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Dictation Time Length: 23:30
September 2, 2022
RE:
Ronald Rogers
History of Accident/Illness and Treatment: The examinee was assisted in completing his intake questionnaire by his wife named Maria Rogers. According to the information obtained from the examinee in this fashion, Ronald Rogers is a 75-year-old male who reports he was injured at work on 03/24/15. At that time, an irate student shoved him under a table in the library. He did not experience loss of consciousness or laceration. He believes he injured his head, left knee, back, left ribs, broke his right thumb, and had a swollen right knee. He had left knee surgery in May 2015 and a right knee surgery on 03/02/21. He states he shattered the bone in his left knee. He had surgery on it to repair the fractured bone. He last had treatment with an injection to the knee on 01/20/22 from Dr. Reid. He denies any previous injuries or problems to the involved areas. He states after this event, he did have symptoms of migraine headaches, pain in the knees, and in the back of his left knee, but these did not appear to have been a result of his subsequent injury.

As per his Claim Petition, Mr. Rogers alleged he was assaulted by a third party on 03/24/15. As a result, he sustained concussion, head laceration with cosmetic disfigurement, loss/impairment of senses of smell and taste, headaches, fractured right thumb, fractured left rib, bruised right ribs, torn meniscus with internal derangement of the left knee. He already received an Order Approving Settlement to be INSERTED here. He also then reopened his case.
As per the treatment records provided, he was seen at Inspira Emergency Room on 03/24/15. He presented with a laceration of his face. He stated he was shoved against a bookcase at work. He had no neck or back pain. He did undergo x-rays and CAT scans to be INSERTED here. He was then treated and released.

On 03/27/15, Mr. Rogers came under the orthopedic care of Dr. Silver. He performed x‑rays of the right thumb that showed a fracture of the distal phalanx. It was transverse and nondisplaced, in good position. His additional x-rays that day were interpreted and will be INSERTED as marked. He was placed in a different splint to the thumb. He also referred the Petitioner for a bone scan. He had obvious trauma with a large sutured laceration of the mid forehead from the top of his scalp down across his glabella area. He complained of pain in the right thumb, left knee, thorax, lower back, and left shoulder. On 03/27/15, he was seen neurologically by Dr. Skinner. He ascertained a history of prior nasal fracture in the 1980s followed by surgery. He had a right hernia operation following a football injury many years ago. He had lumbar surgery in 2002 and took medicines for hypertension, elevated cholesterol, gastroesophageal reflux disease, and glaucoma. Dr. Skinner performed an evaluation and diagnosed frontal headaches and intermittent, primarily positional lightheadedness following his head injury and likely sustained a cerebral concussion. He recommended an MRI of the brain. This was done on 03/30/15, to be INSERTED here. He returned to Dr. Skinner on 04/10/15 to review these results. He noted continued headaches and scalp sensitivity near his scar. He continued him on Ultram and encouraged him to follow up with Dr. Silver. He returned on 05/01/15 and it was noted his symptoms continued to improve gradually. He was released from a neurological viewpoint to return to work.

Later, the Petitioner returned to Dr. Skinner on 10/09/15. He was due for surgical correction of his right frontal scar by Dr. David Watts. He was found to have an essentially normal neurologic exam. He reassured the Petitioner that posttraumatic seizures given the nature of his accident are unlikely. He has had no evidence for posttraumatic seizures. His headaches are significantly improved. This was also the case regarding his balance and dizziness. However, he did have two episodes of brief positional dizziness when fully extending his head to look up at the top shelf when shopping at Home Depot. This may not be accident related. He did undergo the MRI of the brain previously mentioned as well as the bone scan on 04/01/15, to be INSERTED here. Dr. Silver had him undergo MRI of the left knee on 04/20/15, to be INSERTED here. On 05/20/15, he performed surgery on the left knee to be INSERTED here. A venous Doppler ultrasound was done on 05/26/15 and showed no evidence of deep vein thrombosis in the left leg. He continued to be followed by Dr. Silver and his colleagues at Reconstructive Orthopedics. A corticosteroid injection was administered to the left knee on 06/15/15. Physical therapy was also ordered. X-rays of the left knee done on 11/12/15 showed a healthy appearing joint. He had returned to his normal level of activity. It looked like his thumb, ribs, and lacerations have all gone on to heal and are doing well. He had reached a plateau in care and was discharged.

Several years later, the Petitioner was seen at the same group by Dr. Reid regarding both knees. He was diagnosed with primary osteoarthritis of the left knee, pain in the right knee, pain in the left knee, and obesity. He ordered a course of physical therapy and new diagnostic studies. These were done on 12/02/20, to be INSERTED as marked from his office visit. He followed up on 01/13/21 noting pain was out of proportion to the exam happening with short onset and with episodes of giving way. This was the rationale for him undergoing the left knee MRI. He followed up with Dr. Silver over the ensuing months. Left knee arthroscopic surgery was done to be INSERTED here. He continued to see Dr. Reid through 01/05/22. He was several months status post left knee arthroscopy, chondral debridement and removal of loose body on 03/02/21. He was still having pain at the posterior aspect of his knee. He had completed therapy and was back to full duty, taking Tylenol Extra Strength for pain control. He was ambulating without a device. On this occasion, it was explained to Mr. Rogers that he had undergone all conservative treatment for osteoarthrosis of the knee. They discussed additional treatment options including viscosupplementation and/or corticosteroid injection.

On 09/18/15, he was seen by his family physician named Dr. Patel. This was for GERD, hypertension, and mixed hyperlipidemia. He had been a patient in this practice since 06/29/12 that will be described in a subsequent section. Dr. Patel continued to treat him for his general internal medical conditions over the next several months. On 03/18/16, he gave a diagnosis of carpal tunnel syndrome and referred him for electrodiagnostic testing of the right upper extremity. He also referred him to neurology and ordered carpal tunnel splints. Mr. Rogers continued to see Dr. Patel through 01/20/17.

On 04/04/17, he had a permanency evaluation by Dr. Mateer whose relevant portions will be INSERTED as marked.

After he reopened his case, he saw Dr. Dwyer on 08/26/20 regarding bilateral knee pain. On this occasion, he was diagnosed with pain in the left knee and right knee. He noted the Petitioner’s course of treatment including surgery by Dr. Silver on 05/20/15 involving arthroscopic partial medial meniscectomy of the left knee. He had been returned to work without restrictions on 08/14/15. He was not complaining of posterior knee pain on the left, which is the site of the meniscal resection. Most of his symptoms appear to be patellofemoral. It was thought this was symptomatic chondromalacia which does not appear to be causally ascribable to the meniscus tear status post arthroscopic partial medial meniscectomy. He also saw no causality with respect to the patient’s new six‑month history of complaints regarding his right knee and the work injury on 03/24/15. There had been an over 5-year delay in the onset of complaints and therefore causality is not substantiated. He did recommend bilateral corticosteroid injections and viscosupplementation injections. After reviewing the records supplied from Dr. Silver’s treatment, Dr. Dwyer gave an addendum on 10/30/20. He noted the records were numerous, but there were none documenting a complaint with respect to the right knee. Serial office notes did not demonstrate evidence of subsequent follow-up complaints involving the right knee. A bone scan demonstrated uptake in the right hand, right ankle, and left knee. It also suggested uptake in the left sixth rib. There were no issues at the right knee. He also reviewed Dr. Silver’s operative report from 05/20/15. This was arthroscopic partial medial meniscectomy and abrasion arthroplasty of the medial femoral condyle. After review of these records, Dr. Dwyer’s opinions remained unchanged from his 06/26/20 report. I am in receipt of additional records from Reconstructive Orthopedics for the period 12/02/20 through 10/12/21. He was seen on the last visit and he was cleared to resume his bicycle program and use an industrial-strength kneepad when necessary to improve his tolerance of kneeling. He can use his right knee in a dominant fashion to otherwise perform these tests. Diagnosis was that of primary osteoarthritis of the left knee. On 01/18/21, MRI of the left knee was done. On 03/02/21, Dr. Reid performed surgery on the left knee to be INSERTED.
Prior records show Mr. Rogers was seen by Dr. Patel as early as 06/29/12. He presented with hypertension and musculoskeletal pain. His diagnoses were GERD and sciatica. Dr. Patel treated him for various general medical conditions running through only a few weeks before the subject event on 03/20/15. He was referred for blood work on that last visit.

He underwent bone densitometry on 08/10/12, to be INSERTED here. MRI of the left shoulder was done on 10/09/12, to be INSERTED here. This was done after a lifting injury. A repeat bone densitometry was done on 01/19/15, to be INSERTED here.
PHYSICAL EXAMINATION
GENERAL APPEARANCE: He did have a full suntan.
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. There was a faint, slightly retracted scar measuring 2.75 inches in a longitudinal fashion overlying the right forehead, but there was no change in pigmentation. It was flat and had no signs of keloid formation. 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.

LUNGS/TORSO: Normal macro

NEUROLOGIC: Normal macro
UPPER EXTREMITIES: Normal macro
HANDS/WRISTS/ELBOWS: 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. There were well-healed portal scars about the left knee, but no swelling, atrophy, or effusions. Skin was normal in color, turgor, and temperature. Range of motion was accomplished fully in all planes at the hips, knees, and ankles 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. There was no significant tenderness with palpation of either lower extremity.

KNEES: He had a positive McMurray’s maneuver on the left, which was negative on the right. There were negative Fabere’s, Apley’s compression, Lachman’s, ligamentous distraction tests, and anterior and posterior drawer signs for internal derangement. There was no varus or valgus instability when manual pressure was applied to each knee.

CERVICAL SPINE: Normal macro

THORACIC SPINE: Inspection of the thoracic spine revealed normal posture and kyphotic curve with no apparent scars. Range of motion was accomplished fully in flexion, rotation, and sidebending bilaterally. He was mildly tender at the left interscapular musculature in the absence of spasm, but there was none on the right or in the midline. There was no winging of the scapulae.

LUMBOSACRAL SPINE: The examinee ambulated with a physiologic gait. No limp or foot drop was evident. No hand-held assistive device was required for ambulation. The examinee was able to walk on his heels and toes without difficulty. He changed positions without difficulty and was able to squat and rise fluidly. Inspection of the lumbosacral spine revealed normal posture and lordotic curve. Inspection revealed a short midline longitudinal scar in the lower lumbar region consistent with his known surgery. 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.

On 03/24/15, Ronald Rogers was assaulted while at work. He was seen at the emergency room the same day and underwent numerous diagnostic studies. He then followed up orthopedically with Dr. Silver. Left knee surgery was done to be INSERTED here.
He was also seen neurologically by Dr. Skinner and participated in therapy. He received an Order Approving Settlement on 09/18/18, to be INSERTED here. After reopening his case, he was seen by Dr. Dwyer in 2020. A new MRI of the left knee was done to be INSERTED here. This was followed by surgery on 03/02/21, to be INSERTED here.
The Petitioner had previously been seen for permanency by Dr. Mateer on 04/04/17. INSERT what is marked in his report relative to permanency percentages.
My opinions relative to permanency are the same as those given by Dr. Mateer several years ago. You have pointed out that he was seen by Dr. Reid on his own on 12/20/20. He was diagnosed with bilateral knee pain, obesity, and left knee osteoarthritis. A left knee cortisone injection was administered. MRI was done on 01/18/21 followed by surgery on 03/02/21. He underwent another left knee injection for osteoarthritis on 01/05/22. You have advised that he has completed treatment with Dr. Reid.

There may be an increase in permanency about the left knee unrelated to the original incident on 03/24/15.
