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Dictation Time Length: 20:09
November 2, 2022
RE:
Shirley Willis
History of Accident/Illness and Treatment: Shirley Willis is now a 65-year-old woman who reports she was injured at work on 09/06/07. She indicates she did a split at work on urine that was on the floor. As a result, she believes she injured her knee, hips, and back, but did not indicate whether she went to the emergency room. She had further evaluation and treatment including surgery on the left knee in 2009 and on the left hip in 2012. She did not indicate whether she is currently receiving any active treatment.

As per her Claim Petition, Ms. Willis alleged she fell at work on 09/06/07 sustaining injuries to the right knee and left leg, ligament injury to the left groin area, lower back, bulging discs at L3-L4 and L4-L5, as well as left hip labral/capsular pathology. She previously underwent permanency evaluations. This led to an Order Approving Settlement on 10/24/18 for 33.33% of the left leg. This was for left total knee arthroplasty and 5% of the statutory right leg representing orthopedic residuals of chronic posttraumatic tenosynovitis of the right knee. She then reopened her claim on 12/01/20.
Ms. Willis was previously evaluated by Dr. Allen on 03/12/09. She captured the Petitioner’s earlier course of treatment. She related the same mechanism of injury that she slipped on urine on the floor while entering a patient’s room. She twisted her right knee and her left leg due to split. She was seen at Bridgeton Emergency Room a few days later and was prescribed medications. She then was seen orthopedically by Dr. McAlpin who prescribed medicines and injected her right knee. She was then discharged.

However, she followed up with her family doctor named Dr. Bear because she was having sharp pains in her left groin. She underwent x-rays and was referred to Dr. Rampal for an EMG. That doctor ordered an MRI of the lumbar spine and she was then referred to Dr. Smith-Martin who is a pain specialist. She ordered therapy and administered injections to the back. The Petitioner was sent back to Dr. Hilibrand, a spine specialist, who told that the problem was not in her back but in her left hip. She was then referred to Dr. Diverniero who injected her left hip and aspirated it and ordered an arthrogram. Prior to the date of injury, she denied any previous accident or injuries with respect to the involved areas. Dr. Allen reviewed available records including certain diagnostic studies that will be INSERTED as marked.
She explained that after careful review of Dr. McAlpin’s records, Ms. Willis did not offer complaints about the lumbar spine or left hip during treatment for the left knee which consisted of approximately one month under his care. Sometime after that, she presented to her family doctor with pain in her left groin. She underwent an additional MRI scan of the left hip and lumbosacral spine and saw numerous doctors. The pathology seen on the lumbar MRI was relatively unchanged from a prior MRI that predated the subject injury in 2002. Given this scenario, she found no demonstrable objective evidence of permanent disability to the lumbar spine as it related to the injury in question of 09/06/07. She did offer 2.5% partial total due to her disc pathology. She opined there was no objective evidence on exam today or through review of the medical records that the Petitioner sustained an activation, acceleration or exacerbation of her preexisting degenerative changes. Regarding the left hip, she had been diagnosed with osteoarthritis of the left hip confirmed via arthrogram. She underwent injections to the left hip. Dr. Allen opined that one traumatic event which resulted in no direct trauma (force to the left hip would not account for the Petitioner’s newly diagnosed osteoarthritis). She did offer 2.5% partial total disability at the left hip without regard to cause given the temporal relationship between the complaints of her left hip and the presentation of such complaints. She deemed the Petitioner had reached maximum medical improvement. Ms. Willis was reevaluated by Dr. Allen on several additional occasions running through 09/18/12. At that time, she was able to review notes from Family Practice Associates of Cumberland County from 02/04/97 through 07/12/12. She had complaints of back pain dating back to 2003. On 03/05/08, she came in for an opinion about her back. She had one epidural. She was told she needed a series of three and hopefully this will keep her from surgery. On 12/20/07, she complained of complaints in the left hip, but did not know exactly what had caused it. She did not recall any injury. She was referred to Dr. Catalano. On 09/04/08, she was having groin pain in her left leg and it was going numb. The physician opined she cannot perform the work that she had been doing and expressed it would be against her best interest if she goes back to work and that she could really possibly cause more damage. She also was seen by Dr. Levitsky from 03/17/04 through 12/06/04 and then Dr. Rampal on 01/15/08. She was seen by Premier Orthopedics from 01/25/08 through 04/13/12. Their initial visit was on 01/25/08 indicating a complaint of left-sided groin and thigh pain that began in October 2007 after she slipped and fell at work. She explained this was completely inconsistent with the statements in Dr. Bear’s records from 12/20/07 in which she did not recall any injury. Dr. Allen referenced surgeries done on 05/04/09 and 11/12/09 and these will be INSERTED if not already included.
She offered 25% permanent partial disability at the statutory left leg unrelated to the injury in question. This was based upon the overall degenerative changes in her large joints. There was definitely a preexisting component regarding her left lower extremity given her degenerative changes. With regard to the left hip, she had undergone a left total hip arthroplasty resulting in 12.5% partial total disability. She also could not relate this to the alleged injury in question. In fact, the records in this regard were very inconsistent. When she presented to her primary care physician late in 2007 with left hip pain, there was no specific injury reported. This is well documented in Dr. Bear’s notes. However, when she presented to Dr. Diverniero, she stated she slipped sometime in October 2007.

On 05/31/19, she underwent x-rays of the right hip to be INSERTED here. On 07/05/19, she was seen for right hip pain by Dr. Wu. She had a known history of right hip degenerative joint disease and complained of right hip and groin pain. Her symptoms have been present for at least five years. She recently underwent a right hip intraarticular corticosteroid injection at Rothman Institute without relief. She was currently taking oral NSAIDs with limited relief. Her pain level presently was 10/10. History was remarkable for bilateral carpal tunnel release surgeries by Dr. Catalano as well as left hip arthroplasty on 05/04/09 and left total knee arthroplasty by Dr. Diverniero on 11/22/10. Dr. Wu performed an exam and x-rays of the pelvis and right hip. There were moderate to severe right hip degenerative changes with decreased joint space, osteophyte formation, subchondral sclerosis, and subchondral cyst formation. No fractures were noted. He diagnosed right hip pain with primary osteoarthritis of the right hip. He explained to the patient that osteoarthritis is a “wear and tear” type of disease and that there is no definitive non-surgical cure. They discussed various treatment options. These included surgical intervention. She was scheduled for right total hip arthroplasty by Dr. Wu. On 07/25/19, she submitted to right total hip arthroplasty by Dr. Wu to be INSERTED here. She had postoperative x-rays done running through 02/10/20. Right hip arthroplasty was in good position and exam was otherwise negative. She followed up with Dr. Wu postoperatively as well. That was rendered through 02/11/20. She was going to follow up in six months. She rated her pain as 0/10. She was ambulating independently and had been performing physical therapy twice per week.

On 05/26/21, she was seen by Dr. Diverniero for left knee pain for a need-for-treatment exam. She had last been treated in 2012 after undergoing total knee arthroplasty on 11/22/10. She denied a new injury or treatment. She complained of medial knee pain and swelling. He performed an evaluation as well as x-rays of the left knee. He wrote the knee was approximately 11 years out from surgery and appeared stable on exam. They do need x-rays to evaluate for component stability. She is retired; therefore, no work restrictions are imposed. He recommended follow-up with weightbearing x-rays. He did feel her symptoms were causally related to the index work accident in question and that further treatment outlined above is necessary and reasonable. She returned to Dr. Diverniero on 11/10/21 and had x-rays showing uncomplicated left total knee prosthesis. Her components were stable radiographically although she did have some weakness on exam. He recommended four weeks of physical therapy and to return in six weeks. The next progress note from Dr. Diverniero was on 03/04/22 when she was referred for physical therapy status post total knee replacement. She did participate in physical therapy at Ivy Rehab beginning 04/18/22. At that facility, she admitted to falling twice in the past 12 months with some of the falls resulting in injury. She was progressing well according to subsequent therapy records. Therapy continued through 05/31/22.

PHYSICAL EXAMINATION

GENERAL APPEARANCE: She stated she had to sell her horses due to her orthopedic problems.
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 chafing of the right greater than the left knee. There was a healed 6.5-inch oblique linear scar at the left hip and another transverse scar 2 inches in length. That was more lateral and the former was oblique. She also had a longitudinal scar overlying the left knee consistent with her arthroplasty. Skin was otherwise normal in color, turgor, and temperature. Motion of the left knee was from 25 to 100 degrees of flexion without crepitus or 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. She was tender to palpation at the left knee lateral joint line, but there was none on the right.
Modified provocative maneuvers at the hips and knees were negative, so INSERT those here.

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. The examinee was able to walk on her heels and toes without difficulty. She was able to walk on her heels fluidly. She could walk on her toes with a limp on the left. She changed positions fluidly and was able to squat to 50 degrees and rise. Inspection of the lumbosacral spine revealed normal posture and lordotic curve with no apparent scars. She actively flexed to 80 degrees with motion otherwise full in all spheres. She was tender at the left greater trochanter and sciatic notch, but not the right. There was no palpable spasm or tenderness of the paralumbar musculature, sacroiliac joints, iliac crests, 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.

Shirley Willis reportedly was injured at work when she slipped on urine that was on the floor. As noted by Dr. Allen, her initial complaints did not involve the low back or left hip. They were limited to the knee. She underwent treatment as noted above. She eventually had arthroplasty on the left knee and left hip. She also underwent a series of right hip x-rays. She did receive an Order Approving Settlement with dismissal on 10/24/18. However, on 12/01/20, she applied for review of that award. She had another surgery on 07/25/19, to be INSERTED here. She followed up postoperatively along with therapy. X-rays showed an excellent result.
The current examination of Ms. Willis found her to have decreased range of motion about the left knee consistent with her arthroplasty. There was full range of motion of the hips and ankles. There was swelling of the left knee to a mild degree. The knees were chafed more on the right than the left. Provocative maneuvers about the hips, pelvis and knees were unrevealing. She ambulated without an assistive device or a limp. When she walked on her toes, she did have a limp on the left.

As you know, the Petitioner was given estimates of permanency by Dr. Allen running through 2012. She received Orders Approving Settlement in 2018. I will offer the same amount of permanency as Dr. Allen, but will account for her most recent surgery on 07/25/19.
