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January 23, 2013
RE:
Andrew O’ Donnell
History of Accident/Illness and Treatment: As you know, I previously evaluated Mr. O’Donnell as described in my report to you of 09/27/11. This pertained to a specific alleged injury of 10/08/10 involving the right thigh. At that time, Mr. O’Donnell admitted to previously injuring his lower back when he fell out of a ceiling resulting in surgery in 1982. In 2010, he underwent surgery to repair a left biceps tear secondary to a fall that occurred at home. He did not offer any complaints specifically involving the knees at that time. Examination of the knees was benign. He now currently alleges occupational exposures caused disability to each knee. He specifically asserts that due to kneeling and climbing ladders over the years he sustained disability to his knees.

According to the records provided, he was seen on 05/16/11 orthopedically by Dr. Packman. At that time, he complained of bilateral knee pain and was having difficulty at work. He had pain if he kneeled or squatted and had pain going up steps. He was concerned that he had arthritis. Physical exam found he stood 5’10” tall and weighed 325 lbs. X-rays of the left knee showed moderately severe medial joint line narrowing. Dr. Packman anticipated he was probably headed towards a knee replacement in the future. Mr. O’Donnell wanted to remain at work now. Dr. Packman recommended a new sports brace for the left knee. He had one on the right knee that gave him a lot of help, but no longer fit him. The right knee was doing better since that time so he did not need the brace much. He followed up with Dr. Packman on 08/30/11 when they discussed pursuing right total knee replacement. In the interim, he was going on a fishing trip in early November and wanted to have surgery done afterwards. Mr. O’Donnell “asked if the nature of his work could be responsible for his knee problems.” He also asked “if the knee problems could be aggravating his lumbar spine problems with sciatica.” Dr. Packman indicated this was probably not the case.

On 10/03/11, he underwent cardiology evaluation in anticipation of surgery. It was noted he had coronary artery disease status post drug-eluting stent to his left anterior descending artery six years ago, morbid obesity which had come down about 10 pounds since his last visit, and obstructive sleep apnea for which he was using CPAP. He underwent extensive cardiovascular evaluation. On 11/16/11, Dr. Packman performed right total knee replacement. The postoperative diagnosis was osteoarthritis of the right knee. He was discharged from the hospital on 11/19/11. He followed up with Dr. Packman postoperatively and undertook a course of rehabilitation. Ongoing monitoring continued through 03/27/12. Mr. O’ Donnell then expressed he wanted to get his left knee replaced, but wanted to wait a while for that. He expressed that he felt he could return to work in the next couple of weeks. Dr. Packman wrote correspondence to Mr. O’Donnell’s attorney on 04/04/12 with respect to the etiology of Mr. O’Donnell’s knee symptoms. He noted having seen Mr. O’Donnell a number of times between 01/28/00 and 02/12/01. He related previously seeing Dr. Levitsky for problems with the right knee that started in October 2000 while he was on vacation and doing a lot of walking. This was diagnosed as arthritis for which a cortisone injection gave him a fair amount of help. He then came under the care of Dr. Packman with left knee complaints as well in 2001. On 03/06/01, he was given an osteoarthritis brace for the right knee. Dr. Packman performed a series of hyaluronic injections to the left knee on 03/14/02, 03/21/02, and 03/28/02. He did well enough that he did not return for over two years. When he did return on 09/24/04, it was primarily for back pain. He was then seen for the back and left-sided sciatica through 12/28/04 and again on 06/25/09. On the latter visit, he had right-sided sciatica. Dr. Packman cited additional treatment for other conditions until being evaluated in May 2011 for bilateral knee pain. Dr. Packman opined about etiology of osteoarthritis in the knees. Mr. O’ Donnell tells me he plans on having his left knee replaced in November 2013, but is not receiving any active treatment at this point. He does have a legal proceeding ongoing in this matter.

Past Medical History: The examinee denies any previous or subsequent injuries to the involved areas. Mr. O’Donnell revealed that he sustained a torn tendon in his left arm in 2009 as previously described. He did not reveal a history of other orthopedic complaints and injuries previously enumerated.
He denies any (other) musculoskeletal or rheumatologic conditions such as: arthritis, gout, osteoporosis, osteopenia, bursitis, flat feet, heel spurs, torn meniscus, torn ACL, plantar fascitis, carpal tunnel syndrome, trigger finger, tendinitis, rotator cuff tear, impingement, labral tear, disc bulges, protrusions, herniations, stenosis, radiculopathy, degenerative disc disease, scoliosis, ankylosing spondylitis, reflex sympathetic dystrophy, complex regional pain syndrome, myofascial pain syndrome, or fibromyalgia.

Review of systems is negative for any (other) general medical disorders of the following types: otolaryngologic, neurologic, psychiatric, cardiovascular, respiratory, renal, gastrointestinal, genitourinary, hematologic, neoplastic, immunologic, endocrine, infectious, or integumentary.
The surgical history is otherwise unremarkable. 

His primary care physician is a cardiologist named Dr. Silvers in Elmer, New Jersey.

He is allergic to Robaxin. He does not smoke or drink alcoholic beverages. He is right‑handed.

Occupational History: This 65-year-old, married white male has been employed as an electrician for the insured. He tells me he missed four months of work due to his right knee replacement surgery. He has since been otherwise able to return to his former full‑duty capacity with the insured. He does plan to be at his regular job in the coming six months. His hobbies include fishing.

Present Complaints: At the time of the current examination, Mr. O’Donnell complains that his left knee has pain on stairs and when kneeling. He wears a brace on it while at work. His right knee currently feels great. Neither knee locks or gives way. He does not use any hand-held assistive devices for ambulation. Overall, his symptoms on the left knee are getting worse.

CURRENT MEDICATIONS: Baby aspirin, antihypertensive, and cholesterol lowering medication.

PHYSICAL EXAMINATION

GENERAL APPEARANCE: The examinee is an adult white male mesomorph who is well developed but extremely obese, in no acute distress, who appeared appropriate for his stated age. A directed orthopedic examination was conducted. His current weight represents a gain of 9 pounds since his evaluation a little more than a year ago.

LOWER EXTREMITIES: Inspection of the lower extremities revealed excessive adipose tissue and deconditioned musculature throughout the lower extremities. There was no leg length discrepancy with the examinee supine, as measured at the medial malleoli. There was a 7.5 inch long linear scar overlying the right knee consistent with his arthroplasty. There were no scars, swelling, atrophy, or effusions. Skin was normal in color, turgor, and temperature. Motion of the right knee was from 0 to 130 degrees of flexion without crepitus or tenderness. Motion of the left knee was from 0 to 120 degrees of flexion with mild crepitus, but no tenderness. (There was previously crepitus detected at both knees). Motion of the 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
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THORACIC SPINE: Normal macro
LUMBOSACRAL SPINE: The examinee ambulated with a physiologic gait. No limp or footdrop 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 to 80 degrees and rise. Inspection of the lumbosacral spine revealed a decreased lordotic curve and a longitudinal scar consistent with the history of surgery described. Range of motion was accomplished fully on an active basis in flexion, extension, side bending, 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°. 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°. 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.
Mr. Andrew O’Donnell, a 65-year-old male, alleges occupational exposures caused disability to both knees. As cited above, he evidently had complaints beginning in the right knee as far back as 2000 and perhaps before that. This began when he was walking on vacation. He had various episodes of recurrent knee symptoms. It was not until well after he underwent right total knee arthroplasty that he asserted that his knee conditions were attributable to work. He convinced Dr. Packman to opine in this regard. Mr. O’Donnell missed four months of work due to his right knee condition which now feels great. He plans on pursuing left total knee arthroplasty in November 2013.

The current examination of Mr. O’Donnell on 01/08/13 found that he gained 9 pounds from his already obese body habitus since my earlier evaluation. He had mildly decreased range of motion about both knees associated with excessive adipose tissue. There was mild crepitus about the left knee. There was swelling of the right knee associated with borderline atrophy of the right thigh musculature. He ambulated with a physiologic gait and could squat to 80 degrees and rise. He once again had postoperative findings of the lumbar spine although currently range of motion was full and provocative maneuvers were negative for clinically significant disc pathology, spinal stenosis, radiculopathy, or facet arthropathy.

Since his condition has reached a static level, it is appropriate to render an impairment determination at this time. In an overall consideration of the examinee, it is my professional opinion within a reasonable degree of medical probability, that this case represents 15% permanent partial disability referable to the statutory right leg overall without regard to cause. In my view, this is entirely attributable to underlying naturally occurring degenerative osteoarthritis accelerated by aging and morbid obesity. Undoubtedly, Mr. O’Donnell has the same process occurring on the left knee. I will offer a mild assessment with respect to the statutory left leg overall without regard to cause.
