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Dictation Time Length: 25:32
October 7, 2022
RE:
Rita Digiacomo

History of Accident/Illness and Treatment: Rita Digiacomo is a 66-year-old woman who describes that from doing her regular job tasks, she injured her left hip, low back and right knee. She did not sustain any distinct trauma to these body parts. She did not go to the emergency room afterwards. She had further evaluation, but remains unaware of her final diagnosis. She did not undergo any surgery in this matter. She goes to doctors when she needs to at this point. She had received injections and therapy. Interestingly, she states that even after retiring, her symptoms are worse. This is dispositive for an occupational relationship. As per her Claim Petition, Ms. Digiacomo alleged from 2020 through the present due to the stress and strain of employment, it either caused aggravated, accelerated, and/or exacerbated the Petitioner’s right foot and low back condition. She supplied answers to occupational interrogatories in conjunction with this. She had been employed as a cocktail server for the respondent from October 1980 through the present. She generally works four days per week, six hours per day with a half-hour break. In her position as a cocktail server, she is required to constantly take orders, serve cocktails, and she estimates she walks 9 to 12 miles on a daily basis. She is constantly carrying heavy trays of beverages which can weigh up to 25 pounds when full. She actually has to lift the trays and carry them on her right shoulder. At times, she lifts the trays over her head. This results in constant strain and stress on her entire body. She is constantly carrying the weighted trays from various bottle locations through the casino floor including areas of play. She asserted repetitive stressful employment activities placed significant stress on her entire body, but most specifically her feet and spine. She indicated that she became aware that the claimed injuries resulted from employment “upon speaking with my attorney.” As you know, attorneys are not physicians and cannot establish medical causation with any reliability. She did reveal no treatment had been provided by the Workers’ Compensation Insurance Company. All medical treatment was paid for by collateral source.

As per the records supplied, Ms. Digiacomo was seen on 02/26/20 by Dr. Sood. She was referred from a dermatologist’s office for evaluation. The dermatologist identified suspicious lesion and recommended surgical intervention. She has a long-standing history of sun exposure without SPF protection. She was already taking alprazolam, atorvastatin, lisinopril/hydrochlorothiazide, and venlafaxine. She had a history of hyperlipidemia, depressive disorder, hypertensive disorder, gastroesophageal reflux disease, and arthritis. A punch biopsy on her nose was performed by Dr. Sood.

On 06/10/20, the Petitioner was seen by chiropractor named Dr. Voso complaining of pain in her lower back and both hips. The right was worse than the left. It had insidiously become worse over the past two months. It is aggravated with walking and sitting for long periods. She saw her physician who prescribed lumbar spine and hip x-rays. She has been out of work for 10 weeks due to the COVID casino closure. After exam, Dr. Voso recommended and initiated spinal manipulation. She was considering retiring from cocktailing. She was getting x-rays and then would return to the office. She did undergo x-rays on 06/17/20, to be INSERTED here.
I will have to summarize the treatment that she received from her primary care physicians, but the reports are in reverse order, so that will be done shortly. She was seen on 10/28/20 by pain specialist Dr. Petersohn. She complained of right lumbosacral pain that radiates to the hip, posterior thigh and calf, which began approximately five years ago without injury/trauma. (On this visit, she complained of right lumbosacral pain that radiates to the hip as well as posterior thigh and calf pain. The symptoms onset were five years ago. This was without injury or trauma. DR. PINSKY DICTATES THIS LATER…….BUT THIS IS A REPETITION OF THE LINES IN BOLD…. He did review the MRI I believe was previously noted… THIS MRI IS MENTIONED BELOW IN YELLOW.) Her pain is relatively constant and worsened with prolonged sitting and standing and walking or with lifting. She has episodic right lower extremity paresthesias and weakness, but denied any falls. She had transient relief with ongoing chiropractic care and only temporary benefit from recent physical therapy. She took naproxen on an as-needed basis. Dr. Petersohn noted the lumbosacral MRI from 08/31/20. It showed a small right L5-S1 disc bulge impinging the exiting right L5 nerve in non-stenotic foramen. There was a small facet synovial cyst may be present at the inferomedial aspect of the right L5-S1 facet joint, but the thick 4 mm T2 slices obscured detail. After evaluation, Dr. Petersohn diagnosed lumbar facet pain bilaterally at L4 through S1 as well as spondylosis. He recommended medial bundle branch blocks and radiofrequency ablation to treat these.
On 05/06/21, Ms. Digiacomo was seen by Dr. Nascimento to rule out cardiovascular disease. A stress test demonstrated stage I diastolic dysfunction, but no reported elevation of atrial pressure. She also had a hiatal hernia. He diagnosed hypertensive heart disease as well as diastolic dysfunction without heart failure, pure hypercholesterolemia, abnormal EKG, and hiatal hernia. All of these results were discussed with her including the results of 2015.

She also was seen on 05/06/21 by APG Cardiology

What follows now is the summary of treatment that was put into reverse order progress notes. These show the Petitioner was seen on 08/18/20 by Dr. Bui. She was diagnosed with right hip trochanteric bursitis, lumbar radiculopathy, and arthritis of the facet joint of the lumbar spine. The plan was to have her undergo x-rays and participate in physical therapy and administer injections. Lumbar spine x-rays showed extensive facet arthrosis starting at L3-L4, L4-L5, and L5-S1 as well as some disc joint narrowing at the lower lumbar levels as well. Hip and pelvic x-rays showed minimal degenerative changes of the hip joint, but no fractures or subluxations. She continued to see Dr. Bui over the next several weeks along with his colleague. On 07/07/20, she was prescribed gabapentin. Her last visit here was with Dr. Bulcha on 08/18/20. Her diagnoses remained the same. He gave her a cortisone injection to the right trochanteric bursa on that day. The last actual visit with this group was done by Dr. Bulcha on 08/18/20. A lumbar MRI was then ordered and she was referred for pain management. The MRI was done on 08/31/20 and will be INSERTED here.
Another set of progress notes were also submitted in reverse order from Dr. Bulcha. These began on 01/07/16. She carried a diagnosis of arthritis amongst others. She did not convey any musculoskeletal symptoms in her spine or hips. She was followed for routine internal medicine issues. She complained of pain radiating to the legs bilaterally including the hips and knees on 06/09/20. They had been present between one and six months. She complained of bilateral hip pain on 06/26/20. On the visit of 08/18/20, Dr. Bulcha indicated the onset of lumbar radiculopathy was on 08/17/20 as was trochanteric bursitis of the right hip and arthritis of the facet joints of the lumbar spine. There was no description of mechanism of the injury or precipitating activities. Within his review of systems, she reported no muscle aches, muscle weakness, arthralgias, or joint pain, back pain, swelling in the extremities, and no neck pain. Her progress was followed through 03/22/21. She continued to have symptoms involving anxiety and depression. As on the last visit from 03/22/21, there was no change in her listed diagnostic problems. She continued to have symptoms of anxiety and depression.
Earlier records include an out-of-work note issued by Dr. Mingione on 10/09/12 for stress and anxiety. On 11/06/12, he extended her period out of work. He did this into December 2014, having at one time been cleared to work on 02/18/13.
Another set of reverse progress notes from Dr. Bulcha were provided. These start on 01/07/16 when her diagnoses were hypertension as well as sinusitis and allergies. She was treated for these and other internal medicine problems running through 07/10/19. Review of systems was once again negative for musculoskeletal issues with the same paragraph as noted on her other progress notes. She did not carry a diagnosis of problems in the back or hips.

On 11/30/16, she was seen by a podiatrist named Dr. Mowen for routine foot care. He diagnosed onychomycosis and peripheral vascular disease. He did perform imaging of the feet. She went to the emergency room on 01/25/17, presenting with a history of new onset syncope. She did have a CAT scan of her brain that was unremarkable. That will be INSERTED here.
On 06/07/17, Dr. Voso saw her for an initial exam. She complained of lower back pain as well as pain in the posterior neck and anterior right knee. It increased over the past six months with low back and right leg to calf pain. Her family doctor was Dr. Bulcha. Dr. Voso diagnosed spondylosis without myelopathy or radiculopathy in the lumbosacral region, myalgia, as well as spinal enthesopathy in the cervical region. He initiated a course of chiropractic manipulation and therapy. This ran through 10/29/18. She also received an excuse slip dated 01/07/19 from Dr. Alexander. He asked for her absence from 12/30/18 to 01/08/19 to be excused and that she could return to work on 01/09/18 with no restrictions.
PHYSICAL EXAMINATION

GENERAL APPEARANCE: She had a full suntan that she attributed to being on the beach all day.
UPPER EXTREMITIES: Normal macro
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. Range of motion was accomplished fully in all planes at the hips, knees, and ankles without crepitus or tenderness. Deep tendon reflexes were 4+ at the patella and 2+ at the 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.

HIPS/PELVIS: Normal macro
FEET/ANKLES: Normal macro
CERVICAL SPINE: Inspection of the cervical spine revealed normal posture and lordotic curve with no apparent scars. Active extension was to 20 degrees with rotation right 55 degrees and left to 70 degrees with tenderness. Flexion and bilateral side bending were full to 50 and 45 degrees respectively without tenderness. 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: 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 75 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 to only 65 degrees. She extended to 15 degrees with tenderness. Bilateral rotation and sidebending were accomplished fully without discomfort. She was mildly tender to palpation about the right sacroiliac joint and greater trochanter, but not on the left corresponding locations. There was no palpable spasm or tenderness of the paralumbar musculature, 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 maneuver on the right actively at 40 degrees and left at 55 degrees elicited low back tenderness with voluntary guarding. Passively, at 90 degrees, there was no tenderness elicited. 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.

Rita Digiacomo has alleged her routine job tasks as a cocktail server at the insured led to permanent injuries in the right foot, low back and perhaps her hip. She had been receiving treatment from a podiatrist and a chiropractor as early as approximately 2016. She eventually had an MRI of the lumbar spine. She participated in physical therapy and had pain management consultation. She also was seen frequently by Dr. Bulcha, her family physician, over the years. There were minimal if any documented complaints involving the described areas.

The current examination of Ms. Digiacomo found that she had a full body tan that she attributed to being on the beach all day. There was full range of motion of the upper and lower extremities. Provocative maneuvers about the feet and ankles were negative. There was decreased range of motion about the cervical spine on an active basis. There was variable mobility about the lumbar spine. Similarly, seated and supine straight leg raising maneuvers did not correlate with one another.

There is 0% permanent partial total disability referable to the right foot or low back. If anything, Ms. Digiacomo has the expected degenerative changes consistent with someone of her age. They were not caused, permanently aggravated or accelerated to a material degree by the routine performance of her job at the insured.
