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Dictation Time Length: 46:15
June 5, 2023
RE:
Brenda Ford

History of Accident/Illness and Treatment: According to the information obtained from the examinee, Brenda Ford is a 64-year-old woman who reports widespread orthopedic injuries that developed over the last 20 years without any distinct acute precipitating event. She attributes injuries to her neck, back, knees, hands, and shoulders to pushing carts, lifting trays and heavy equipment. She did not go to the emergency room afterwards. She did undergo evaluation and treatment including surgery on her left meniscus. She also received injections to her right ring and long trigger fingers. She reports undergoing surgery on her hand as well as to remove a tumor from her back. She previously had bunion surgery bilaterally and fusion on the right. She then underwent total knee arthroplasty. In the work history, make sure to include: She states that she has worked in the casino industry for 27 years. She has held various jobs some of which overlapped. Her job at Borgata was “scheduled.” The other positions were part time and seasonally full time.

I have been advised that the Petitioner not only has filed this claim relative to occupational exposures, but similar claims against Borgata and Ovation Convention Center. As per her Claim Petition, she alleges from 01/01/20 through the present, repetitive bending, pulling, pushing, carrying, twisting, lifting, standing and all job duties as a banquet food server caused permanent injuries to her back, neck, both hands, both shoulders, both knees, and left ankle. She supplied answers to occupational interrogatories. She indicated that she became aware that the claimed injuries resulted from employment upon filing of her Claim Petition. Similarly, she indicated notifying the respondent of her claim upon filing of this Claim Petition.

Medical records show Ms. Ford was seen by Physician Assistant Ramsi on 01/23/20 for her right knee. She was having recurrent pain in the knee primarily anteriorly and anterolaterally. It radiated into her leg. She denied paresthesias, numbness, groin pain or low back pain. She was taking Percocet amongst other medications. History was remarkable for right forefoot reconstruction and first MTP joint arthrodesis in June 2017. X-rays of the right knee demonstrated severe DJD of the lateral compartment and patellofemoral compartment. She also has valgus malalignment. He diagnosed right knee pain and severe degenerative joint disease for which he placed her in an unloader brace and ordered x-rays of the right knee. She was requesting an aspiration and injection. He advised her she would not be able to have any surgical intervention for at least three months after this injection. Nevertheless, she wished to proceed and accepted a corticosteroid injection to the knee.

She was seen by Dr. Ong on 02/20/20 for right knee pain that had been present for more than one year. She had received injections from Mr. Ramsi as well as activity modifications and an unloader brace without relief. She also had failed arthroscopic surgery by Dr. Tjoumakaris in 2018. Dr. Ong diagnosed bilateral knee degenerative joint disease that was end stage on the right worse than the left. He ordered a CAT scan of the right knee and they agreed to pursue right total knee replacement surgery. At follow-up on 08/13/20, she was status post this surgery done on 07/29/20. Dr. Ong continued to monitor her progress along with the physician assistants in his group. On 12/15/20, she told Dr. Ong she was ready for left knee replacement surgery. He wrote x-rays of the knees revealed severe arthritis of the left knee joint with loss of articular joint space, osteophyte formation, and sclerosis with varus. There was a well-fixed right knee replacement noted. Diagnosis at that time was left knee degenerative joint disease that was end stage with varus deformity. She underwent the left total knee replacement on 03/17/21 to be INSERTED here. She followed up with Dr. Ong postoperatively. On 03/17/22, she saw Dr. Ong having undergone left knee replacement on 03/17/21 and right knee replacement on 07/29/20. She saw a podiatrist who told her she had left leg shortening compared to the right. She was concerned that it was throwing her hip off. She also was concerned it was caused by her knee replacement. She denied any knee pain at that time. X-rays revealed well-fixed total knee prosthesis with no evidence of loosening or wear. She was placed in a shoe lift and referred to Dr. Winters.

Ms. Ford did see Dr. Winters at Rothman on 04/11/22 complaining of pain in her ankle and it feels like it is turning in. She advised this was not related to the Workers’ Compensation claim. He noted he had been seeing her for approximately five years. She was status post right forefoot reconstruction from which she states she was doing very well. She was having new onset left ankle pain. She recently had seen an outside physician and had been molded for custom orthotics. She was yet to receive them. She denies any traumatic events. She states she has had flatfeet for as long as she can remember. Her pain level was 5-6/10 on average on the visual analog scale. X-rays of the left ankle showed flatfoot deformity with a break in Meary's angle apex plantar on the lateral. Hindfoot valgus is noted on the mortise view. She had no signs of radiographic instability or significant degenerative arthritis. There were no signs of fracture or dislocations. He diagnosed left posterior tibial tendonitis and pes planovalgus deformity with gastroc-soleus contracture (short Achilles tendon), congenital valgus deformity of the feet, hallux valgus acquired deformity of the left foot, and primary osteoarthritis of the left ankle and foot.

On 02/27/20, the Petitioner was seen at Unite Healthcare by Physician Assistant Patel. This is her primary care provider. She was on numerous medications and carried a history of nontoxic uninodular thyroid goiter, vitamin D deficiency, hypertension, joint effusion, pain in the calf, pain in right foot, lower leg bunion, pain in left knee, and unspecified disorder of the upper extremity, with carpal tunnel syndrome. She was being seen for her yearly follow-up. She had a history of a myocardial infarction in 1994. She had been involved in a motor vehicle accident in 2015 from which she sustained an L5 herniation. She sees a pain management specialist for this named Dr. Patharkar. He also wrote she had a history of rheumatoid arthritis, but it is unclear if this is actually correct. She was continued on her general medications. On 09/02/22, she had an MRI of the thoracic spine, having had a lump there for one year and a mass seen on recent sonography. Results of this MRI will be INSERTED here as marked. They describe multilevel degenerative changes and disc herniations that ran from T1-T2, T2-T3, T3-T4, T4-T5, T7-T8, T8-T9, T10-T11, and bulges at many other levels. She continued to be seen at Unite Here Health. On a visit of 05/20/20, there was a documented history of her employment was that of a banquet server for Borgata, Harris, and convention centers. She had undergone bilateral bunion removal in 2000. On 09/08/20, she returned for her internal medical conditions such as hypertension, coronary artery disease, and diabetes mellitus. She also had osteoarthritis of the right knee for which she underwent a knee replacement and was currently going for physical therapy. On 08/23/21, she reported doing well except for having hyperhidrosis for several months. She had a left total knee replacement in March 2021. She also had chronic back pain and was seen by pain management, but because of insurance problems she was advised to see a different pain management physician. She was requesting referral for same. Amongst her list of diagnostic assessments included low back pain. On 04/04/22, she was getting medication refills. She complained about a lump on the right upper back. She was seeing sports medicine later this month for a collapsed arch of the left foot. She had chronic right upper back lesion that did not become more uncomfortable especially when lying on that side. On 06/01/22, diagnoses included lumbar spine pain with multilevel lumbar spondylosis, L4-L5 and L5-S1 foraminal stenosis, status post recent epidural injection. She requested an excuse letter for jury duty and was going to follow up with pain specialist Dr. Corda.

She did have a CAT scan of the right lower extremity on 07/23/20 to be INSERTED here. She did see Dr. Ong on 07/28/20. He recommended right total knee replacement. She had failed arthroscopic surgery by Dr. TJ in 2018. She had left knee arthroscopy and right foot surgery also. X-rays of both knees revealed severe arthrosis specifically the patellofemoral compartment of both as well as the lateral compartment of the right. She had a CAT scan of the left lower extremity on 03/09/21 to be INSERTED here. On 03/17/21, Dr. Ong performed left total knee replacement for the postoperative diagnosis of degenerative arthritis of the knee.
On 04/14/22, she was seen by pain specialist Dr. Corda. She complained of bilateral neck pain on the left worse than the right. She also had left-sided low back pain radiating down her left leg reaching her foot with numbing, tingling, and painful sensation. Her average pain level was 7/10. She had been without medications since February. She does use medical marijuana to help with her sleep. She was diagnosed with lumbar radiculopathy. She was being evaluated by her orthopedic specialist for total knee replacement and there seemed to be a problem with the stability of her spine secondary to this replacement. He recommended lumbar MRI and turmeric 1000 mg twice per day. At the next visit, they reviewed the lumbar MRI from 04/26/22 to be INSERTED from the radiography report. She continued to see Dr. Corda. On 06/08/22, he learned she had been fitted for orthotics three weeks ago. She received 30 to 40% relief from lumbar facet injection on 05/25/22. She was taking oxycodone/acetaminophen 10/325 mg for severe pain. On 06/08/22, she related relief from the facet block up to a couple of days ago when she twisted her back. On 07/06/22, they reviewed the results of her 06/22/22 lumbar facet injection that brought her 60% relief.

The Petitioner underwent a soft tissue ultrasound of the lower back to be INSERTED here. She had a lumbar MRI given a history of chronic lower back and neck pain for several years. This was done on 04/26/22 and will be INSERTED here. On 05/25/22, Dr. Perkins performed lumbar facet injections. These were repeated on 06/22/22.

A thoracic spine MRI was done on 09/02/22. She had a lump in the low back for one year and a mass seen on a recently performed sonography. INSERT that here.
Voluminous prior records show she underwent a cervical spine MRI at the referral of Dr. Abrams on 07/24/07. She had neck pain from a motor vehicle accident in April 2007. INSERT those results here. She accepted a lumbar epidural injection from Dr. Patharkar on 04/01/10. She had cervical spine x-rays on 05/09/11, to be INSERTED here. That same day, she had thoracic spine x-rays that showed left convex thoracic scoliosis. She also had x-rays of the left hip that showed mild osteophyte formation about the left hip joint. There also appeared to be small subchondral cysts in the femoral head. X-rays of the lumbar spine were also done on 05/09/11, to be INSERTED here.
At the referral of chiropractor Dr. Holvick, she was seen by Dr. Patharkar on 06/13/11. She had been treating with this practice since 10/13/08 for cervical and lumbar back pain. She had interventional pain management treatment as well as injections. She was involved in a T-bone motor vehicle accident on the driver side as a driver on 05/18/11. The airbag was not deployed, but she was wearing her seatbelt. She immediately went to Dr. Holvick. Since then, she had an exacerbation of her neck and lower back pain from the motor vehicle accident. Dr. Patharkar referenced cervical and lumbar MRI from earlier in 2007 as well as upper extremity EMG on 06/18/07 showing right C6 radiculopathy; EMG of the lower extremities on 07/09/07 showing right L5 radiculopathy. He offered numerous diagnostic impressions that will be INSERTED here. He then recommended continued chiropractic care three times per week and referred her for an MRI of the cervical and lumbar spine. She continued to see Dr. Patharkar and Dr. Lee. She underwent cervical spine MRI on 07/19/11 to be INSERTED from the actual radiographic report if not already done. Dr. Patharkar reviewed these results with her on 09/09/11. On 10/19/11, Ms. Ford continued to have neck pain with soreness to both shoulders and shoulder blades. She also has intermittent left upper extremity pain with numbness and tingling. She also had continued lower back pain radiating intermittently down into the left thigh with a pain level of 5/10. He recommended ongoing chiropractic care. If not done already, INSERT the results of the upper and lower extremity EMGs from 10/18/11. She continued to receive pain management care from this group. On 05/18/12, she underwent a lumbar epidural injection on the left with 80-90% relief for about one week. On 07/11/12, they wrote from the motor vehicle accident of 05/08/11 she developed posttraumatic cephalgia, disc bulging at C4-C5, C5-C6, and C6-C7, C7 cervical radiculopathy from EMG, developing left-sided carpal tunnel syndrome by EMG, posttraumatic lumbago, and muscle spasm. These are the same body areas about which she alleged were occupationally induced. Clearly, this report and her ongoing treatment for years spoke to them being related to one or more car accidents. She was prescribed Percocet for her low back pain. She continued to receive a variety of injections such as to the cervical and lumbar facets on 08/31/12 and 11/09/12. On 01/09/13, she had undergone her third lumbar epidural injection on 12/17/12. His assessments that he gave were causally related to the MVA of 05/08/11: posttraumatic cervicalgia, cervical facet syndrome, disc bulging at C5-C6 and C6-C7 from MRI, cervical radiculopathy at C7 from EMG, posttraumatic lumbago, disc bulging at L3-L4, L4-L5 and L5-S1 from an MRI, lumbar radiculopathy at L5-S1 from EMG, myofascial pain syndrome, sacroiliitis, and left carpal tunnel syndrome. Despite various medications and injections, she remained symptomatic into 2013. She was referred to see a spine surgeon on 08/28/13. She did undergo periodic urine drug screen concurrent with her pain management care. On 02/05/14, she remained symptomatic. A cervical MRI was done on 07/19/11, to be INSERTED here. That same day, she underwent a lumbar MRI, to be INSERTED here.
On 09/06/11, she was seen by Dr. Sunwoo. He referenced the cervical and lumbar MRI results from 07/19/11 as well as the upper and lower extremity EMGs. He learned she also had a prior motor vehicle accident in 2007, but was symptom free at the time of the accident in 2011. She was currently seeing Dr. Patharkar for pain management. Dr. Sunwoo recommended continued chiropractic care. He also wrote due to the nonspecific nature of the radiculopathy, an EMG/NCV of both lower extremities will be required. Her medications were not changed. He also ascribed her multiple orthopedic problems to the motor vehicle accident of 05/08/11. Ongoing care with Dr. Sunwoo was rendered through 10/18/11. Diagnoses were cervical disc bulge, cervical disc herniation, cervical radiculopathy, lumbar disc bulge, lumbar radiculopathy, and myofascitis.

On 10/04/11, she underwent an EMG of the lower extremities to be INSERTED here. On 10/18/11, she had an EMG of the upper extremities to be INSERTED here. On 10/20/11, she had neurosurgical consultation with Dr. Glass. He ascertained she had been involved in an even earlier motor vehicle accident in 2003. She received non-surgical care that ultimately resulted in resolution of her pain. She was pain free for one and a half years prior to the time of the 05/08/11 motor vehicle accident. Dr. Glass reviewed the MRIs and performed a clinical exam. He discussed those results with the Petitioner. On 09/19/13, he referenced the results of new cervical and lumbar MRIs from 09/10/13 to be INSERTED here from his report if we do not have them separately. Due to the multiplicity of abnormal disc space levels, he believed her prognosis with operative intervention would be extremely guarded. She was going to continue non-surgical care including chiropractic treatment and pain therapeutic intervention. On 03/09/12, Dr. Patharkar performed cervical epidural injection. Medial branch blocks were given to the lumbar spine on 05/18/12. On 11/09/12, she underwent medial branch nerve blocks to the cervical spine. She had a lumbar epidural injection administered on 12/17/12.

On 02/21/13, Ms. Ford was seen at Rothman Institute by Dr. Krome. This was in follow-up for her right shin which was doing better. He gave diagnoses of medial tibial stress syndrome versus lumbar radiculopathy on the right shin. He recommended continued therapy and antiinflammatory medication. On 05/06/13, he did list lumbar radiculopathy as one of his diagnostic assessments. On 07/17/13, he recommended she go back to Dr. Patharkar for further treatment of her spine. On 01/19/15, she was seen at Rothman by Dr. Albano in follow-up for right knee pain secondary to degenerative joint disease status post corticosteroid injection. She was advised to participate in physical therapy. On 09/22/15, Physician Assistant Ramsi diagnosed localized primary osteoarthritis of both legs including the knees on the right grater than left with osteoarthritis. Corticosteroid injections were given to both knees on this date. On 10/20/15, Orthovisc injections were initiated to both knees. She had her fourth Orthovisc injection administered on 11/17/15. She shortly thereafter was interested in receiving corticosteroid injections to her knees. On 04/17/17, she was seen by podiatrist Dr. Schick. She diagnosed bilateral foot pain, acquired hallux valgus of right and left foot, recurrent bilateral bunion deformity, and lesser digital hammertoe deformity bilaterally. X-rays showed previous akin osteotomies with screw fixation as well as previous McBride osteotomies. There was still a very large prominent bunion deformity bilaterally with degenerative joint disease and mild narrowing along the first metatarsophalangeal joints. She also had lesser digital interphalangeal joint hammertoe deformities. On 07/06/17, she was seen in follow-up by Dr. Winters two weeks status post right first metatarsophalangeal joint arthrodesis, second and third metatarsal osteotomy and hammertoe corrections. INSERT that operative report if we have it. On 09/15/17, he wanted her to wean out of her postoperative shoe into regular sneakers for her comfort. She was concerned about going back to work as she was a server and is on her feet for long periods of time. For that reason, he wanted her to wean into a shoe wear over the three to four weeks’ time. She would return to see him in three weeks for a repeat clinical evaluation. Further recommendations would be made in regard about back to work at that juncture. She did return on 10/06/17. He advised her to continue wearing regular shoes. She would be released to full active duty on Monday. She will increase her activities in a gradual fashion. He advised her to stay away from high impact activities for the next few months. If she continues to improve as he anticipated, he would see her only on an as‑needed basis. The Petitioner continued to be seen by Rothman practitioners. On 07/17/18, Mr. Ramsi diagnosed left knee medial and lateral meniscal tears with patellofemoral degenerative joint disease. He believed these were contributing to her weightbearing pain and effusions. She had patellofemoral joint arthritis which he did not believe was significantly symptomatic for her. They did discuss arthroscopic surgery intervention. This was done on 08/03/18, to be INSERTED. She followed up postoperatively. On 10/10/18, she saw Mr. Ramsi stating she wanted to return to work on 10/15/18, having done much better after the arthroscopy. Nevertheless, a corticosteroid injection was given to the left knee on this visit. On 11/21/18, Mr. Ramsi ordered a lateral J brace with hinges for her right knee. They would follow her for injections intermittently. She was seen by a podiatrist Dr. Hoffman at Rothman on 05/29/19. He diagnosed valgus deformity of both feet for which he prescribed custom foot orthotics. He also referred her for x-rays of the right foot. On 08/30/13, Dr. Patharkar performed a lumbar epidural injection. These next several months of notes may be out of order chronologically so will put them in where they belong. On 09/10/13, she had a cervical MRI at the referral of Dr. Glass, to be INSERTED here. Also, at his referral she underwent a lumbar MRI that same day to be INSERTED here. Cervical facet injections were given by Dr. Patharkar on 10/18/13.

On 06/20/17, Dr. Winters performed surgery on the right foot to be INSERTED here. She had venous Doppler ultrasounds on 06/20/18 that showed no evidence of deep vein thrombosis in the left leg. She had an MRI of the left knee 06/29/18 at the referral of Mr. Ramsi. INSERT that here. On 08/03/18, she underwent left knee surgery by Dr. TJ, to be INSERTED here.
PHYSICAL EXAMINATION

UPPER EXTREMITIES: Inspection revealed swelling of the CMC joints bilaterally. Her right ring finger was now triggering. Skin was otherwise normal in color, turgor, and temperature. Range of motion was accomplished fully at the shoulders, elbows, wrists, and fingers bilaterally without crepitus, tenderness, locking, or triggering. 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. 
LOWER EXTREMITIES: There was no leg length discrepancy with the examinee supine, as measured at the medial malleoli. There were healed bilateral anterior longitudinal scars measuring 5.5 inches in length consistent with her arthroplasties. She did have a left bunion. There was a 2-inch scar overlying the right first metatarsal for a bunion. Skin was otherwise normal in color, turgor, and temperature. She also had decreased great toe motion and probably at the other lesser toes as well. Motion of both knees was from 0 to 125 degrees without crepitus or tenderness. Much 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 for resisted left plantar flexor and extensor hallucis longus strength, but was otherwise 5/5. There was no significant tenderness with palpation of either lower extremity.

KNEES: Normal macro
CERVICAL SPINE: Inspection of the cervical spine revealed normal posture and lordotic curve with no apparent scars. Extension was full to 60 degrees with discomfort. Flexion, bilateral rotation, and side bending were full without discomfort. There was no palpable spasm or tenderness of the paracervical or trapezius musculature nor was there any in the midline overlying the spinous processes. Spurling’s maneuver was negative.

THORACIC SPINE: Inspection of the thoracic spine revealed normal posture and kyphotic curve. In the upper left thoracic area was a 2.5 inch scar that she attributed to excision of a tumor. 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.

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. She was able to walk on her heels but she did not walk on the toes on the right. She changed positions fluidly and was able to squat to 40 degrees. Inspection of the lumbosacral spine revealed normal posture and lordotic curve with no apparent scars. She sat comfortably at 90 degrees lumbar flexion and actively flexed to 85 degrees. Extension, bilateral rotation, and side bending were accomplished fully. She was tender to palpation about the left sacroiliac joint but not the right. There was no palpable spasm or tenderness of the paralumbar musculature, 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.

Brenda Ford alleges to have sustained occupational injuries from her employment at the insured from 01/01/20 through the present. She filed matching claims against Borgata and Ovation Convention Center for the same period of time. She evidently treated in an unauthorized fashion throughout her care. Interestingly, Ms. Ford had a long history of orthopedic problems for years before the period in question. She had already undergone surgery on the knees and feet. She was under pain management care for her spine. She had a history of motor vehicle accidents in 2003, 2007, and 2011. Her treating providers opined the abnormalities detected were due to the latest motor vehicle accident in particular.

Ms. Ford states she worked for the insured on a scheduled basis. Her other positions were part time and then seasonally were full time. She has worked at casinos for the last 27 years. She also relates being diagnosed with flat feet, trigger finger, heel spur, carpal tunnel syndrome bilaterally - now with injections, tendinitis, and plantar fasciitis. She does have several internal medicine type problems for which she treats as well. She has been able to return to work with the insured in a full-duty capacity.

Her current exam briefly summarized is mildly decreased range of motion about the knees consistent with her arthroplasties. There was swelling of the CMC joints bilaterally. Provocative maneuvers in the knees were negative. She had virtually full range of motion of the cervical, thoracic, and lumbar spines. Spurling’s maneuver and neural tension signs were negative.

I would give 15% permanent partial disability referable to each leg regardless of cause. This is for the orthopedic residuals of her knees treated by arthroplasty. I am also being asked to render permanency assessment relative to the left ankle, but I do not recall it receiving much treatment. Similarly, I would offer assessments involving the back, neck, hands, and shoulders. In my opinion, her widespread musculoskeletal problems correlate with her age and several prior traumatic injuries as opposed to the routine tasks she performed at the insured during the period in question.
