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Dictation Time Length: 25:28
May 15, 2022
RE:
Elmerina Abdullah

History of Accident/Illness and Treatment: It is my understanding that Elmerina Abdullah alleges to have been injured at work on both 12/19/13 and again on 06/30/16. She is now a 48-year-old woman who reports in the first event she hurt her back while recycling a wheelchair lift. In the second event, she fell on both knees while on the bus. As a result, she believes she injured her back and knees, but did not go to the emergency room afterwards. She had further evaluation leading to what she understands to be a diagnosis of a herniated disc treated with radiofrequency injections. She also was found to have a partial tear of her anterior cruciate ligament of an unspecified knee. These were treated with injections as recently as six weeks ago with Synvisc. These provided her only temporary relief. She also indicates she last received treatment in June 2020.

As per her first Claim Petition, she alleges on 12/19/13 she was moving bus seats to accommodate a wheelchair and as a result injured her lumbar spine. In the second, she alleged on 06/30/16 she tripped going up the steps, injuring her right and left knee as well as her left hand. She received an Order Approving Settlement on 12/06/19 that will be INSERTED here. It was in reference to the incident of 12/19/13. On that same occasion, an order for dismissal was issued with prejudice. In the 2019 order, it acknowledges increase from previously so they must have been earlier awards also. She did reopen her claim after the 12/06/19 settlement on 09/22/20. She responded to reopener interrogatories in which she denied having any subsequent treatment. She alleged her low back, right leg and left leg conditions have gotten progressively worse.
Treatment records show she was seen by Nurse Practitioner Scharf on 12/22/13. She related the previous day she was pushing a wheelchair onto a bus and developed pain on the right side of her back. She was examined and diagnosed with a lumbar sprain and initiated on conservative care and activity modifications. She followed up through 08/19/14. This was due to a left pinky injury. A diagnosis of crush injury to the finger was rendered and she was discharged from care. At the visit of 01/07/14, she felt unable to go to work and had been out of work since January 2nd. She asserted she was unable to return to modified duty and was going to get a lawyer if returned to same. She wanted a note back dated from the 2nd of January. She was begun on cyclobenzaprine and an MRI and physical therapy were ordered. She refused modified duty and was getting a lawyer. She did undergo a lumbar MRI on 01/23/14 to be INSERTED. Ms. Scharf reviewed these results on 01/23/14 and referred the Petitioner to orthopedics.

On 01/14/14, she was seen orthopedically by Dr. Demorat. He reviewed lumbar x-rays revealing no acute bony injury or malalignment. He diagnosed an acute lower lumbar strain, to rule out a significant disc injury. He placed her on a Medrol Dosepak. On 01/30/14, he reviewed the lumbar MRI and modified his diagnostic impression to acute lower lumbar strain with an L5-S1 disc bulge. More specifically, this was very minimal. There was a small central disc herniation at L5-S1 without compressive lesion. He advised continued conservative care incorporating physical therapy. On 02/20/14, she reported no relief and was doing home-based therapy as well as using an Ultram and antiinflammatories. He then referred her for pain management consultation.

On 03/11/14, she was seen in that regard by Dr. Polcer. He recommended injection therapy. On 03/20/14, he reviewed her physical therapy notes that indicated it did not appear she made demonstrable progress as a result of this modality. He therefore deemed she had reached maximum medical improvement. She did not wish to pursue any interventional treatment. However, she saw Dr. Polcer again on 04/16/14 and was amenable to injection therapy. On 04/25/14, he performed a lumbar epidural steroid injection. He performed a right sacroiliac joint injection on 05/16/14. Dr. Polcer followed her progress through 06/17/14. Straight leg raising maneuver on the left and the right were negative. There was no tenderness to palpation about the right sacroiliac joint. He recommended light duty with no lifting, pushing or pulling greater than 20 pounds and no commercial driving.

The Petitioner participated in a functional capacity evaluation on 06/05/14. It found that she did not perform the FCE with maximum effort. INSERT the usual comments here. At a minimum, she demonstrated the ability for lifting and working of 10 pounds.

On 01/20/15, she was seen by Dr. Meeteer. He offered a permanency rating of 2.5% due to her lumbago with sacroiliac dysfunction and aggravation of her mild underlying lumbar degenerative disc disease that occurred as a result of the work accident on 12/19/13. On 07/17/14, she was seen by spine surgeon Dr. Kirshner. He summarized her course of treatment to date. She was neurologically intact on exam. He also reviewed her MRI and FCE. His impression was lumbago. He also diagnosed her with right sacroiliac joint dysfunction. She felt capable of doing her regular job and was dealing with the pain. She was deemed to have achieved maximum medical improvement and did not need to follow up with their office.

The Petitioner returned to Dr. Kirshner on 02/25/16 reporting some relief with six physical therapy sessions. He referred her for the aforementioned FCE. He reviewed these results with her on 03/24/16. He recommended she continue physical therapy and work hardening for two weeks, doing it four times per week. On 04/21/16, she stated on Saturday she lost feeling in her knee and fell out of bed, but denies increasing pain after that injury. She had continued with physical therapy. She was then referred for electrodiagnostic testing. Dr. Kirshner monitored her progress through 05/19/16. He was able to review the FCE at that juncture. He deemed she was capable of performing her regular job as a bus operator and was placed at maximum medical improvement.

On 06/11/19, the Petitioner was seen again by Dr. Meeteer. I am not in receipt of interim contemporaneous treatment notes relative to the event of 06/30/16. In any case, she denied receiving any additional curative treatment for the accident of 12/19/13. He did learn she was involved in a separate work-related accident on 11/04/17. She was operating a full-sized bus when she forcefully braked the bus to miss a car that had cut in front of it. She complained of an aggravation of her lower back as well as right knee discomfort as a result of that accident. (That date seems to be wrong based upon the subsequent treatment with earlier dates. However, his cover letter indicates dates of injury on 12/19/13, 11/04/15, and 06/30/16. Accordingly, that date actually is 11/04/15). She was seen by Dr. Demorat who had her undergo x-rays of the right knee and lumbar spine that were negative for any acute osseous abnormalities. He diagnosed her with a lumbar sprain and a right knee sprain. She was treated with conservative care. She did have an MRI of the right knee on 12/10/15 and lumbar MRI on 12/09/15, both to be INSERTED from his report as marked. She then returned to Dr. Kirshner on 01/28/16. He did not see the need for any surgical intervention or invasive treatment. She did have an EMG of lower extremities on 05/09/16 that was a normal study. Dr. Kirshner confirmed she was at a level of maximum medical improvement from curative treatment as of his visit on 05/19/16. Dr. Meeteer also ascertained a history of her being involved in another separate work-related accident on 06/30/16. She was walking up the steps of her bus when she tripped and fell forward on her hands and knees. She complained of injuring both knees and her left hand. She did not receive any significant treatment after that. She did have a reevaluation for her chronic lumbar pain with Dr. Josephson on 06/15/18. He confirmed she was at maximum medical improvement for her chronic low back pain. At the time of Dr. Meeteer’s evaluation, she was currently working full duty 40 hours per week with occasional overtime as a bus operator. He performed an exam and came to conclusions about permanency that will be INSERTED here as marked.

Ms. Abdullah was also seen by Dr. Cataldo on 06/03/19. He offered levels of permanency involving the lumbar spine that was increased over the prior Workers’ Compensation award in December 2019 and over the prior evaluation in January 2015.

She saw Dr. Tucker on 02/09/21. She reported she used to be a bus driver for New Jersey Transit. On 06/30/16, she was going up a bus steps and fell on the anterior aspect of both knees. She had x-rays at that time that showed some very mild joint space narrowing of the medial compartments and patellofemoral compartments. She also had bilateral MRIs that were essentially normal except for a little chondral fissuring on the posterolateral tibial plateau, which was asymptomatic. She received Orthovisc injections and physical therapy as well as modified work. She then underwent a functional capacity evaluation that found she was capable of work in the medium physical demand category with occasional lifting up to 50 pounds. She was discharged from care on 07/11/17 at full work regarding both knees. She never went back to full work and remained on modified duty until 08/18/19 when she was terminated. She had not worked since then, but her knees remained symptomatic. Dr. Tucker performed an exam and repeated knee x-rays. These showed mild medial and patellofemoral joint narrowing and squaring with no change from 2017. His assessments were pain in the right knee and pain in the left knee. He wrote the etiology of her bilateral knee pain was puzzling. There was no good explanation of why she has this severe debilitating pain in both knees for the past five years. There was also no good explanation to assign causality. It did not seem likely that a fall in the front of her knees that caused no obvious injury could make her this disabled for five years that she could not work. He explained the fact she subjectively has this continued bilateral knee pain warrants further evaluation. He did recommend repeating her knee MRIs.

On 11/08/21, she underwent an MRI of the right knee and left knee both of which will be INSERTED here. They were compared to earlier studies from September 2016. She followed up with Dr. Tucker on 11/02/21 relative to her knees. The last visit with him was on 11/11/21 where she stood 5’2” tall and weighed 125 pounds with a BMI of 22.86. He observed her pain was out of proportion for the minimal amount of osteoarthrosis in the knees. This disorder could be caused by genetic and aging factors with exacerbation from the fall evidenced by the fact that she states she never had pain until she fell. He concluded no surgeries were indicated and since the Orthovisc injections helped from the past, he recommended they do another series of same bilaterally. Her work status was permanent modified duty based upon her medium physical demand category effort on a previous functional capacity evaluation.

PHYSICAL EXAMINATION

UPPER EXTREMITIES: Normal macro
HANDS/WRISTS/ELBOWS: Tinel’s maneuver at the left wrist elicited pain in her palm, but no paresthesias. This maneuver was entirely negative on the right 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.  

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. Right hip flexion was guarded to 70 degrees and associated with tenderness. Left knee flexion was also guarded volitionally to 45 degrees with tenderness, but no crepitus. Motion of the hips, knees and ankles was otherwise full in all spheres 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. She had 4+/5 strength at the right quadriceps and bilateral hamstring strength, but was otherwise 5/5. There was tenderness to palpation about the right knee medial joint line, but there was none on the left.
KNEES: Normal macro
CERVICAL SPINE: Normal macro
THORACIC SPINE: Normal macro
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 her heels and toes without difficulty. She changed positions fluidly and was able to squat to 50 degrees and rise. 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 volitionally to only 30 degrees. Extension, bilateral rotation and sidebending were accomplished fully. She was tender to palpation at the lumbosacral junction, the left sacroiliac joint and the right paravertebral musculature in the absence of spasm, but there was none on the opposite sides. 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 75 degrees elicited 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. She did have a positive trunk torsion maneuver 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.

Elmerina Abdullah claimed to have been injured at work with the insured on three occasions. The two that are the current subjects were the event of 12/19/13 and then 06/30/16. We will INSERT the results of the Orders Approving Settlement from either the cover letter or the actual documents. After the first subject event, she received conservative care. After the second subject event, she also received conservative care. On several occasions, her subjective complaints were noted to be out of proportion to the findings and remote injury particularly involving her knees. There was a paucity of objective evidence to substantiate her subjective complaints. The current exam did find signs of symptom magnification. She claims she uses a walker, but did not have one with her. She had variable mobility about the right hip, left knee and lumbar spine. She was neurologically intact. Provocative maneuvers at the knees were negative.

In my view, there is 0% permanent partial or total disability referable to the left knee, right knee or left hand as a result of the event of 06/30/16. It is also my opinion there is 0% permanency at the lower back regarding the 12/19/13 event. The Petitioner does have incidental age-related degenerative findings. These were not caused, permanently aggravated or accelerated to a material degree by the events in question. I would also point out that she did participate in an FCE during which she demonstrated significant submaximal effort. After receiving the identified awards, she reopened her claims.
