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Dictation Time Length: 30:49
October 10, 2022

RE:
Dipptiben Patel
History of Accident/Illness and Treatment: Dipptiben Patel is a 61-year-old woman who reports about two years ago she developed injuries to her back and left leg. She ascribes this to her general occupational duties with the insured. She did not go to the emergency room afterwards. She is unaware of her final diagnosis. She did not undergo any surgery and is no longer receiving any active treatment.

I have been advised that she alleges that from 11/13/19 through 03/30/21 due to repetitive bending, carrying, lifting, pushing, pulling, standing and all other job duties as a guestroom attendant resulted in injuries to her neck and back. Treatment records show she was seen on 11/04/19 at Onsite Innovations complaining of left knee pain. She injured it when coming out of the Jacuzzi. She had been in the Jacuzzi to clean a big mirror and when done, she put her right foot out first, but as she lifted up her left foot, she fell on the floor outside of the Jacuzzi, landing on the knee with both hands on the floor to support. She added that she was supposed to be off today, but was asked to do an extra day. Upon exam, they found her walking with a limp. There was no ecchymosis or warmth. Range of motion elicits pain in all directions with possible exaggeration of symptoms. She was diagnosed with left knee pain as well as elevated blood pressure without a history of hypertension, possibly pain induced. They recommended cryotherapy and utilization of Tylenol. Biofreeze gel application and soft knee support were provided. She returned on 11/07/19 and remained symptomatic.

On 11/21/19, she was seen by Dr. Dunn complaining of depression, stress, and left leg pain for three weeks. She was requesting time out of work. She did not convey any work‑related injuries or precipitating activities. She did not speak during the visit and had a flat affect and depressed mood based upon the psychiatric evaluation. She was diagnosed with fatigue, generalized anxiety disorder, major depressive disorder, left‑sided lumbago with sciatica and overweight. Behavioral therapy was recommended, but declined. She was excused from work for six weeks and was to follow up with her primary care physician. Interestingly, “she states work has become unbearable and they require her to work seven days a week and pick up extra shifts.” She states she comes home and cries all the time and does not feel like doing anything. Denies suicidal or homicidal ideation. She also states she has not been sleeping due to the stress of her job. She works in housekeeping in Harris seven days a week and feels unable to perform work duties. This underlying psychiatric issue is illogical explanation for her musculoskeletal complaints. She continued to see Dr. Dunn with persistent left leg pain. He then prescribed medications and physical therapy. He extended her out-of-work note for six weeks and she was to consider a less physical job. Pain in the left leg had worsened over the past four weeks without associated injury, fall, or accident. This is dispositive for work being the precipitating factor. She did not feel able to safely perform job duties with her current symptoms. On 01/29/20, she was seen by Dr. Glasser in the same practice. She complained of lower back pain and left knee pain. He prescribed medications. She had not done therapy yet due to her husband working and not being able to take her. She did not get the medications sent last time and wants these sent again. Pharmacy told her they did not receive them. She had been having coughing for the past four days. She was requesting more time out of work and did not feel able to perform her work duties. On 03/10/20, she again requested an extension of her time out of work. Upon exam, she had full range of motion of the left knee with pain. She had full range of motion of the lumbar spine without pain. He told her she MUST go to physical therapy; otherwise we will have to stop giving her extensions out of work. She followed up on 04/20/20 and was given a six-week out-of-work extension. This was despite her stating she was unable to do physical therapy due to COVID-19. She followed up via telemedicine. On 07/06/20, she complained of bilateral knee pain. Dr. Dunn again sent a physical therapist prescription for the patient. He wrote the patient apparently has FMLA in place for this issue. She was out of work for three weeks. She was to have x-rays of both knees done. She stated she wanted to go to physical therapy now although their offices had been closed due to the pandemic. She continued to be seen frequently over the next few months. On 10/10/20, she again requested more time out of work so she can finish therapy that was helping her. On 10/31/20, she again requested an out-of-work extension stating she was sick and unable to go to physical therapy. She followed up with Dr. Glasser through 12/18/20. She had seen a podiatrist due to her pain and gave her injections and insoles for her shoes. This had been helping so far and her pain was improving. She stated a lot of her pain starts in her feet and radiates into her knees and legs. She works at Harrah’s Casino and was requesting a few more weeks to allow her symptoms to get better and to follow up with the foot doctor again.

On 12/23/19, the Petitioner was seen at Unite Here Health by Dr. Young. She was diagnosed with serous otitis media and treated accordingly. She does not appear to have offered any musculoskeletal complaints. She followed up on 08/13/20 and her medications were refilled. She was advised to continue with walking for exercise. Her problem list included vitamin D deficiency, hypothyroidism, ectopic dermatitis, depressive disorder, hyperlipidemia, and prediabetes. On the visit of 08/13/20, they learned left shoulder arthroscopy was being done by Dr. Alber due to a Workers’ Compensation injury. This may have been done in September 2016. She continued to be seen by Dr. Patel at this facility. On 07/29/21, she complained of pain in the left knee as well as left-sided sciatica. She was referred for orthopedic specialist consultation. She saw Dr. Patel at Unite Here Health through 07/29/21.

On 06/12/20, the Petitioner was evaluated by Dr. McClure. He noted various prior injuries that will be INSERTED as marked. She offered a variety of complaints beginning with an incident of 11/04/19. She was cleaning a bathtub and as she stepped out, she slipped and fell striking her left side mostly involving her left leg. On 11/12/19, she was in the hallway stocking her cart. She went to push the full cart to the next room and as she was pulling her cart, she slipped and fell onto the right side of her body and hit her head. She alleged injuries to her neck, right shoulder, right leg, back and right elbow. In the first injury, she alleged injury to her left leg, left shoulder, and left torso. She first sought treatment at the end of November 2019 at Medical One where she was given a temporary leave from work. No diagnostics were done, but she was referred for physical therapy. She was cleared to return to work on 06/01/20 by the doctor at Medical One. Despite this calendar time frame, she states she missed about six months of work due to this incident. She was evaluated and demonstrated rather diffuse pain throughout the right and left upper and lower extremities. She had range of motion deficits of both shoulders, which is consistent with her two previous work-related shoulder injuries that required surgery. He did not believe these restrictions were related to either of the 11/04/19 nor 11/12/19 work alleged incidents. She had excellent range of motion of the cervical and lumbar spine. Although she stated she has pain with range of motion of the left knee, on exam motion was fluid. He found no evidence of ligamentous or meniscal injury. She also demonstrated excellent strength of the upper and lower extremity musculature. He deemed she had reached maximum medical improvement. For the two subject injuries, he offered 0% permanency at the left shoulder, left leg, left knee, or torso. There was also 0% partial total disability at the cervical spine, right and left shoulder, right arm, and right leg.

She did undergo x-rays on 07/29/20 and 05/21/21, to be INSERTED here.
On 09/21/21, she was seen by a chiropractor with complaints of mid and low back pain that had been going on for many years. She associates it with her old job as a housekeeper. She has been retired for about two years now. The mid back pain travels up and down her spine. The low back pain travels into both of her gluteus muscles and down both of her legs, more so on the left than the right. She also gets episodes of her legs giving out and she has trouble standing for extended periods of time. She also complained of pain in her neck with occasional headaches as well as bilateral knee pain. It was noted she had undergone surgery on both shoulders in 2015 and 2016. She also suffered from a slip-and-fall accident around 2015. About two months ago, she went to Rothman Orthopedics. She was diagnosed with segmental dysfunctions of the cervical, thoracic, lumbar, sacral, and pelvic regions along with left-sided sciatica, lumbar radiculopathy, low back pain, contraction of muscle, and pain in the pelvic region and thigh as well as primary generalized osteoarthritis, muscle weakness, knee joint pain, and difficulty in walking. She was initiated on passive physical therapy modalities and chiropractic care over the next several months running through 01/18/22. Dr. Struble wrote he reviewed the results of an MRI that was completed.
INSERT the 09/23/21 x-ray report and 01/07/22 lumbar MRI report that was compared to a prior study of 03/31/17.
Prior records show Ms. Patel was seen by her primary care physician also named Dr. Patel on 03/16/09. She had a 12-year history of depression well managed on Prozac. She had no symptoms and wanted to stop. She was advised to taper down her medications for this. She was seen frequently at this facility for various internal medicine ailments and her depression. She also suffered from hypertension. Ms. Patel was seen regularly in this practice through 06/02/16. Her spouse was requesting for a Medical One referral. On 07/10/12, she was seen by otolaryngologist named Dr. Siliunas. He rendered diagnoses of bilateral external auditory canal pruritus as well as history of hypertension and anxiety.

She was also seen at AtlantiCare Special Care Center on 12/28/12. She was excused from work from that date forward through 01/03/13. She followed up on 01/02/13 and was cleared for work at her next workday which was on 01/08/13.

On 05/13/15, she was seen at AtlantiCare Physician Group with a diagnosis of left rib contusion as well as eighth and ninth rib fractures. This was due to an injury that occurred that day. On 05/04/16, she was seen in the office of Dr. Dunn and Dr. Glasser for dermatitis. She was treated for various general medical aliments through 10/14/19. On that occasion, she complained of bilateral leg pain and a follow-up for her rash. She also had lower back pain radiating to the left lower extremity. She had a sacroiliac joint injection at the last visit, but had only improved symptoms for two to three days. She did not have significant relief with using NSAIDs and topical Bengay. She did have improvement with steroid cream.

On 08/17/16, she transferred her care to Dr. Kaufman. She had a benign clinical examination. They were going to review her prior records, noting she carried a diagnosis of depression for which she was taking medications. Ms. Patel continued to be seen in this group for a variety of conditions. On 11/21/16, she needed paperwork filled out for preoperative clearance for rotator cuff surgery. On various occasions, she was seen for a rash on different parts of her body. She was seen here through 10/07/19 when she was diagnosed with lumbago with sciatica, knee pain, depressive disorder, allergic rhinitis, adult health exam, screening mammography, as well as visual disturbance. She was started on gabapentin and x-rays of her knees were ordered.
On 11/30/16, Premier Orthopedic Associates had her undergo medical clearance for surgery scheduled for 12/02/16. This was on the right shoulder. On 03/13/17, she had lumbar x-rays at the referral of Dr. Glasser. He had her undergo a lumbar MRI on 03/31/17 compared to plain x-rays done on 03/13/17, to be INSERTED.
Dr. Singh kept her out of work from 04/08/19 through 05/22/19. There was no distinct diagnosis given. He then extended her absence through 06/12/19. She had x-rays of the right knee on 10/07/19. She had right knee pain after a fall one year ago. INSERT those results here.
PHYSICAL EXAMINATION
UPPER EXTREMITIES: Normal macro

LOWER EXTREMITIES: Her legs were shaven bilaterally. 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 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. She had mild tenderness to palpation of the left popliteal space, but there was none on the right.
CERVICAL SPINE: Inspection revealed excessive adipose tissue, but no apparent scars. Motion was full in all spheres, but right side bending elicited 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: Inspection of the thoracic spine revealed excessive adipose tissue, but no apparent scars. 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. 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 complaining of a stretch in her left hamstring. 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 65 degrees with tenderness consistent with her abdominal girth. Extension, bilateral rotation, and side bending were accomplished without discomfort. There was mild tenderness palpation about the lumbosacral junction. Left hip flexion at 80 degrees elicited hamstring stretching, but no low back or radicular complaints. On the right, at 90 degrees, no low back or radicular complaints were elicited. There was no palpable spasm or tenderness of the sacroiliac joints, 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.

Dipptiben Patel alleges occupational exposures in her position in housekeeping for the insured from 11/13/19 through 03/30/21 resulted in permanent injuries to her neck and back. She received some fairly non-intensive care for her complaints that also involved her knees. This was concurrent with her apparently being out of work for several extended periods of time due to depression. She repeatedly requested and received extensions for her time out of work. There is one mention that she was on FMLA leave. At another point, it was noted that she had retired. Despite these long absences, she continued to remain subjectively symptomatic.

She was treated medically as well as by chiropractor. She underwent some musculoskeletal x-rays that were unimpressive. INSERT the reports of the MRI and x‑rays to be INSERTED here.
The current examination found her to be markedly obese. She did not require a hand-held assistive device for ambulation. She had full range of motion of the cervical spine where Spurling’s maneuver was negative for radiculopathy. She had variable range of motion about the lumbar spine. There was excessive adipose tissue at the cervical, thoracic and lumbar spines. Her legs were shaven bilaterally. There was mild tenderness to palpation in the left popliteal space. Both sitting and supine straight leg raising maneuvers were negative for low back or radicular complaints.

There is 0% permanent partial total disability referable to the neck or back. This Petitioner does have the expected degenerative changes in these regions consistent with her age and body habitus. She does appear to be more functional than she would otherwise portray. Her persistent symptoms during and after long periods of time out of work are dispositive for an occupational etiology. She did undergo bilateral shoulder surgeries at one point for which Dr. McClure offered 0% permanency. There is 0% permanent partial total disability referable to the neck or back.
