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Dictation Time Length: 06:36
October 5, 2022

RE:
Jesse Hensley
History of Accident/Illness and Treatment: As you know, I previously evaluated Mr. Hensley as described in the reports above. These pertained to injuries sustained on 05/19/15. Mr. Hensley is now a 53-year-old male who reports he was injured at work again on 12/09/21. At that time, he dropped a 50-pound frozen chicken box onto his right foot. He was wearing work boots with composite toe protection in them at the time. He did not go to the emergency room afterwards. He had further evaluation, but remains unaware of his final diagnosis. He was treated with physical therapy, but no surgical intervention.

As per the records supplied, Mr. Hensley was seen orthopedically by Dr. Disabella on 01/25/22. He gave a history that on 12/09/21 he dropped a box of frozen chicken weighing about 40 to 50 pounds onto his right foot. He received treatment from WorkNet who performed x-rays and placed him in a postop shoe. He had a history of diabetes, hypertension, sleep apnea, cardiac stenting, myocardial infarction, as well as left and right knee surgeries. Upon exam, he had no ecchymosis or deformity. There was swelling present. He had full strength and negative provocative maneuvers. Dr. Disabella rendered a diagnosis of right foot pain as well as a sprain of the right foot. He ordered an MRI of the foot and deemed the Petitioner was unable to work at that time.

Mr. Hensley followed up on 03/01/22, having had the MRI. He found it very hard to read due to the fact that it was an open machine. The pictures were not clear on the disc. The reading from the radiologist was that the MRI was normal. He was advised to continue out of work and was referred for physical therapy. This was rendered on the dates described. He continued to see Dr. Disabella through 04/05/22, reporting he got some relief from therapy. He at that juncture had no significant abnormalities. He continued to complain of lateral pain in his foot, but x-rays that day were negative. He was going to complete physical therapy at which point he would reach maximum medical improvement and could return to work full duties as of 04/11/22.
PHYSICAL EXAMINATION
GENERAL APPEARANCE: He wore dock shoes that were removed once gait assessment was completed.
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 healed portal scarring about both knees, but no swelling, atrophy, or effusions. Skin was normal in color, turgor, and temperature. Motion of the right ankle was full without crepitus, but inversion elicited tenderness. 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 5/5 at the extensor hallucis longus and throughout the lower extremities bilaterally. There was no significant tenderness with palpation of either lower extremity.

FEET/ANKLES: Normal macro

THORACIC SPINE: Normal macro
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. He was able to walk on his toes, but this elicited pain in his right foot. He changed positions without difficulty and was able to squat and rise fluidly. 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.

On 12/09/21, Jesse Hensley’s right foot was struck by an object that weighed approximately 50 pounds. He was wearing work boots with composite protective toes. He evidently was seen at WorkNet initially and then came under the care of Dr. Disabella on 01/25/22. He had Mr. Hensley participate in conservative therapeutic measures including therapy. An MRI of the foot was done and was read as normal. He was cleared to return to work full duty effective 04/11/22.

INSERT the usual followed by his current clinical exam was quite benign. He had full range of motion of the right foot and ankle with inversion eliciting tenderness. He complained of tenderness in the right foot when walking on his toes. He located the area of his tenderness was in the mid-central foot, but this was not tender to palpation. He also indicated he needs a right total knee arthroplasty after having undergone viscosupplementation injections.

There is 0% permanent partial disability referable to the statutory right foot. His injuries in this matter were soft tissue in nature.
