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Dictation Time Length: 16:23
July 1, 2023
RE:
Wayne McKever
History of Accident/Illness and Treatment: Wayne McKever is a 56-year-old male who describes he was injured at work on 09/27/21. At that time, he slipped and fell on a bathroom floor. His left knee twisted and he went on his outstretched right wrist. As a result, he believes he injured both areas, but did not go to the emergency room. He had further evaluation and treatment including surgery on both the knee and the wrist. He is no longer receiving any active treatment.

As per the records supplied, Mr. McKever was seen at Virtua Occupational on 09/28/21, describing he was injured the previous day. He had been working for the insured for approximately four years. He was examined and underwent x-rays of the right wrist that showed no acute fractures. There was a chronic healed fracture and chronic spurring of the distal right ulna. He had a 7-mm benign osteochondroma arising on the volar distal aspect of the first metacarpal. He was diagnosed with sprain of the right wrist and sprain of the left knee and was advised to apply ice, elevate the leg, and wear a wrist brace. He followed up here over the next few weeks. This continued through 10/12/21. On that occasion, he was again advised to continue restrictions, apply ice, elevate and perform compression with a brace. He was also referred for orthopedic consultation.

On 10/01/21, he was seen by Physician Assistant Smith at AdvoCare to discuss a blood pressure issue. He was in a little bit of pain from his wrist and his blood pressure was slightly high. He was unable to recall any readings. He is a truck driver and admits to eating salty foods. The blood pressure medicine was recommended years ago, but he refused to take them at that time. Diagnoses were essential hypertension, acute non-intractable headache, and edema of the lower extremities. He was prescribed medications and then followed up on 10/05/21. This was done through a telehealth type visit. He did undergo an MRI of the right wrist on 10/11/21, to be INSERTED here.
The Petitioner was seen by Dr. Brad Bernardini on 10/21/21 regarding the knee. He diagnosed internal derangement of the right knee with possible medial meniscus tear with likely mild preexisting osteoarthritis of the medial compartment. He referred the Petitioner for an MRI of the knee. He returned to the office on 10/22/21 and was seen by Dr. George regarding his right wrist. He was diagnosed with de Quervain’s disease on the right for which a corticosteroid injection was administered. He also was seen by Dr. Bernardini again on 11/04/21 to review the MRI results. He wrote that the MRI from 10/21/21 showed evidence of a small area of grade III change of the undersurface of the posterior horn meniscus associated with a parameniscal cyst. There was also evidence of articular cartilage thinning in the medial femoral condyle and patellofemoral joint. The remainder of the knee appeared largely benign. On 11/30/21, Dr. George performed surgery on the right wrist involving de Quervain’s release and tenosynovectomy of the abductor pollicis longus and extensor pollicis brevis. The postoperative diagnoses were right wrist abductor pollicis longus and extensor pollicis brevis tenosynovitis. He continued to follow up with Dr. George postoperatively. Dr. Bernardini also followed his progress closely. On 01/26/22, he performed partial medial meniscectomy as well as plica excision. The postoperative diagnoses were left knee medial meniscal tear plus plica band with chondromalacia grade III medial femoral condyle and grade IV trochlear, most notably medial trochlear. He returned to Dr. Bernardini postoperatively and participated in physical therapy. His treatment was completed on 07/29/22. Dr. Bernardini deemed he had reached maximum medical improvement and cleared him for full duty without restrictions.

I have also been provided with abundant prior records that I may need to summarize in two sections. These show on 04/13/12 he was seen at AdvoCare for abdominal pain. He was treated here for various general medical aliments over the ensuing years through 04/23/21. This last visit was again for elevated blood pressure and noncompliance. He was given a two-year DOT card for which his blood pressure had to be less than 140/90. However, it was elevated on two physical exams. His diagnoses included acute non‑intractable headache, metabolic syndrome X, mixed hyperlipidemia, hypothyroidism, iron deficiency, vitamin B12 deficiency, and vitamin D deficiency.

The Petitioner also had a CAT scan of the abdomen and pelvis on 04/30/12 at the referral of Mr. Sharkey. That showed no acute findings, but did identify renal cysts. He was also seen on 05/02/12 by a gastroenterologist named Dr. Werbitt. He was planned for a full colonoscopy. He returned on 01/23/13 for intermittent rectal bleeding.

The Petitioner was seen at Kennedy Emergency Room on 05/22/12 for back pain. He had a history of back pain and disc herniation. He complained of increased pain after a sneezing episode the previous night. He was simply diagnosed with sciatica and lumbar back pain for which he was treated and released. He did undergo a lumbar MRI on 05/23/12, to be INSERTED. He also had an MRI of the right knee on 11/08/13, to be INSERTED. X-rays of the right hand were done on 12/04/14, to be INSERTED.
An EMG was done by Dr. Gallagher on 03/05/16. There was no evidence of polyneuropathy nor tarsal tunnel syndrome. There was no evidence of plexopathy bilaterally nor radiculopathy in the right lower extremity. His left S1 radiculopathy was truly impressive. There was significant evidence for both old denervation and reinnervation, but also for active denervation.
Spine surgeon Dr. Kirshner saw him on 09/07/16 for back pain and pain going down both legs. He noted the diagnostic studies to date. Dr. Kirshner diagnosed lumbago. He admitted to injuring his back in 2005 at the gym. He had several injections from Dr. Perkins from which he reportedly got 100% relief. He was able to play sports again and go to the gym again. His back pain came back suddenly in 2007 without a specific injury. He had surgery with Dr. Ponzio involving L5-S1 laminectomy/discectomy. Dr. Kirshner recommended L5-S1 decompression and fusion in 2017. Mr. McKever was also seen at Patient First on 06/09/17 for right ear swelling. He had a left ear abscess when presenting there again on 08/22/17. On 04/12/19, he came in for pain in his left elbow after he slipped and fell on it.
PHYSICAL EXAMINATION
GENERAL APPEARANCE: He had a muscular physique.
UPPER EXTREMITIES: Inspection of the upper extremities revealed no bony or soft tissue abnormalities. There was a healed 1-inch transverse scar at the distal right radius consistent with his surgery, but no swelling, atrophy, or effusions. Skin was normal in color, turgor, and temperature. He displayed decreased range of motion about the right index and long fingers to 0.5-inch off the palmar surface. This is not explained by his de Quervain’s tenosynovitis. Motion of the remaining finger joints, wrists, elbows and shoulders 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. 

He did have a positive Finkelstein’s maneuver on the right, which was negative on the left.
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 no scars, swelling, atrophy, or effusions. Skin was normal in color, turgor, and temperature. Motion of the left knee was full with a loud snapping sound, but no tenderness. Motion of the right knee as well as 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: 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 heels. He walked on his toes, but leaned to the right. This also occurred when he was performing squatting maneuver. Inspection of the lumbosacral spine revealed normal posture and lordotic curve. He had a midline and a pair of paramedian longitudinal scars consistent with prior 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 09/27/21, Wayne McKever slipped and fell at work and injured his right hand and left knee. This was superimposed upon a host of medical problems including prior x-rays of one of these structures. After the subject event, he was seen by Occupational Health and initiated on conservative treatment. A right wrist MRI was done on 10/11/21, to be INSERTED here. On 11/30/21, surgery was done to be INSERTED here. He also underwent surgery on the knee on 01/26/22, to be INSERTED here. He followed up with Dr. Bernardini and was cleared for full duty at maximum medical improvement on 07/29/22.

The current examination of Mr. McKever found that he had a muscular physique. He had full range of motion about the left knee with a loud audible snapping sound. There was no instability with provocative maneuvers. He walked without a limp. He did lean towards the right when walking on his toes and when performing a squatting maneuver. He displayed decreased range of motion about the right index and long fingers that appeared to be volitional. This was not explained by his de Quervain’s tenosynovitis. That area was not tender to palpation. He had intact sensation and strength.

There is 5% permanent partial disability referable to the statutory right hand. There is 7% permanent partial disability referable to the statutory left leg.

