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Dictation Time Length: 21:46
December 1, 2022
RE:
Walter Scott Jr.
History of Accident/Illness and Treatment: As you may not know, I previously evaluated this Petitioner as described in my report of 12/21/16. This pertained to an alleged right knee injury he sustained at work on 01/02/14. He is currently being evaluated for two subsequent injuries to his knees on 11/30/18 and 08/01/19. As per the examinee, he is now a 48-year-old male who describes on 11/30/18 he slipped off a step of the truck and felt his left knee pop. He landed on his feet and did not strike the knee. He did not go to the emergency room afterwards. In the second event of 08/01/19, he was stepping off of a truck and twisted his leg. He first underwent meniscal repair followed by partial knee replacement and then full knee replacement. He is no longer receiving any active treatment. He states about six months ago he had surgery to remove a scar and manipulation under anesthesia by Dr. Dwyer.
As per his Claim Petition, he alleged on 11/30/18 he was stepping out of his truck when his left knee buckled. He claimed permanent injuries involving left knee meniscal tear with arthroscopic surgery on 03/13/19. Treatment records show he was seen by Onsite Innovations on 11/30/18 complaining of pain in the left knee following an injury that occurred that morning. He was climbing out of his truck and his foot slipped off the bottom step and he landed wrong. He did not fall. There were no witnesses. He felt a pop in his left knee. He was assessed as having left knee pain and was taken out of work and on ibuprofen. For unclear reasons, he quickly underwent an MRI of the left knee on 12/04/18. The right knee had already identified a well-healed surgical incision. The left knee had minimal swelling and tenderness to palpation in the region inferior to the patella. Flexion was to 130 degrees and extension to 10 degrees, both with complaints of pain. He had no joint line tenderness and negative McMurray’s test. The MRI was done and will be INSERTED here.
A social media investigation was done on 12/07/18. Limited activity and photos of the subject were noted. No information regarding the subject’s loss was located. Due to inactivity post date of injury, there was no significant information discovered.

On 12/10/18, he was seen orthopedically by Dr. Marchetto relative to the left knee injury on 11/30/18. In addition to the MRI, he performed x-rays that showed degenerative joint disease of bilateral compartments. The right knee has ACL tunnels with an endo-button on the lateral distal femur. (This speaks to prior surgery on this knee). Dr. Marchetto diagnosed left knee pain, osteoarthritis, and complex tear of the medial meniscus of the left knee. A corticosteroid injection was administered on this occasion. He followed up with Dr. Marchetto and remained symptomatic. On 03/13/19, he performed arthroscopic medial meniscectomy for postoperative diagnosis of medial meniscal tear. He saw Dr. Marchetto again postoperatively. He progressed to physical therapy. At the last documented visit pertaining to the first injury on 04/19/19, Dr. Marchetto wanted him to get a bit more conditioning and continue to work with physical therapy. He was to return in two weeks’ time. The hope was at that time he could be returned to work.

However, Mr. Scott returned on 08/05/19 and saw Dr. Marchetto’s physician assistant. He complained of having a new injury to the knee last Thursday when he stepped out of his truck. He twisted his knees and it felt like he heard a pop and his left knee buckled. He had a lot of swelling after this and difficulty achieving extension. He was not currently working. History was notable for ACL reconstruction from an outside surgeon named Dr. Lipschultz on an unspecified date. Mr. Hart diagnosed bucket-handle tear of the medial meniscus with flipped meniscal fragment. He was placed on one crutch and was referred for an MRI. This was done on 08/08/19 and compared to the study of 12/04/18 that will be INSERTED here.
Dr. Marchetto reviewed these results with him on 08/12/19. He placed Mr. Scott in an unloader type knee brace. He slowly progressed and was referred for physical therapy. On 10/07/19, he was referred for a consultation relative to total joint surgery. The diagnosis was left knee degenerative joint disease.

On 03/09/20, he saw orthopedic surgeon Dr. Nazarian status post left unicompartmental arthroplasty and was improving. A corticosteroid injection was administered. He saw Dr. Nazarian again on 06/29/20 after another MRI. It showed no meniscal tear, but only mild arthrosis. He was referred for physical therapy without the need for additional surgical intervention at that point. Mr. Scott had a final visit with Dr. Nazarian on 07/27/20. He had persistent soreness on the anterolateral aspect of his knee. The MRI showed no meniscal tear. Another corticosteroid was administered. Motion was from 0 to 130 degrees with mild joint line tenderness. His final diagnosis was presence of left artificial knee joint and unilateral primary osteoarthritis of the left knee.

INSERT the results of the left knee MRI from 06/04/20 where they go chronologically
On 09/09/20, Mr. Scott was seen by another orthopedist named Dr. Orozco. He also diagnosed unilateral primary osteoarthritis of the left knee status post unicompartmental arthroplasty. Due to persistent symptoms despite surgery, Dr. Orozco recommended total knee arthroplasty. On 09/09/20, he underwent x-rays of both knees to be INSERTED. He had preoperative cardiologic clearance for surgery. A CAT scan of the left lower extremity was done on 12/21/20, to be INSERTED. He saw Dr. Orozco through 06/09/21. X-rays demonstrated a well-aligned prosthesis with no evidence of acute loosening, dislocation or fracture. Motion was from 0 to 120 degrees by physical therapy as well as by Dr. Orozco. He still had discomfort in the knee for which he recommended ESR, CRP, and CAT scan of the left knee and then follow-up in two weeks. As long as the results are normal, it was Dr. Orozco’s professional opinion this patient will be at maximum medical improvement. The plan would be to proceed with a functional capacity evaluation. INSERT the CAT scan of the knee here. While in the hospital on 01/14/21, Dr. Catalina noted he was hemodynamically stable throughout the elective left knee revision that day. He had also recently been worked up for dyspnea with exertion by cardiology and pulmonology. He quit smoking four years ago, but had a 45-pack-year history of tobacco use. Mr. Scott did undergo the surgery again on 01/14/20. We only have the anesthesia note from that procedure. X-rays of the knee were done intraoperatively on 01/14/21. They showed the bi-condylar knee prosthesis was satisfactorily aligned. On 04/14/20, he had x-rays of both knees, to be INSERTED here. He also had a CAT scan of the left knee on 06/14/21, to be INSERTED.
Mr. Scott had a second opinion orthopedic evaluation on 08/09/22 by Dr. Sidor. He only completed a quick note. Mr. Scott returned on 08/23/21 when he was sent for a bone scan and then to return afterwards. He failed to show up for exam with Dr. Dwyer scheduled on 09/23/21.

Dr. Dwyer performed a third opinion evaluation for his left knee pain on 10/28/21. He summarized the Petitioner’s course of treatment to date, noting he underwent a left total knee replacement/conversion on 01/14/21. He is still attending physical therapy postoperatively. He had a second opinion evaluation by Dr. Sidor who recommended x‑rays of the knee. They showed no acute findings, but the right knee prosthesis was in appropriate position, status post left ACL repair. Recommendations were made for a bone scan in February. Dr. Dwyer wrote that it was much too early to perform a bone scan at that time to rule out any tibial loosening. He had gained 80 pounds as a result of his injury. He was currently out of work for two years and two months. He admitted to a motor vehicle accident in 2006 for which he treated with chiropractor. After his evaluation, Dr. Dwyer concluded that merchant x-rays of both patellofemoral joints should be done to assess patellofemoral congruence. Afterwards, he would recommend aspiration and injection of the left knee which should improve flexion followed by use of a dynamic flexion splint for four weeks to try and improve his active flexion, hopefully to 105 degrees. If they were able to do that, he should be capable of ascending and descending stairs and getting in and out of a car and chair without issue. He should also be capable of returning to work on a full duty basis if this goal can be achieved. If it was not, they would consider possible arthroscopic lysis of adhesions and total synovectomy of the knee. He saw Dr. Dwyer again on 12/09/21 when the joint was aspirated and injected with Depo-Medrol. He had since had a manipulation with no improvement. At the final visit of 01/27/22, he was cleared by Dr. Dwyer to perform light duty work with lifting up to 20 pounds maximum and/or carrying 10 pounds, frequently he may walk or stand as needed and may push/pull with arms alone, and/or legs and feet. Range of motion was unchanged from 0 to 95 degrees. The latest injection helped. He was here to use the Dynasplint for a month with a reevaluation of flexion. If he did not see progression, Dr. Dwyer would recommend surgical intervention and use of a Dynasplint for eight weeks postoperatively. There was no change in his work restrictions and he was to follow up in one month. However, I am not in receipt of any subsequent notes.

PHYSICAL EXAMINATION

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 healed longitudinal scar anteriorly about the left knee. The left anterior longitudinal knee scar was 7 inches in length. He had faint portal scars about the right knee. He had a rash on the skin below the right knee brace. There was swelling of the left knee, but no atrophy or effusions. Skin was otherwise normal in color, turgor, and temperature. Motion of the right knee was full from 0 to 135 degrees with crepitus, but no tenderness. On the left, motion was from 0 to 100 degrees of flexion without tenderness or crepitus. Motion of the 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. He was tender at the left knee more at the lateral joint line than the medial joint line, but there was none on the right.
KNEES: 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. The examinee was able to walk on his heels and toes without difficulty. He changed positions fluidly and was able to squat to 75 degrees and rise. 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.

Walter Scott has alleged a series of injuries to his knees. When seen here in December 2016, this was for an alleged injury on 01/02/14 sustained to the right knee. I will INSERT what may be interesting information here.
Mr. Scott has now alleged injuring his left knee at work on 11/30/18. He had diagnostic testing and treatment including surgical intervention on 03/13/19, to be INSERTED. He was following up postoperatively and then alleged re-injuring the same knee on 08/01/19. He went on for additional specialists’ consultations and diagnostic studies. This led first to a hemiarthroplasty of the left knee and then a full arthroplasty. He had the benefit of numerous orthopedic consultations running through Dr. Dwyer on 01/27/22.

The current exam of Mr. Scott found there to be swelling of his left knee with decreased range of motion. There was full range of motion of the right knee with crepitus. Provocative maneuvers at the knees were negative. He ambulated with a physiologic gait and did not have a limp or footdrop. He did not utilize a hand-held assistive device for ambulation. He changed positions fluidly and was able to squat to 75 degrees and rise.

I will attempt to derive an overall level of permanency to the left leg. This will need to be apportioned from the two subject incidents. In terms of the right knee, I do not think I am being asked to give another impairment rating there so I will leave that alone.
