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Dictation Time Length: 22:28
August 19, 2023

RE:
Stanley Lomax
History of Accident/Illness and Treatment: Stanley Lomax is a 37-year-old male who reports he was injured at work on 04/07/21. On that occasion, he was responding to a code. He pulled his left leg from a sliding door as it had gotten stuck when it closed. As a result, he believes he injured his left hip and leg and was seen at West Jersey Emergency Room in Camden the following day. He had further evaluation, but remains unaware of his final diagnoses. He states his groin was fine after the accident for a few weeks. He did get an injection to the left hip. Surgery was scheduled, but canceled the day before it took place. He is no longer receiving any active treatment. He did have a second round of physical therapy that ran through August 2022.

Per the records supplied, he filed a Claim Petition alleging he was running responding to a call and injured his right hip, right leg and right quad. This is opposite of what he currently describes being his injury. In any event, he was seen on 04/08/21 at Urgent Care where he was diagnosed with a tendon strain and placed on light duty work. He did follow up at Urgent Care on 05/06/21 when he clearly indicated his injuries involved the left groin, thigh and hip. He previously underwent shoulder surgery as well as ankle surgery. Diagnoses were strain of the adductor muscle for which he was referred to orthopedic.

He was seen in that regard by Dr. Gupta on 05/21/21. At that time, he related on 04/07/21 he sprinted to attend to a code and felt a sharp pain in his proximal anterior thigh and hip area. The thigh pain has since resolved. The pain is localized into his anterior hip. He then had another episode a short time later. He now notes pain worsened with rotation movements of his hip and alleviated with rest. No formal treatment involving therapy or injections have been performed. He denied any prior injuries or surgeries to the left hip. He had not been back to work since the incident occurred. Dr. Gupta had him undergo x‑rays of the hip demonstrating mild to moderate degenerative changes with ossific density of the lateral acetabulum of uncertain chronicity, no obvious fractures. He rendered diagnoses of left knee moderate degenerative joint disease with pain status post sprinting at work. He ordered MR arthrogram of the left hip. This study was done on 05/27/21. It was an incomplete examination due to claustrophobia. There was osteoarthritis of both hips, detachment and degenerative fraying of the anterior superior acetabulum on the labrum in the left hip with cartilage denotation. There was an equivocal result to the analgesic challenge test. It could not reliably indicate change in symptoms due to limited mobility following the injection. He returned to Dr. Gupta on 07/07/21 when they agreed to pursue an ultrasound-guided cortisone injection. He saw Dr. Gupta on 08/06/21, when he related no improvement from the injection. Physical therapy was continued, but his symptoms were the same. He does have moderate degenerative changes and is otherwise too young to consider hip replacement surgery. On the other hand, he also has not made progress so far with two months of therapy and injection. He wanted to maximize therapy and give it a full opportunity to heal. Diagnosis was left hip mild to moderate degenerative joint disease with degenerative labral tear. Dr. Gupta followed his progress, but the Petitioner remained symptomatic. On 09/03/21, they discussed options such as a functional capacity evaluation or surgical consultation.

He was seen in the same group by Dr. Harrer on 09/29/21. He diagnosed left hip pain and bilateral primary osteoarthritis of the hip. He prescribed Duexis. They did discuss possible surgical treatment options. His assessment was severe posttraumatic left hip arthritis. The right hip is not much better. The plan was to perform elective left hip replacement surgery.

On 12/13/21, Mr. Lomax was seen by Dr. Gordon. He performed an evaluation and reviewed his MRI on disc. He wrote there was no fracture or avascular necrosis on his review. The joint spaces looked preserved with normal ligamentum teres. There were some arthritic changes seen, however, and also degenerative changes in the labrum. The muscle tissue looked relatively normal, but this was not a complete examination. He also reviewed the notes from Dr. Gupta, Dr. Harrer, and physical therapy. He wanted regular x-rays from the Rothman Institute for review. His impression was hip flexor strain that had not fully rehabilitated at that time. He did not agree with Dr. Harrer regarding his indications for surgery. He was going to be kept on a light-duty program for the time being.

He returned to Dr. Gordon on 03/29/22, having last been seen on 12/13/21. On this occasion, he was able to review images of the hip studies taken at Rothman in May 2021. He wrote pelvic x-ray clearly showed severe hip arthritis of the right hip with significant hip dysplasia (shallow orientation of the acetabulum/cup) with bone-to-bone arthritic changes in zone 1 of the acetabulum, sclerosis throughout the acetabulum and numerous osteophytic changes in the femoral head. There was also evidence of cam femoroacetabular impingement in the femoral neck region of the right hip. The pubic symphysis was normal and the SI joints appeared normal. In the left hip, there was preservation of the joint space through zone 1, zone 2 and zone 3. There was sclerosis, however, in all zones and osteophytic changes in the femoral head, but no flattening of the femoral head. There was no evidence of avascular necrosis on the femoral head. This is consistent with the previous MRI that showed no evidence of any avascular necrosis. In reference to the femoral neck, there were changes of cam femoroacetabular impingement. In the left hip, there was no significant hip dysplasia. The bone quality is excellent on both sides with type A bone, which was not unexpected because this gentleman is only 36 years of age. These x-rays were taken about five weeks after the accident. All changes seen on them should be considered degenerative in nature, preexisting and related to his history of acetabular dysplasia on the right side and cam femoroacetabular impingement on the left. None of these x-ray changes were considered posttraumatic, acute, or inflammatory in nature. He wanted updated x-rays. At the last visit with Dr. Gordon on 09/12/22, he reviewed subsequent x-ray studies. He still had no symptoms in the right hip whatsoever. He had been back to work full duty since June. He reports pain in the groin area with walking activities, stair activities and bending activities as well as getting up out of a chair. He has no back symptoms or radiating complaints in the lower extremities. He is taking Naprosyn for his history of prior shoulder dislocation. He was examined and had strong thighs and hamstrings. Bilateral hip motion was diminished. No positive straight leg raising findings were present in the sitting or supine positions. He had excellent back flexibility. He does not have a marked antalgic limp pattern. He could not walk him outside the office because he had a gown on and that would be too invasive for his privacy. The gentleman told Dr. Gordon he emphatically was improved after the prior hip injection prior to their first evaluation. However, records indicated at the time of that injection he did not get any immediate or delayed response positive result. Today, he emphatically noted he was much improved after that intraarticular injection. He wrote the right hip had severe arthritis with limited motion, but no pain in that joint. He was able to work with his underlying arthritic condition of the right hip. He noted the left hip was symptomatic. He has a history of what appears to be a hip flexor strain upon initial accident. He had underlying problems related to underlying hip arthritis. He did not believe the hip strain was the cause of his ongoing complaints, but to the underlying arthritis. He was not impressed with any diagnostic documentation that would indicate he had an aggravation of underlying arthritis at that time from what he believed to be a soft tissue strain incident. He was working full duty without restrictions and was allowed to continue to do so. At some point, he was going to have to consider having a left hip replacement. He should have follow-up x-rays of both hips to monitor radiographic changes. That should also be done by his outside physician. In Dr. Gordon’s opinion, his hip pain has resolved, but he does have an underlying hip arthritic condition which needs further care.
He was seen by Dr. Arena on 05/31/22. He noted the Petitioner’s course of treatment to date. He also learned that Mr. Lomax more recently had an appointment to be evaluated by Dr. Kelly at the University of Pennsylvania. However, as his case is in litigation, his appointment was canceled by Dr. Kelly’s office. Dr. Arena noted a well-healed 9 cm left Achilles tendon repair scar that was nontender and ends 4 cm proximal to the calcaneus. He performed range of motion of both hips. Quad measurements were 53.5 cm on the right and 52.5 cm on the left. Calf measurement on the right was 42 cm and on the left 39.5 cm. He reviewed the imaging study reports from 05/21/21, 05/27/21, and 03/29/22 from Dr. Gordon. Dr. Arena’s assessment was resolved synovitis of the left hip with underlying degenerative joint disease of the left hip. There was also degenerative joint disease of the right hip. Any transient synovitis of the left hip experienced by this patient has long since resolved with his ongoing symptoms on the basis of his underlying and preexisting degenerative joint disease. In addition, the left hip degenerative joint disease has not been exacerbated by the reported work incident of 04/07/21. He did not require any further treatment relative to it. He added with respect to the work incident he was capable of performing regular duties on a full-time basis without restriction. His left hip degenerative joint disease is unrelated to his work incident and has not sustained any exacerbation as a result of it.
PHYSICAL EXAMINATION
GENERAL APPEARANCE: He had a muscular physique.
ABDOMEN: Normal macro

GROIN: 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 hip was full in all spheres, but flexion, internal rotation and abduction elicited tenderness. Motion of the right hip was full in all spheres, but abduction elicited tenderness. There was no crepitus in either hip. Motion of the knees 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.

PELVIS/HIPS: 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 and rise, complaining of left anterior hip and groin pain. 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. He localized the site of his complaints to slightly inferior to the left inguinal crease. However, this area was not tender to palpation at all. 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.

Stanley Lomax alleges to have been injured at work on 04/07/21. He evidently was seen at Urgent Care the following day, diagnosed with a strain and placed on light duty work. He followed up at Urgent Care and then was seen orthopedically by Dr. Gupta. He had numerous diagnostic studies focusing on the left hip. He had treatment including medication, therapy, and injection, but concurrently denied having any improvement. Ultimately, when he saw Dr. Arena more than a year later he stated he in fact did have such improvement. Nevertheless, although the possibility of surgery was discussed, this was postponed in light of his young age. During his workup for the left groin and hip pain, Mr. Lomax was also found to have symmetric degenerative joint disease in the right hip. This was not caused, permanently aggravated or accelerated to a material degree by the event in question. As of 05/31/22, Dr. Arena wrote he had resolved synovitis of the left hip.

The current examination found Mr. Lomax to be quite muscular. He had full range of motion of the hips without crepitus, but tenderness was elicited in some planes. Provocative maneuvers at the hips were negative. He walked with a physiologic gait and could ambulate on his heels and toes. He was able to squat and rise, but complained of left anterior hip and groin pain while doing so. Although he localized tenderness to a certain spot inferior to the left inguinal crease, this was not tender to palpation.

With respect to the subject event, there is 0% permanent partial or total disability referable to his hip or groin. It is clear Mr. Lomax had advanced preexisting degenerative joint disease of the left hip. This was not caused, permanently aggravated or accelerated to a material degree by the event in question. This is also borne out by the fact he had similar if not more advanced degenerative joint disease of the right hip that was asymptomatic. He has been able to continue working in his full-duty job with the insured. He does enjoy coaching PV football. One wonders if his muscular physique is a result of potential steroid use that can cause premature avascular necrosis at the hips.

