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Dictation Time Length: 08:42
October 26, 2023

RE:
Edward Swepson
History of Accident/Illness and Treatment: As you know, I previously evaluated this Petitioner as described in the reports listed above. He is now a 63-year-old male who again describes he injured his right shoulder at work on 05/21/16. He had further evaluation, but remains unaware of his final diagnosis. He did undergo surgery and last received treatment about two years ago. Since evaluated here, he denies having any new injuries, tests, or surgical intervention.

As per the new records supplied, he was seen by pain specialist Dr. Kwon on 08/23/22. At that time, he performed medial genicular blocks on the left knee. He returned on 08/26/22 noting the date of injury was 05/21/16 when he slipped and fell and his left knee jammed down hard on a metal beam in the floor of his truck. He noted the history subsequent to it. Dr. Kwon reviewed the results of EMG/NCV that had no evidence of lumbosacral radiculopathy, peripheral neuropathy or lumbar plexopathy. There was no evidence that his knee pain was coming from the lumbosacral spine. There was a consideration he might have saphenous neuritis, but the electrodiagnostic studies show no evidence of any problems with the saphenous nerve. He did receive diagnostic/therapeutic genicular nerve blocks of the left knee. Dr. Kwon also reviewed the lumbar MRI from 2019. The disc herniation was very small. The radiologist read the facet joints as being normal. However, upon Dr. Kwon’s review, the L5-S1 facet joints are not normal. There is a degree of lumbar spondylosis at these levels. The patient’s back pain may benefit or improve with lumbar facet injections at L4-L5 and L5-S1. He was cleared to continue working in a full-duty capacity as far as his knee complaints were concerned.

He followed up on 09/16/22 reporting his left shoulder pain which is not part of his Workers’ Compensation injury, lower back pain and left knee pain. He had 80% improvement with his current treatment, having undergone the genicular nerve block on 08/23/22. He was still doing quite well in terms of pain reduction in the knee, but occasionally it feels as if it is going out on him. He discontinued the use of his knee brace although he was not advised to do so by Dr. Kwon. He did ascertain a further history of shoulder arthroscopy, nephrectomy, partial colectomy, and nasal surgery. Dr. Kwon did not believe the patient would require radiofrequency ablation procedure at that time since his left knee was doing well.
PHYSICAL EXAMINATION
GENERAL APPEARANCE: This Petitioner was actually only partially cooperative with the evaluation process. He did not convey any mechanism of injury. He asserted he did not remember if he went to the emergency room after he sustained this injury. He now offered symptomatic complaints involving his shoulder, knee and back.
UPPER EXTREMITIES: Inspection of the upper extremities revealed no bony or soft tissue abnormalities. Inspection revealed excessive adipose tissue. There were healed portal scars about the right shoulder, but no swelling, atrophy, or effusions. He had callus formation on the palms bilaterally. Skin was otherwise normal in color, turgor, and temperature. Right shoulder motion was volitionally decreased in a non-reproducible fashion. Adduction was 30 degrees, abduction 90 degrees, flexion 80 degrees, and extension full to 50 degrees. He feigned having limited internal rotation to 60 degrees and external rotation to 50 degrees. Combined active extension with internal rotation was to L2. Motion of the left shoulder, both elbows, wrists, and fingers 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. He was tender to palpation about the right acromioclavicular joint, but there was none on the left.
SHOULDERS: 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. He sat comfortably at 90 degrees lumbar flexion at the knee, but when tested actively it was 60 degrees in a feigned fashion. 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. He had non-reproducible mild strength deficit in left hamstring strength of 5–/5. Strength was otherwise 5/5 bilaterally. There was no significant tenderness with palpation of either lower extremity.

He did not cooperate with manipulation of the left knee and refused to lie prone. This limited provocative maneuvers.
CERVICAL SPINE: Normal macro

THORACIC SPINE: Normal macro

LUMBOSACRAL SPINE: He ambulated with a limp on the left complaining of balance problems. He was able to stand on his heels and walk on his toes with support. He changed positions fluidly 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. He sat comfortably at 90 degrees lumbar flexion, but actively flexed to only 60 degrees. Side bending right was 20 degrees and left full to 25 degrees. Extension and bilateral rotation were full without discomfort. 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 maneuver on the left at 70 degrees elicited only low back tenderness without radicular complaints. On the right, at 90 degrees, no low back or radicular complaints were elicited. 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.

This Petitioner was actually only partially cooperative with the evaluation process. He did not convey any mechanism of injury. He asserted he did not remember if he went to the emergency room after he sustained this injury. He now for symptomatic complaints involving his shoulder, knee and back.

The current examination found him to be uncooperative with providing history. Similarly, during clinical examination he feigned decreased range of motion about the right shoulder and left knee. He would not cooperate with provocative maneuvers of the left knee and would not lie prone at all. He had a limp ambulating on the left, but did not use an assistive device. He had variable mobility about the lumbar spine.

My opinions relative to permanency remain the same as marked in my prior report.
