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Dictation Time Length: 36:29
June 22, 2022
RE:
Violeta Camacho

History of Accident/Illness and Treatment: Violeta Camacho is a 62-year-old woman who reports she was injured at work when she fell in 2016. As a result, she believes she injured her knee, back, shoulder, hands and spine, but did not go to the emergency room afterwards. She had further evaluation and treatment leading to bilateral knee replacements. At this juncture, she does home exercise and takes pain and sleeping medications. Her formal course of therapy at NovaCare ended in November 2021. Ms. Camacho also alludes to lifting and walking for a long time at work resulting in injuries to her knees and shoulders, treated with cortisone injections. She also references falling more than once at work resulting in additional injuries to her knee, back, shoulder, hands, and spine. These were treated with therapy.

As per your cover letter, this Petitioner has alleged a series of injuries beginning with 09/10/16. INSERT what is marked in the cover letter relative to those. There is also a separate list of the seven open claims currently pending that you might want to use.

I will also address the prior injuries she alleged happening at work as noted in your cover letter in the middle. This begins with Claim Petition 2014-27846 running through motor vehicle accidents through 06/08/15. Her past medical history will also be summarized for the injuries occurring before the event of 09/10/16.

Medical records show Ms. Camacho was seen by Nurse Practitioner Jones on 10/08/16 complaining of pain in the low back, legs, neck and feet. She states the pain began in 1990 with no motor vehicle accident or work-related injury. Dr. Zuck referred her for pain management. He had given a cortisone injection on 09/28/15, which helped. She also had received physical therapy, chiropractic, NSAIDs and pain management with relief of her pain. Past medical history was noted for meniscal repair of the right knee on 05/12/15 and left knee in 2006 and left shoulder in 2011 for a rotator cuff tear. She had also undergone hysterectomy in 1988 and breast reduction in 1989. She was evaluated and diagnosed with chronic pain, long-term use of other medications, meniscus tear, osteoarthritis of the lower leg, degeneration of lumbar intervertebral disc, and cervicalgia. She was prescribed Percocet noting that she had failed Lyrica. Celebrex was denied by the insurance company, but she had a history of an ulcer. She was seen frequently thereafter primarily for pain medication. This continued up through the alleged incident of 06/05/17. When seen on 06/09/17, Ms. Camacho complained of pain in the low back, left hip, legs, neck, feet and pain was worse in the knee. She was there for medication management with no other concerns. She did not offer a history of that new incident of 06/05/17. She was continued on Percocet. They would consider Orthovisc or Euflexxa injections, but she was not ready for them. She was continued on Ambien. Another diagnosis given was osteoarthritis of the hip. On the visit of 12/22/17, Ms. Camacho again asserted she was not yet ready for Orthovisc or Euflexxa injections. Her progress was monitored over the next several months. At the visit of 10/05/18, the listed diagnostic assessments were degeneration of lumbar intervertebral disc, osteoarthritis of the knee, low back pain, chronic pain, long-term drug therapy, and bilateral lumbar radiculopathy. She was continued on pain medications.

She did undergo x-rays on 11/21/16 of the knees. It showed moderate osteoarthritis on the right worse than the left.
Ms. Camacho was also seen by her family physician named Dr. Williams on 06/14/17. She was on a long list of medications and complained of sinus congestion, sore throat, runny nose, and cough. He diagnosed her with acute bronchitis and prescribed promethazine. Her Biaxin was renewed. She saw Dr. Williams regularly over the ensuing months. On the visit of 12/21/17, he found decreased motion of the right and left knees passively. The plan was to refer her to orthopedics and she was prescribed meloxicam. She said that injections given to her knees by orthopedics were only effective for three weeks in the past. At the visit of 02/08/18, she reported that she hurts “all over” with upper and lower respiratory symptoms. She was also requesting etodolac for her arthritic knees. On neither of these last visits did she relate any work-related trauma or activity. X‑rays of both hips and knees were ordered. At the visit of 04/10/18, she wanted a renewal of her FMLA since her knees continued to hurt quite a bit. She is a knee replacement candidate, but at this time wants to defer. Her FMLA forms were completed.

On 09/29/17, orthopedic evaluation was done by Dr. Demorat for bilateral knee pain. She had known bilateral knee severe arthritis, but had not been seen for several years. Her symptoms have been stable in that timeframe. Without new injury, her symptoms have worsened in the last few months. She denied any new treatment. She stood 5 feet tall and weighed 195 pounds with a BMI of 38. At that juncture, he wanted her to consider knee replacement surgery for which she was going to see a joint replacement specialist. On 02/14/18, she did undergo x-rays of both knees to be INSERTED here.
Prior records show Ms. Camacho underwent an MRI of the left shoulder on 06/08/09 at the referral of Dr. Zabinski. This was due to an injury at work in April 2009 from lifting an object. INSERT that here. On 03/11/10, she was seen by Dr. Demorat relative to her left shoulder. He had last seen her on 08/06/09. At that time, the shoulder was improving and she returned back to regular duty. Over the last four to six months, she described her shoulder pain never completely resolved and actually worsened without new injury. She continues to work at Shelbo, doing housekeeping duties. His assessment was that of a left shoulder strain with concern for potential progressive rotator cuff tear. He saw a causal relationship of her shoulder condition to the work injury of 04/21/09. He referred her for an MRI of the left shoulder. This was performed on 03/12/10, to be INSERTED here. She returned to Dr. Demorat to review these results on 04/01/10. A corticosteroid injection was given to the left shoulder and she was referred for physical therapy. On 04/22/10, he wrote she was not responding to conservative therapy so surgical arthroscopy was indicated. Her diagnoses were left shoulder high-grade partial cuff tear with secondary impingement and bursitis. She did undergo the shoulder surgery on 06/17/10, to be INSERTED here. She returned postoperatively on 06/28/10 and was going to wean from her sling. Physical therapy was also to be instituted. She continued to see Dr. Demorat for persistent left shoulder symptoms. On 02/24/12, he referenced an outside MRI from 02/20/12 that revealed some signal changes in the distal insertion of the cuff, superior subscapularis but no discrete tear, very minimal effusion at the glenohumeral joint as well as at the AC joint. There was some signal change in the superior labrum, but no discrete tear. She declined a cortisone injection that day. He placed her at activity modifications. Dr. Demorat monitored her progress through 12/08/15. He wrote she had right knee pain with surgical debridement by Dr. Zuck in May without relief. She then had cortisone as well as viscosupplementation injection over the last several months without relief. X-rays of the right knee showed severe arthritic change that was tricompartmental, increasing in the medial compartment. His recommendation would be to relieve pain and restore function in a more curative manner consisting of right total knee replacement. On 11/24/10, Dr. McClure performed a permanency evaluation. He noted history was remarkable for left knee injury in 2006 from a motor vehicle accident. This was treated with surgery, but she had ongoing complaints. She then related being injured on 04/19/09. She was cleaning the Health Center with two other people instead of four and cleaning in three hours instead of eight hours. As she reached up to clean the window, she felt a crack in her left shoulder accompanied by strong pain. He noted a course of treatment with Dr. Demorat in the interim. Dr. McClure then offered assessments of permanency that is marked on page 7 of his report.

The Petitioner was then seen by Dr. Heldemann at Dr. Demorat’s referral regarding the left shoulder. His assessment was significant partial tears of the supraspinatus and infraspinatus tendons as well as the subscapularis tendon. She had an effusion of the glenohumeral joint and significant acromioclavicular arthrosis with fluid in the capsule, edema of the distal clavicular head. These findings may contribute to the clinical diagnosis of impingement syndrome as well as subdeltoid bursitis. Findings suggested tear of the superior labrum posteriorly. She was seen at Dr. Heldemann’s office but by Dr. Blatt. She had a lumbar spine MRI on 03/05/12 to be INSERTED here. On 08/10/12, she returned to Dr. Williams for blood work, cholesterol check, blood sugar test and medication refills. She was taking hydrocodone with acetaminophen twice daily for lumbago as well as zolpidem one tablet every day. He refilled her medication regularly over the ensuing months. On 10/16/13, she complained of pain and swelling in her hands, legs and feet. She had trouble walking. She remained on hydrocodone and acetaminophen. She did not convey any work-related association of her symptoms. She stood 5 feet tall and weighed 205 pounds with a BMI of 40. He gave a diagnosis of arthropathy of multiple joints and edema. On 03/04/14, she returned requesting blood work. She stated she worries about “everything”, but no specific source. Her upper respiratory infection from last week was now better. She had acute on chronic knee pain for which she was prescribed meloxicam in the past. He rendered additional diagnoses of anxiety state, acute stress reaction, and metabolism disorder. She was referred for lab work and a bone density test. On 08/25/14, she complained of cough, yellow phlegm, body and joint pain, swelling in her legs, stress, and depression. She was soon to be laid off as her casino closes in one week. That likely contributed to her overall presentation. He then prescribed her tramadol and alprazolam on top of her other medications. On 02/10/15, she remained symptomatic and gave additional complaints of swelling in her knee and foot. She brought in FMLA forms for her chronic joint and extremity pains. This apparently was completed on her behalf. Her visit with Dr. Williams last was on 06/21/16 when she was diagnosed with ingrowing nail and dermatitis.

She underwent a chest x-ray on 02/08/13 compared to a study of 04/04/11. There was no acute pulmonary disease seen. She was evaluated by Dr. Slotoroff on 05/03/13 with a sensation of not emptying her bladder more than half the time. She had already undergone a CT urogram. His assessment was incomplete bladder emptying, frequency, hesitancy, urgency, slowing of urinary stream, and straining as well as nocturia and dysuria. She had microscopic hematuria. He referred her for a postvoid bladder scan and cystourethroscopy. He continued to see her through 09/19/13 when she was prescribed Myrbetriq and was already using VESIcare.

Ms. Camacho was seen by Dr. Stern at Atlantic Care on 12/16/13 for an alleged injury of 10/07/13. She accidentally cut herself on the toilet dispenser. She did not report the injury but took care of it on her own. That laceration occurred two months ago with what looks now like paronychia and possible irritation from the Freeze medication. This was used for possible wart removal. He wrote this may very well not be related to her initial injury, but there was no way for him to tell as this injury occurred two months ago. She saw Dr. Stern through 12/24/13 when he cleared her to continue working full duty. She returned to him on 04/22/14 and was found to have periungual inflammation possibly related to contact dermatitis or periungual infection. She was advised to wear a cotton glove and finger guard before she put on any plastic glove or while working. She was able to continue working full duty. On 05/13/14, her symptoms persisted. He referred her to a hand surgeon for further evaluation. On 05/07/14, she had x-rays of the knees done compared to a study of 03/06/09, to be INSERTED here. On 08/11/14, she had x-rays of the lumbar spine done to be INSERTED here. The indication was left-sided low back pain with left leg radiculopathy. An MRI of the lumbar spine was done on 09/02/14 compared to a study of 12/15/04, to be INSERTED. On 12/20/14, she had an MRI of the right knee compared to a study of 05/22/06, to be INSERTED.
On 10/06/15, she was seen by Nurse Practitioner Jones complaining of pain in both legs, knees, neck and lower back as well as her feet. She stated her pain began in 1990 with no motor vehicle accident or work-related injury. Dr. Zuck referred her for pain management after giving her cortisone injection on 09/28/15 that helped. She had also undergone physical therapy, chiropractic, NSAIDs, and pain management with relief of her pain. She was rendered diagnoses of chronic pain, long-term use of other medications, meniscal tear, osteoarthrosis of the lower leg, degeneration of lumbar intervertebral disc, and cervicalgia. She was prescribed Percocet and meloxicam and was advised to use aspirin 81 mg per day. Ms. Jones continued to monitor Ms. Camacho over the next several months during which time she remained symptomatic throughout her joints. On 01/12/16, she related insurance denied Celebrex and she stopped taking Lyrica since it did not help. At another visit of 04/19/16, she said “I am doing better.” She again stated she had physical therapy that helped. She was prescribed Percocet and Lyrica. This likely precipitated her long-term chronic use and dependency on narcotic analgesics. On 06/14/16, she requested from Nurse Jones for medication increase because she is busy at work. This was again for her widespread musculoskeletal complaints. At a visit of 08/09/16, she reported mostly having good days. Her medications were again renewed. She saw Ms. Jones through 09/06/16 when she was again prescribed Percocet. She saw Dr. Armbruster on 01/26/15 for urinary burning and lower abdominal pressure for one week. He diagnosed her with a urinary tract infection and treated her accordingly.

PHYSICAL EXAMINATION

GENERAL APPEARANCE: She added that she fell two months ago at work and hit the left side of her neck and back. The evaluation was done with a bilingual medical chaperone/assistant. She was morbidly obese with a BMI of 43.7.
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. Inspection revealed swelling of the right thumb interphalangeal joint and healed portal scars about the left shoulder. There was no swelling, atrophy, or effusions. 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. She had mild tenderness anteriorly at both shoulders. 
HANDS/WRISTS/ELBOWS: Normal macro
SHOULDERS: Normal macro
LOWER EXTREMITIES: Her legs were shaven bilaterally. Inspection revealed anterior longitudinal scars at each knee measuring 5 inches in length. There was no swelling, atrophy, or effusions. Skin was otherwise normal in color, turgor, and temperature. Motion of both knees was minimally limited to 130 degrees of flexion with a click on the left. 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.

She had significant adipose tissue in the lower extremities making it impossible to get accurate circumferential measurements. These were able to be accomplished at mid biceps.
KNEES: Modified provocative maneuvers at the knees were negative.
We need to confirm whether she indeed had knee replacement surgery for which there would be scars.
CERVICAL SPINE: Inspection of the cervical spine revealed normal posture and lordotic curve with no apparent scars. Left rotation was minimally limited to 70 degrees, but motion was otherwise full in all spheres. She had superficial global tenderness to palpation throughout this region in the absence of spasm. 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: Normal macro
LUMBOSACRAL SPINE: She ambulated with a stiff gait. She was able to stand on her heels and toes with support. She changed positions slowly and declined attempting to squat. 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 only 65 degrees with tenderness. Extension, bilateral rotation and sidebending were accomplished fully. There was superficial tenderness to palpation about the right paravertebral musculature in the absence of spasm, but there was none on the left or in the midline. 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 at 70 degrees elicited only hamstring tightness, but no low back or radicular complaints. 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.

Violeta Camacho has alleged a multitude of work injuries and motor vehicle accidents dating back to 11/19/99. She saw several different orthopedic specialists over the years leading up to the event of 09/10/16. In fact, she saw Ms. Jones on 07/12/16, only shortly before the subject event. After that first event occurred, she received treatment as described above. You also reference that she was seen at Rothman on 10/16/19 regarding her left shoulder. She was diagnosed with bursitis of the right shoulder and left shoulder rotator cuff tendonitis/rotator cuff impingement. She underwent a corticosteroid injection on the left shoulder and was referred for therapy. This was rendered on the dates described. She followed up at Rothman through 02/08/22 when she had reached maximum medical improvement with no work restrictions.

The current clinical exam found this Petitioner to be morbidly obese as was the case for years. She did have full range of motion of both shoulders with tenderness. Provocative maneuvers there were negative. She had minimally decreased range of motion about both knees associated with her knee replacement surgical scars. Modified provocative maneuvers at the knees were negative. She ambulated with a stiff gait. She had variable mobility about the lumbar spine. She had superficial global tenderness in the cervical spine and superficial tenderness in the lumbar spine, both indicative of symptom magnification.

I will try to rate this case according to the relevant injuries involving: Left knee, left ankle, left shoulder, left hip, right knee, low back, both feet, both hands, and both shoulders. Some of her claims have been denied, but others have been accepted as compensable.
