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Dictation Time Length: 31:18
June 23, 2022
RE:
Elizabeth Hamilton
History of Accident/Illness and Treatment: Elizabeth Hamilton is a 58-year-old woman who reports she was injured at work on 05/09/14. She was hit by an electrical shopping cart at maximum speed by an obese woman with a cart full of groceries. It struck her on the right side of her body, but she did not fall. She believes she injured her hip, back, feet and now her heart. She did have further evaluation leading to what she understands to be a diagnosis of torn gluteus maximus and minimus. She states that surgery was recommended for her hip and back, but she did not undergo either. She did not recall when she completed her course of active treatment including pain management.

As per the records provided, Ms. Hamilton underwent several x-rays on 05/28/14 including the lumbar spine and right hip. The history given was lumbar contusion and right hip contusion. This was at the referral of Dr. Michael Bernstein. Also, at his referral, she underwent a lumbar MRI on 06/26/14. That same day, she had an MRI of the right hip, both to be INSERTED here.
On 07/22/14, the Petitioner was seen by Dr. Bernstein at Meridian Occupational Health. He noted her course of treatment to date and that she was working light duty. She started her first physical therapy session the previous day. He performed an exam and noted the results of her diagnostic studies so far. He prescribed her Ultram and kept her at restricted duty. Diagnoses were lumbar strain and hip contusion with bursitis for which she was referred for orthopedic consultation. She then was seen orthopedically on 07/30/14 by Dr. Nitche. He noted her description of events and then had the opportunity to review surveillance of it that will be INSERTED as marked. She already had undergone a lumbar MRI that showed mild disc desiccation at L4-L5 with no canal compromise or evidence of any nerve root impingement. There were mild facet degenerative changes. MRI of the hip showed a mild muscle tear on the right gluteus minimus at the iliac wing attachment. She had changed physical therapy facilities and was complaining of increasing pain in her right leg. Dr. Nitche diagnosed her with right hip contusion with MRI findings of facet disease and disc desiccation with no neural compromise. He explained that after reviewing the incident himself from the video surveillance, he did not believe that this injury caused any type of lumbar spine pathology. It may have indeed caused muscle injury at the level of the hip, which is consistent with a direct blow but regardless the patient’s symptoms and subjective complaints far outweigh her objective findings and mechanism of injury. He opined she would not benefit from orthopedic surgical intervention, but recommended she be evaluated by a pain management physician. She could continue with physical therapy. She was demanding to be out of work, but he explained to her that he would keep her out of work until the end of the week, but then next week she must return to light duty with no prolonged standing, walking or lifting. She was not in agreement with this because of the amount of time and stated she would like to be off at least two weeks so that she can collect disability. He explained to her that he did not think her pain and/or injury warrant any further time out of work. He then discharged her from care. She returned to this group on 11/18/14 and saw Dr. Rodricks. She was a very complicated patient. She states she was on light duty for about four months. She had an MRI. She states she recovered completely and returned to work full duty. When she re-aggravated herself at work, she had been unable to sit, cannot walk for more than 10 minutes and had severe pain and disability on that right side. Exam showed she had global tenderness everywhere to palpation on the lateral aspect of the right hip and lateral aspect of the right thigh and posterior gluteal muscles. There was full range of motion of the right hip with complaints of pain. Strength, reflexes and sensation were intact. He also opined her symptoms were out of proportion to her findings. However, he recommended repeat MRI. In the interim, she will continue work status at full duty. On 12/04/14, she did undergo a repeat right hip MRI to be INSERTED. They reviewed these results on 12/22/14 when she remained subjectively symptomatic. He wrote she had healing of gluteus tendon and no evidence of joint arthritis or other abnormalities and this right hip abnormality except for a ruptured ovarian cyst. He released her back to work full duty having achieved maximum medical improvement.

On 04/23/15, the Petitioner was seen again at Meridian Occupational Health relative to the same claimed injury. She stated she had been back to work regular duties since September 2014 and her pain had never resolved. Clinical exam was performed and review of the MRI of the lumbar spine and hip were noted. She was going to be referred to pain management and discharged from care. On 05/14/15, she was seen again by Dr. Rodricks. She complained of numbness and pain in her foot and pain along the lateral aspect of her right hip, groin, and thigh. She states she was barely able to get through her workday. Exam showed mild tenderness globally around the right hip, but there was full range of motion there. His assessment was chronic right hip pain with probable mild hip iliotibial band tendonitis. He recommended a PRP injection to the hip as she was allergic to cortisone. He also recommended pain management evaluation for her lower back. She was seen at Meridian again by Dr. Salvo on 12/03/15. He acknowledged that she underwent an IME by Dr. Nguyen who recommended back surgery. She states nothing happened and she never saw a surgeon. She remained subjectively symptomatic and limited in her activities. She started to use a cane that particular day apparently on her own. His evaluation led to a diagnosis of right hip contusion. He thought an EMG may be helpful and she was referred to Dr. Glasser for physiatric consultation.

She saw Dr. O’Hara beginning 08/21/14. He thought she had a lumbar herniated nucleus pulposus as well as strain of the hip and thigh. He prescribed her Vimovo for the lumbar disc with a refill on her Ultram. He thought she might be a candidate for a local corticosteroid injection near the gluteus medius tear as well as possible facet joint injections. She might also be a candidate for home TENS unit. She followed up with Dr. O’Hara over the ensuing months. This was rendered through 11/20/14. He stressed the importance of not taking Ultracet when driving or working as it does cause sedation with this patient. She felt the sedation is far outweighed by the benefit that she gets with this medication when it is severe. She may take the medicine at home and not when working or driving on an extremely as-needed basis. He deemed she had reached maximum medical improvement with regards to interventional pain management. On 12/04/14, she underwent an MRI of the right hip at Dr. Rodricks to be INSERTED here. On 08/11/15, she was seen by Dr. Nguyen. He performed a thorough evaluation and review of documentation. As a result of the accident on 05/09/14, he opined she had not reached maximum medical improvement regarding her lumbar surgery. She continues to require treatment in the form of epidural injections and possible surgical intervention. She had a disc herniation at the L4-L5 level that ultimately caused radicular symptoms in her right leg. He expressed this was causally related to the work accident.

On 12/23/15, she was seen again by Dr. Salvo. He then placed her out of work.

At the referral of Dr. Salvo, she was seen on 01/08/16 by Dr. Glasser. She noted the lumbar MRI from 06/26/15 revealed a small disc herniation that does not cause any neural element impingement. MRI of the right hip from 12/04/14 revealed no specific abnormality. She expressed after a work injury a year and a half ago, her pain has worsened despite the time progressing. There had been no intervention that provided her with predictable symptomatic pain relief. She is reportedly unable to walk without a cane and states she has been out of work because of her pain. She asked for PRP injections as these were recommended by her previous physician. Dr. Glasser thought it was prudent in her case to take a step back and determine whether or not she is actually allergic to either lidocaine or steroid or either of these agents. While there was a mild muscle tear involving right gluteus minimus muscle at its attachment site to the iliac wing, there was no other muscle tear noted. In addition, she is exquisitely tender over the trochanteric bursa site, which had no specific abnormality on her last MRI. Dr. Glasser wanted a more updated MRI of the pelvis. She recommended formal allergy evaluation to determine whether she was truly allergic to either lidocaine or Kenalog. She expressed the patient has exhausted trials of physical therapy, pain management and oral medications. The lumbar herniated disc does not appear to be clinically relevant in this case as her pain is not in a pattern of lumbar radiculopathy. Dr. Glasser did not want to change her work status until having the updated MRI. On 01/20/16, MRI of the right hip was done to be INSERTED here. Dr. Glasser wrote a note on 02/19/16 having last seen her on 02/16/16. At that time, she expressed concern pertaining to the disparity between her extreme subjective complaints and the relatively benign objective findings. She questioned the necessity of her cane, but at that point Dr. Glasser intended to recommend treatment to attempt to treat her and manage her pain. She presented to the office on this day without an appointment, demanding that Dr. Glasser change her opinion. “She aggressively and vociferously declared to all other patients in the waiting that she disagreed with my medical opinion. She disparaged my abilities and the Orthopedic Institute of Central Jersey in general. When asked to do so politely, she refused to vacate our filled waiting room. I am advised that due to her aggressive behavior and refusal to vacate the premises, the office manager elected to call the Toms River Police Department to have her forcibly removed. It is well settled that trust is the cornerstone of the patient-physician relationship. Her behavior has indicated that she does not trust my opinions and I am therefore discharging her from my care.” An MRI of the right hip was done on 01/20/16 to be INSERTED here. On 04/06/16, she underwent a neurosurgical evaluation by Dr. Fineman at the referral of her attorney. Not surprisingly, he opined she had not reached maximum medical improvement and required therapy and had aquatherapy. She also requires follow-up on the MRI of her lower back. He thought University Pain Management Group evaluation should be sought. He concluded she did not exhibit any functional overlay, symptom magnification or any signs of malingering or secondary gain during this examination. He took issue with any practitioner who opined that these are part of her problems. He curiously wrote she was genuinely interested in returning to work and in getting the proper evaluation and treatment.

On 05/25/16, Dr. Delasotta performed a need-for-treatment neurosurgical evaluation. She related using assistance of a cane when ambulating secondary to her symptoms. She was having difficulty getting up from a seated position and notes that when lying horizontal, it is the position of comfort. Past medical history was remarkable for anxiety, insomnia, GERD, and laparoscopy secondary to endometriosis. She claimed to be allergic to penicillins, prednisone, cortisone, Percocet, Vicodin, Percodan, and codeine phosphate. Her usage of all of these pain medications and antibiotics demonstrate her familiarity with them from before the subject event. Dr. Delasotta diagnosed lumbar radiculopathy, vertebral instability, and questionable thoracic herniated disc. He recommended a repeat MRI of the lumbar spine and thoracic spine as well as flexion and extension x-rays of the lumbar spine. He wrote she had hyperreflexia of the lower extremities on neurological exam justifying the MRI of the thoracic spine. He opined the need for treatment is more likely than not causally related to the work injury of 05/09/14. She saw Dr. Delasotta again on 06/22/16 when he referenced the results of thoracic and lumbar MRIs from 06/03/16 and 06/06/16 as well as flexion and extension x-rays all of which will be INSERTED as marked. He then referred her for a lumbar myelogram and CAT scan to rule out nerve root entrapment as the source of her radicular complaints. She did see him again on 07/12/16 when he noted this study was done on 06/03/16 and revealed a subdural injection which is a poor study. There was evidence of a disc herniation centrally at L4-L5 without neural impingement. He found deep tendon reflexes to be present and symmetrical and increased in the lower extremities. Straight leg raising was negative at 90 degrees bilaterally. The lower back revealed restricted range of motion in all directions. He opined from a neurosurgical standpoint she could return to the workforce in a full-duty capacity. He recommended she be seen by an orthopedic surgeon to rule out possible right hip pathology.

Lastly, on 10/10/16, she was seen by Dr. TJ in follow-up for her right hip. She had not gotten her MR arthrogram of the hip because she had to go to the emergency department secondary to pain. She is on sedentary work, but unfortunately feels that the position that she is in her chair exacerbates her hip symptoms. She is also in a cold environment, which seems to aggravate her symptoms, particularly the posterior aspect of her hip joint and her sacroiliac joint. This again is another sign of symptom magnification. His diagnosis was right hip trochanteric bursitis and sacroiliitis as well as sprain of the thigh. He again recommended an MR arthrogram. She had this reviewed with him on 03/20/17. He recommended continuing physical therapy and possible non-surgical options such as platelet rich plasma injection versus arthroscopic intervention with anterior and superior chondrolabral debridement versus labral repair. Her arthritic changes were minimal at that point. She saw Dr. TJ through 07/31/17. On that occasion, she related not being able to complete work conditioning as she had a couple of visits of therapy and her prescription had expired. She continued to have pain in the right hip and trochanteric bursa. She expressed how she wanted to transition back to work to see if she was able to do that. Exam found excellent range of motion of the right hip still with tenderness in lateral aspect of the greater trochanter. He recommended a slow transition back in physical therapy with work conditioning program and releasing her to full duty at work.

PHYSICAL EXAMINATION

GENERAL APPEARANCE: She wore dark glasses and held a notebook and a pencil to take notes, but then did not. She did not want to gown and stayed in her sweatpants and top. She complained about being in the office since 10 a.m. The long sitting due to that caused her to feel worse. Interestingly, her appointment was scheduled at 11 a.m. and she was seen at 11:20 a.m. She was subjectively and heavily focused on her symptomatic complaints from the outset.

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. Inspection revealed what she thought was swelling of the left lateral ankle. There were no scars, atrophy, or effusions. Skin was normal in color, turgor, and temperature. Left hip flexion was full to 110 degrees, but previously elicited right hip tenderness. Abduction on the right was 60 degrees and left to 80 degrees. Motion of the hips was otherwise full in all spheres without crepitus or tenderness. Motion of the left knee was full to 135 degrees of flexion, but this elicited hip tenderness on the left. Motion of the knees and ankles was otherwise full in all spheres without crepitus or tenderness. Deep tendon reflexes were 4+ at the patella bilaterally and 2+ at the Achilles. She evidently has undergone a workup for myelopathy. 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.

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. She was able to stand on her heels and toes. She changed positions fluidly and was able to squat, shifting her weight to the left. Inspection of the lumbosacral spine revealed normal posture and lordotic curve with no apparent scars. Range of motion was accomplished fully on an active basis in flexion, extension, sidebending, and rotation bilaterally. She had tenderness to palpation about the lumbosacral junction, right greater trochanter and sacroiliac joint, but not on the left. There was no palpable spasm or tenderness of the sciatic notches, iliac crests, 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.

On 05/09/14, Elizabeth Hamilton reportedly was struck by a customer operating an electric cart. She has repeatedly asserted that this occurred at a high rate of speed. However, surveillance of this interaction shows this was not the case. In fact, she was walking fairly normally after it occurred. She has had protracted subjective complaints and seen numerous specialists. She also has undergone numerous diagnostic studies. These mostly showed incidental anomalies including a small disc herniation at L4-L5. She remained symptomatic despite essentially every therapeutic measure that was rendered. Even when seen by Dr. Glasser, Ms. Hamilton demonstrated very inappropriate illness behavior in the office. She ultimately was discharged from care by all of her treating physicians.
Her current exam found several inconsistencies. This included left hip flexion causing right hip tenderness. Similarly, left knee flexion elicited left hip tenderness. Provocative maneuvers about the hips were negative. She did have hyperactive patellar reflexes bilaterally. She had full range of motion of the thoracic and lumbar spines. Provocative maneuvers were negative for chronically significant disc pathology, spinal stenosis, radiculopathy, or facet arthropathy.
There is 0% permanent partial or total disability referable to the lumbar spine, right hip, either foot, or gluteus minimus. There is no documentation that she complained about nor sought treatment relative to her feet over the many years after this incident occurred. She has incidental findings in the lumbar spine and right hip. Her subjective complaints are extremely disproportionate to the mechanism of injury and objective findings in this matter.

Ms. Hamilton called our office on 01/28/21 after getting a text from her attorney informing her of the appointment scheduled here on 02/10/21. She barely provided her name so the appointment could be verified. She insisted on asking if the office has received vaccine. Upon denial, she canceled her appointment. She did ask about telemedicine appointment and then called back asking Dr. Pinsky’s full name, how many offices he had, specialty and screening protocol. She was advised by our receptionist that we are following CDC Guidelines.
