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Dictation Time Length: 07:28
November 28, 2022
RE:
Gary Kulha

History of Accident/Illness and Treatment: As you know, I previously evaluated Mr. Kulha as described in my report of 11/09/16. He is now a 60-year-old male who recounts he was injured at work on 04/01/15 when he slipped on an ice covered roof. As a result, he believes he injured his right shoulder, both knees, lower back and neck. His human resource person asked him what hurt the most and he told her the right shoulder and knee. He did not go to the emergency room afterwards. He had further evaluation and treatment including surgery on both the shoulder and knee in 2015. Since evaluated here, he received an Order Approving Settlement and reopened his claim. He states he recently got three viscosupplementation injections to his right knee from Dr. Pepe. He also had seen Dr. Lazarus again for his shoulder.

As per the records provided, he received an Order Approving Settlement on 10/07/18, to be INSERTED. After reopening his claim, he was seen by Dr. Pepe on 07/13/21 regarding his right knee. Diagnoses were right knee pain and unilateral primary osteoarthritis of the right knee. Mr. Kulha continued to be seen by Dr. Pepe. He had an MRI of the knee on 07/29/21 to be INSERTED. He returned to Dr. Pepe on 10/05/21 to review these results. He added another diagnosis of right knee posttraumatic medial compartment osteoarthritis. He placed him in an unloader type knee brace. They discussed various treatment options including surgical intervention. He accepted a Kenalog injection to the knee on this occasion. On 10/26/21, Dr. Pepe administered the first of several Euflexxa injections to the right knee. The second such injection was given on 11/02/21. On 11/09/21, Dr. Pepe saw him a final time when the third Euflexxa injection was given. He noted the Petitioner had a history of degenerative joint disease and was having the final viscosupplementation injection. He was also taking diclofenac, Pennsaid solution, Ultram, Ambien, Vicodin 5/300 mg, oxycodone 10 mg, tramadol 50 mg, zolpidem 10 mg, methocarbamol 750 mg, naproxen 500 mg, oxycodone/acetaminophen 5/325 mg, and hydrocodone/acetaminophen 5/300 mg.

PHYSICAL EXAMINATION

GENERAL APPEARANCE: He states he had a car accident when he was 17 years old and injured his front teeth and neck. He recently was seen at Nazareth Hospital for his left knee. He states he sometimes helps a friend do work, but has difficulty using a drill with his right hand.
UPPER EXTREMITIES: Inspection revealed healed portal scars about the right shoulder. There was swelling of the right CMC joint. He indicated he had fractured this thumb in the past. Skin was otherwise normal in color, turgor, and temperature. Right shoulder motion was full in all independent spheres, but composite active extension with internal rotation was mildly limited to T11. Motion of the left shoulder, both elbows, wrists and fingers was full in all planes 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. 
SHOULDERS: 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. Inspection revealed healed portal scars about the right knee, but no swelling, atrophy, or effusions. Skin was normal in color, turgor, and temperature. Motion of the right knee was minimally limited from 0 to 130 degrees of flexion with tenderness, but no crepitus. Motion of the left 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. There was no significant tenderness with palpation of either lower extremity.

KNEES: Normal macro
CERVICAL SPINE: Inspection of the cervical spine revealed a forward held posture, but no apparent scars. Active flexion and extension were to 40 degrees, bilateral rotation 60 degrees and bilateral side bending 35 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 ambulated with an inconsistent antalgic gait on the right. This was mild in nature. He states this happens occasionally. 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 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.

INSERT the summary marked from the prior report
Since evaluated here, Mr. Kulha received an Order Approving Settlement and then reopened his claim.

He returned to Dr. Pepe for his right knee in particular. Cortisone injections were first given. MRI of the knee was done to be INSERTED here. Then a series of Euflexxa injections was administered. It does not appear that he had any substantive additional treatment for the right shoulder.

The current exam found virtually full range of motion about the right shoulder and right knee. Provocative maneuvers in both areas were negative. He had full range of motion of the thoracic and lumbar spine. He had an intermittent antalgic gait on the right, but did not use a cane or a walker. Active cervical range of motion was also decreased.

My opinions relative to permanency are the same from my prior report as marked.
