/19, he complained of axial neck pain. He was examined and underwent several x‑rays including the left shoulder that showed AC joint arthropathy and neck that showed severe cervical stenosis. He was going to do Flexeril at night and physical therapy. He followed up with Dr. Lamb and Dr. Mizrachi over the next few months. Various injections including cervical facet injections were administered. As of 11/15/19, he saw Dr. Mizrachi a final time when he was interested in cervical exercise, activity modification program, and Pennsaid.

PHYSICAL EXAMINATION

LUNGS/TORSO: Normal macro
UPPER EXTREMITIES: Inspection of the upper extremities revealed no bony or soft tissue abnormalities. Inspection revealed multiple ecchymotic areas bilaterally, but no swelling, atrophy, or effusions. Skin was normal in color, turgor, and temperature. He had decreased passive range of motion about both shoulders. Abduction right was 95 degrees and left 110 degrees, flexion right 95 degrees and left 100 degrees, internal rotation right 65 degrees and left 80 degrees, external rotation right 75 degrees and left 80 degrees. Bilateral adduction and extension were full to 50 degrees. Bilateral wrist extension was limited to 45 degrees. Motion of the elbows, wrists, and fingers was otherwise full in all spheres 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 5/5 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. Inspection revealed a 5.5-inch scar on the lateral hip consistent with his arthroplasty. There were very faint portal scars about the right knee. There was borderline atrophy of the right thigh. Skin was otherwise normal in color, turgor, and temperature. Right hip flexion was to 80 degrees, extension 10 degrees, internal rotation 40 degrees and external rotation to 40 degrees. Abduction and adduction were full. When seated, his right knee motion was from 0 to 90 degrees. When prone, he guarded to 60 degrees of flexion and had an extension lag of 10 degrees also with guarding. He had guarded range of motion about both ankles. Motion of the left hip and knee were full. 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.

KNEES / HIPS: Modified provocative maneuvers at the hips and knees were negative. There was borderline atrophy of the right thigh.
CERVICAL SPINE: Inspection of the cervical spine revealed normal posture and lordotic curve with no apparent scars. He actively extended to 40 degrees, side bent right to 30 degrees and left 45 degrees, rotated right 50 degrees and left 60 degrees, and flexion was full to 50 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 utilized a wheeled walker for ambulation, but did not have a limp or a footdrop. He changed positions slowly and declined squatting. Inspection of the lumbosacral spine revealed normal posture and lordotic curve. Inspection revealed a midline longitudinal scar measuring 4 inches in length. He sat comfortably at 90 degrees lumbar flexion, but actively flexed to 35 degrees and extended to 10 degrees. Bilateral rotation and sidebending were accomplished fully. 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.

On 12/13/19, Elliott Frankfort fell while at work. He initially treated himself and saw his family physician. He then came under the orthopedic care of Dr. Mizrachi and his associates. They ascertained a history of a prior lumbar spine surgery. After conservative treatment, he underwent MRI studies of the lumbar spine and right knee, to be INSERTED.
Dr. Saxena continued him on physical therapy and injection treatment. Ultimately, arthroscopic surgery was done of the right knee and right hip arthroplasty was done on 02/02/21. Additional therapy was rendered postoperatively. He saw Dr. Saxena through 07/09/21 when he reported doing quite well. Physical exam was benign.

The current examination found physical anomalies that did not correlate with those upon discharge from Dr. Saxena approximately one year ago. This included decreased range of motion about the right knee and hip. He had decreased range of motion about both hips, wrists, cervical spine and lumbar spine.

There is 15% permanent partial total disability referable to the right hip. This is for the orthopedic residuals of degenerative joint disease treated surgically by way of arthroplasty. There is 5% permanent partial disability referable to the statutory right leg. This is for the orthopedic residuals of the aforementioned meniscal damage treated successfully with arthroscopic surgery. There is 0% permanent partial total disability referable to the ribs or torso.
