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Dictation Time Length: 23:38
April 4, 2023
RE:
Daisy Ferrer
History of Accident/Illness and Treatment: Daisy Ferrer was accompanied to the evaluation by an individual named Ms. Galarza to help serve as an interpreter. According to the information obtained from the examinee in this fashion, Ms. Ferrer is a 60-year-old woman who reports she was injured at work over the years. There was no distinct injury. She states that the onset of these symptoms was a long time ago and involved her left leg, neck, and shoulders. She did not go to the emergency room afterwards. She had further evaluation, but remains unaware of her final diagnosis. She received therapy and pain medicine, but no surgery. She is no longer receiving any active treatment.

As per her Claim Petition, she alleges from 04/20/20 through the present she developed permanent injuries to her feet and neck as a result of repetitive bending, lifting, pulling, carrying, twisting, pushing, standing, and all job duties as a guest room attendant. She supplied answers to occupational interrogatories in her Claim Petition. She specified that such tasks would involve lifting of mattresses to change linen, pushing furniture to vacuum, reaching, mopping, and dusting. She notified her employer of this claim upon filing of the Claim Petition. Her family physician was United Here Health.

Medical records show she was seen at Unite Here Health as early as 03/31/14. She was treated by them for a variety of general internal medicine ailments. I will begin their summary from 07/27/20 forward which roughly correlates with her alleged occupational claim. On that occasion, she was on various medications and had a history of mixed hyperlipidemia, hypertensive disorder, low back pain, palpitations, abdominal bloating, and menopause as well as insomnia. She was never smoker and only drink alcoholic beverages occasionally. She is married with one child. They noted she had continued pain of the right middle finger with radiation to the right shoulder, worse when grabbing pillowcases at work. She worked at Caesars as a housekeeper for the last 30 years. She had been seen by Atlantic County Family Spine & Rehab about four to five months ago and was told she had multiple subluxations throughout the cervical, thoracic and lumbar spines. She had been in physical therapy twice weekly for the past 12 months with minimal relief. She had reduced symptoms including pain at the subacromial and subscapularis as well as the right middle flexor tendon at the MCP joint level, but full range of motion of the hand, wrist and shoulder. This is actually part of the physical exam as opposed to the review of systems. She was diagnosed with right rotator cuff tendinitis, flexor tenosynovitis of the finger, allergic rhinitis, abnormal white blood cell count, and mixed hyperlipidemia. She was referred for laboratory studies and was prescribed Voltaren gel and was to use lidocaine topical patch. She continued to be seen here over the ensuing many months. On 07/14/20, Dr. Williams noted she had diffuse body aches since returning to her job as a housekeeper two weeks ago. She now had worsening pain at all joints and her spine. She also wanted something for sleep since she had poor sleep for many years. This visit was completed via telephone due to COVID pandemic restrictions. She was diagnosed with multiple joint pains and referred for physical therapy. She was also prescribed diclofenac and hydroxyzine for sleep. Her progress was monitored by Dr. Williams on 12/10/20. Her problem list remained the same as did her history. She complained of mid cervical pain with numbness radiating down the right arm to the hand and fingers. These symptoms have been present for five years, but now worse over the past three weeks. She denies any trauma or direct injury to the neck or arm, but works as a housekeeper and admits to heavy lifting of mattresses to clean them. She was diagnosed with neck pain most likely and exacerbation of preexisting disc bulge from heavy lifting at work. She was referred for cervical spine x-rays. She followed up with Dr. Williams, internal medicine specialist, on 04/07/21. She was referred to pulmonary for evaluation of obstructive sleep apnea syndrome. On 04/19/21, she complained of extreme palpitations and feeling loss of balance when waking up in the morning. She underwent an EKG. On 05/19/21, she told Dr. Williams she had seen Dr. Mowen last week due to bilateral heel spurs. She did not recall the medication she was given by him for pain.

On 06/13/22, she saw Dr. Williams again. History was notable for chronic low back pain. MRI on 04/25/22 showed severe left foraminal stenosis between L4-L5 with annular disc bulge. She was started on gabapentin and was going to follow up with pain management in June 2022.

Ms. Ferrer was also seen by chiropractor Dr. Callaghan on 04/13/21; that was her last visit. She referenced a cervical MRI done on 03/29/19 and lumbar MRI done on 03/29/19. We have those reports and they will be listed separately. She was diagnosed with multiple level intersegmental dysfunctions and received chiropractic care. On 05/10/21, she was seen by Dr. Mowen for painful heels. The pain was with the first few steps in the morning and had been occurring for one month. He diagnosed plantar fasciitis, heel spur syndrome. He discussed good supportive shoes and over-the-counter orthotics. He administered a corticosteroid injection. On 08/11/21, she underwent an electrochemical skin conductance study that was normal. She also underwent a lumbar MRI on 04/25/22, to be INSERTED. It was not compared to any prior studies.

Earlier records show she had an MRI of the right shoulder on 11/27/13 due to pain for three months with “no trauma.” She also had decreased range of motion. It revealed moderate rotator cuff tendinosis and bursitis as well as intermediate grade partial thickness distal supraspinatus tear measuring 14 x 16 mm. There was also mild to moderate AC osteoarthritis with spurring and subacromial spur. She had long head biceps tenosynovitis with slight subluxation medially out of its groove and interstitial tearing of the superior bundle of the subscapularis.
Ms. Ferrer was seen on 03/31/14 at Unite Here Health for menopausal symptoms. Otherwise, her review of systems was unremarkable. She did have severe hot flashes and a racing heartbeat associated with them. She did not offer any musculoskeletal complaints, but had a history of breast reduction in 2005 and abdominoplasty in 2012. Medical problems included menopause, GERD, and hypertension for which she was begun on medications. She also underwent laboratory studies. She was treated here by Dr. Piccone. On 02/23/21, the nurse practitioner prescribed meloxicam and trazodone for low back pain that was new. Her progress was monitored through 02/26/20. Laboratory studies were again reviewed. She was being seen for her annual wellness visit. She was doing well and had no concerns. She works as a housekeeper full time. These are incongruous with her claim. She was at risk for osteoporosis.

An ultrasound of the pelvis was done on 04/14/14. Lumbar spine x-rays were done on 10/15/18. Given a history of “chronic lower back pain, it radiates to the left leg” they revealed mild to moderate degenerative changes scattered throughout the lumbar region with no other significant lumbosacral findings identified. Her first chiropractic visit took place on 01/28/19. She had persistent pain in her neck and to her shoulders radiating into her arms and hands with numbness, pain in her mid and lower back, hips and radiating pain with numbness down her left leg. She worked as a housekeeper for 29 years and was still working at Caesars Hotel. She had not had prior surgeries. Her pain was worse when she works and sometimes it is very difficult to do her job. She was out of work for seven days because of pain and now has returned to work. Pain was worsened by heavy lifting, prolonged sitting or standing, sustained postures, repetitive motion, bending, lifting, activity, driving or sitting or walking. She had no alleviating factors to her symptoms. She was referred for cervical and thoracic spine x-rays and to return with her lumbar x-rays taken two months ago for analysis and evaluation. She was diagnosed with multiple segmental dysfunctions throughout the spine and was initiated on passive physical therapy modalities and chiropractic care.

On 03/29/19, she had a cervical spine MRI given a history of “occupational exposure, neck pain with upper extremity radiculopathy.” Those results will be INSERTED here. That same day, she had a lumbar spine MRI with similar history. Those results will be INSERTED here. These studies were ordered by chiropractor Dr. Pagliarini.
PHYSICAL EXAMINATION
GENERAL APPEARANCE: She brought with her a lumbar MRI from AMI dated 04/25/22 whose report we need to try to locate.
UPPER EXTREMITIES: Inspection of the upper extremities revealed no bony or soft tissue abnormalities. There were no scars, swelling, atrophy or effusions. Skin was normal in color, turgor, and temperature. Motion of the right shoulder was full with tenderness, but no crepitus. Motion of the left shoulder as well as 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. There was no significant tenderness with palpation of either upper extremity. 

HANDS/WRISTS/ELBOWS: Tinel’s sign at the wrist bilaterally elicited extreme complaints of shoulder pain that is non-physiologic. Phalen's, Finkelstein's, Adson's, Watson, Grind, and Middle finger extension tests were negative bilaterally for instability, compression neuropathy, or vascular anomalies. There was no laxity with manual pressure applied at the elbows or fingers. Resisted pronation/supination at the elbows did not elicit symptoms.  

SHOULDERS: Normal macro

LOWER EXTREMITIES: Her legs were shaven bilaterally. She had right greater than left bunions, but no other 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 non-reproducibly to 4+/5 for left plantar flexor strength, but was otherwise 5/5. She had superficial tenderness to palpation of the sole of the left foot, but there was none on the right.
FEET/ANKLES: Normal macro

CERVICAL SPINE: Inspection of the cervical spine revealed normal posture and lordotic curve with no apparent scars. Range of motion was full in all spheres with tenderness. She was tender at the right suboccipital and paravertebral musculature as well as the left trapezius musculature in the absence of spasm, but not at their counterparts or in the midline. Spurling’s maneuver was negative.

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 superficial global tenderness to palpation throughout this region. There was no winging of the scapulae.

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. She changed positions slowly with multiple sighs and facial grimaces. Inspection of the lumbosacral spine revealed normal posture and lordotic curve with no apparent scars. She sat comfortably at 90 degrees lumbar flexion, but actively flexed to 50 degrees. She non-reproducibly extended to 5 degrees, both with tenderness. Bilateral rotation and side bending were accomplished fully. She had superficial global tenderness to palpation throughout this region in the absence of spasm. 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 right at 60 degrees and left at 50 degrees elicited only low back tenderness without radicular complaints. Lasègue’s maneuver was negative bilaterally. Braggard's, Linder, and bowstring's maneuvers were negative for neural tension. There were positive reverse flip maneuvers bilaterally and positive trunk torsion test 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.

Daisy Ferrer alleges her job tasks at the insured resulted in permanent orthopedic injuries involving her feet and neck. She volunteers that she did not have any distinct traumatic injury. She had seen various practitioners of her own choosing over many years. There was never a distinct etiology ascribed to her musculoskeletal complaints. She received chiropractic care. She also had radiographic studies including MRI studies to be INSERTED here.
The current examination of Ms. Ferrer was fraught with signs of symptom magnification.

She alleges injuries to her feet and neck as a result of these exposures. I have been informed that she also had a prior occupational claim relative to both shoulders, low back, among other body parts, alleging exposure from 2016 through 2020. Dr. Holvick diagnosed her with cervicalgia and cervical radiculopathy. She continued under Dr. Holvick’s chiropractic care to the various body parts including the neck and low back until 01/31/20. She also was seen by Dr. Mowen for feet pain. She was administered corticosteroid injection for plantar fasciitis.

With respect to her employment at the insured, there is 0% permanent partial total disability. Her subjective complaints are disproportionate to the objective findings and mechanism of injury in this matter. She has been able to continue in her full-duty capacity at the insured where she began working in April 1991.

