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Dictation Time Length: 13:10
July 16, 2023
RE:
Joseph Donohue
History of Accident/Illness and Treatment: Joseph Donohue was accompanied to the evaluation by his wife named Pat Donohue who assisted in completing his paperwork. According to the information obtained from the examinee in this fashion, Mr. Donohue is a 79-year-old male who reports he was injured at work on 08/23/19. The threshold was broken and he fell to the floor of the booth, injuring both knees with his left being the worst. He did go to an urgent care center the next day. He had further evaluation and treatment including total knee replacement on the left knee on 08/05/20 and on the right knee on 04/05/22. He completed his course of active treatment in October 2022.

As per his Claim Petition, Mr. Donohue alleged he slid and fell on a broken doorway on 08/23/19, injuring his left knee. Treatment records show he was seen on 08/24/19 at Atlantic Urgent Care. Although he had fallen onto both knees, his complaint was only of left knee pain, swelling and an abrasion. He was given an updated tetanus shot. He was diagnosed with a left knee abrasion for which cleansing instructions were given. He also was diagnosed with contusion and left knee pain. He was placed in a knee sleeve and on a cane. He was to use Tylenol for pain. He returned on 08/28/19 reporting he had “great” improvement. He was ambulating without difficulty and stated “I am ready to go back to work.” He was authorized to do so.

On 10/16/19, he returned to AtlantiCare Urgent Care and told the doctor he had pain over the preceding month or so. He had his injury and as he resumed working on the knee, it became more persistently painful. He had finished his seasonal work the previous day on 10/15/19. He was now in a position where he could get the injury addressed. He was going to be referred to an orthopedist after the doctor spoke to Dave Perry. It was noted that x-rays in August were negative.
The Petitioner was then seen orthopedically by Dr. Joseph Bernardini beginning 10/25/19. He noted x-rays revealed tricompartmental arthritis, but did not feel there was any evidence of serious ligament injury. He aspirated the knee joint and administered Kenalog. He was advised to begin a three-week course of therapy after which he would follow up. He did receive physical therapy on the dates described. A series of Orthovisc injections were instilled. As of 03/06/20, Dr. Bernardini opined he had exhausted all conservative treatment options and discussed left knee arthroplasty.

On 04/13/20, he was seen orthopedically by Dr. Sidor. He opined the Petitioner had aggravated preexisting arthritis due to the injury of 08/23/19. He had severe arthritis particularly laterally and at the patellofemoral joint. The most reliable treatment would be a total knee replacement. They also discussed other treatment options including arthroscopy that Dr. Sidor did not believe was going to help him. Dr. Sidor then referred him to Dr. Sapega for left knee arthroscopic debridement. On 05/15/20, Dr. Sapega opined that lateral release does the most good more so than any type of patellofemoral chondroplasty or abrasion arthroplasty. On 08/05/20, Dr. Sapega performed left knee arthroscopy with generalized joint debridement, lateral meniscal debridement/meniscectomy, multiple compartment synovectomy, patellofemoral chondroplasty, and electrosurgical lateral retinacular release. The postoperative diagnoses were end-stage left knee arthropathy worse in the lateral patellofemoral compartment, chronic excessive lateral facet pressure syndrome with tight lateral retinaculum and mild lateral patellar subluxation. He followed up postoperatively on 08/14/20. A joint aspiration and Kenalog injection were repeated. He was referred for another course of physical therapy. He was to remain out of work for a while. Dr. Sapega followed his progress over the next few months. On 12/04/20, he administered a Zilretta intra-articular joint injection. He followed up on 12/18/20, noted swelling and pain relief. On 02/26/21, he underwent a Zilretta intra-articular joint injection. Another such injection was administered on 03/05/21. On 04/09/21, Mr. Donohue related relief of his swelling and pain. However, on 05/21/21, he reported the knee began to fill up with fluid once again. The joint was aspirated. A total joint arthroplasty was discussed and the Petitioner was agreeable to that procedure. He had cardiology clearance for surgery on 01/26/22. On 10/26/21, right knee x-rays showed moderate to large suprapatellar joint effusion, chondrocalcinosis of both the right and left knees, no fracture or dislocation, and marked osteoarthritis lateral tibiofemoral compartment on the left. He had a CAT scan of the left knee on 10/28/21. This showed evidence of osteoarthritis of the left knee with a small knee effusion. It is my understanding on 04/05/22 he submitted to total knee arthroplasty on the right knee.
Other records pertain to his undergoing internal medicine problems separate from this injury in question. It was noted that he suffered from cardiomyopathy.
PHYSICAL EXAMINATION
GENERAL APPEARANCE: He was hard of hearing and had a handcrafted wooden cane. He was slow to rise from a chair.
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 longitudinal scarring anteriorly at the left knee. There was also some surgical scarring about the right knee. There was no swelling, atrophy, or effusions. Skin was normal in color, turgor, and temperature. Motion of the left knee was from 0 to 130 degrees of flexion without crepitus or 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. He was mildly tender to palpation about the left patella, but there was none on the right.
KNEES: Normal macro

CERVICAL SPINE: Normal macro
THORACIC SPINE: Inspection of the thoracic spine revealed a markedly increased kyphotic curve, but no apparent scars. Range of motion was accomplished fully in flexion, rotation, and sidebending bilaterally. There was no palpable spasm or tenderness of the parathoracic or interscapular musculature. There was no tenderness over the bony prominences of the scapulae or spinous processes. There was no winging of the scapulae.

LUMBOSACRAL SPINE: He ambulated with a limp on the left using a cane in his right hand. He was able to stand on his heels and toes with support. He changed positions slowly and was able to squat to 65 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.

On 08/23/19, Joseph Donohue tripped and fell onto his knees while at work. He was seen the next day at urgent care and diagnosed with contusion of the left knee. He was initiated on conservative care. In short order, his symptoms improved. However, he returned for additional treatment and was referred to Dr. Bernardini for orthopedic consultation. He treated Mr. Donohue conservatively including therapy. He eventually came under the care of Dr. Sidor and Dr. Sapega for consideration of knee replacement. Instead, he underwent a different type of procedure on 08/05/20. He improved afterwards. He did have Zilretta injections to the left knee such as on 12/04/20. Medical attention was also paid to his right knee. On 10/26/21, x-rays showed significant arthritis. They discussed arthroplasty on the right which eventually was performed. I am not in receipt of the operative report from that surgery of 04/05/22.

The current examination of Mr. Donohue found that he ambulated with a handcrafted wooden cane in his right hand, but had a limp on the left. He had mildly decreased range of motion about the left knee, but not the right. Provocative maneuvers at the knees were negative for instability or internal derangement. He changed positions slowly and was able to squat to 65 degrees and rise. The comparative circumferences about the knees and quadriceps were fairly close.

With respect to the left knee, there is 12.5% permanent partial disability regardless of cause. Approximately 7.5% of this assessment is due to preexisting advanced arthritis. The balance is attributable to the subject event culminating in the aforementioned surgery. I did not specifically see a surgical scar about the right knee, but I did on the left. This does not correlate with the documentation of right total knee arthroplasty.
