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Dictation Time Length: 10:42
October 17, 2023

RE:
Mark Holman
History of Accident/Illness and Treatment: Mark Holman is a 61-year-old male who reports he was injured at work on 03/03/22. In that occasion, he slipped and fell on a wet floor. He states he fell backwards. His right foot full have been but his left leg did not move. He was seen at Shore Memorial Emergency Room the same day. With this and subsequent evaluation, he understands his final diagnosis to be a torn quadriceps tendon for which he underwent surgical repair on 04/01/22, involving tendon reattachment. He also asserts he injured his back in this accident. He completed his course of active treatment in approximately May 2022.

As per the records supplied, he had an MRI of the left femur on 03/12/22. At the referral of Dr. Chanick to be INSERTED here. He actually was seen at the emergency room on 03/03/22, complaining of the left knee injury. He slipped and fell in morning and felt like hyperflex of the left knee and leg. He did not this has had no other injuries. He was evaluated and diagnosed with a brain of the left knee with swelling. He was initiated on conservative measures and activity modifications. He was advised to followup with and orthopedist. X-rays that day showed no fracture or malalignment. There were mild degenerative changes most prominent in the medial compartment. He had mild focal cortical osseous excrescence along the proximal to mid fibular diathesis.

He then did undergo surgery by Dr. Tucker on 04/01/22. This involved right knee open quadriceps tendon repair using two permanent tapes through three patella drill holes. The postoperative diagnoses his right knee quadriceps tendon rupture/evulsion. He followed up postoperatively with Dr. Chanick on 03/09/22. At juncture was referred for an MRI of the knee. This was done on 03/12/22, to be INSERTED in the proper spot. He also saw Dr. Tucker on 03/17/22, when he had a large effusion at the knee with defect on quadriceps tendon. He referenced the left femur MRI results stating tht showed quadriceps tendon rupture of the lateral aspect of the patella with a vastus lateralis, rectus femoris are avulsed of the lateral proximal patella. He could barely see the medial collateral ligament. There is also an incidental area of osteonecrosis in the mid-femur. At that juncture, he was referred for laboratory studies and placed in her orthotic. He was fitted for same on 03/17/22. He followed up with Dr. Chanick, Dr. Armstrong, and their colleagues over the next several months. On 07/05/22, he had an MRI of the lumbar spine to be INSERTED here. He followed up with Dr. Armstrong and he was seen on 08/18/22. He completed epidural steroid injection about a month ago with 50% relief for three weeks. He was almost that his pre-injection state. He was also currently attending physical therapy. Dr. Armstrong rendered diagnosis of lumbar radiculopathy, spondylosis, muscle spasm, and osseous stenosis of the neural canal of the lumbar region. He was prescribed pain medications and kept him on activity restrictions. Physical therapy was to continue. On 01/10/23, Dr. Armstrong performed the sacroiliac injection on the right. The postoperative diagnosis was sacroiliac arthropathy on the right as well as disorder sacrum. Mr. Holman followed up here through 02/27/23. On this visit with Dr. Armstrong he reported great success with over 80% relief from the injection. The pain was rated at a 2/10 and flares up without rhyme or reason. There was no identifiable exacerbating cause. His medications were continued and he was deemed to have reached maximum medical improvement. The pain was adequately controlled.
PHYSICAL EXAMINATION
UPPER EXTREMITIES: 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. Range of motion was accomplished fully in all planes at the hips, knees, and ankles 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.

Inspection revealed healed longitudinal scarring of the left anterior knee measuring 5 inches in length. There was no swelling, atrophy or effusions. Motion of the right hip was full in all spheres without crepitus, but external rotation elicited tenderness. Motion of the left hip as well as both knees and ankles was full in all planes without crepitus or tenderness.
KNEES: Normal macro.

FEET/ANKLES: There were negative drawer, Achilles squeeze, Tinel’s, Thompson’s, and Homan’s maneuvers bilaterally for dislocation, instability, compression neuropathy, or deep vein thrombosis.

He had a positive Tinel sign on the right, which was negative on the left.
CERVICAL SPINE: Normal macro
THORACIC SPINE: Inspection of the thoracic spine revealed normal posture and kyphotic curve with 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.

He was tender in the right lower parathoracic musculature in the absence of spasm, but there was none on the left or in the midline.
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 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.

Supine straight leg raising maneuver on the right at 80 degrees elicited only low back tenderness that is critically inconsequential. In the left at 90 degrees no low back radicular symptoms were elicited.
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 03/03/22, Mark Holman slipped and fell while at work twisting his knee. He was seen at the emergency room day. He followed up with Dr. Chanick orthopedically and underwent surgery on 04/01/22. He had physical therapy postoperatively. He continues to be seen by Dr. Chanick in his college such as Dr. Armstrong. He then offered complaints involving his lower back. Lumbar MRI was done on 07/05/22, to be INSERTED here. He received a variety of injections ultimately with good relief of his pain. He did undergo left knee surgery on 04/01/22, by Dr. Tucker.
He ambulated with a physiologic gait. He had full range of motion of the left knee without crepitus or tenderness. Provocative maneuvers of the knees were negative. He had full range of motion of the lumbar spine. He ambulated without antalgic work assistive device. Provocative maneuvers of the lumbar spine were negative.

There is 10% permanent partial disability referable to the statutory of the left leg. There is 0% permanent partial total disability referable to the lower back.
