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Dictation Time Length: 23:10
December 13, 2023

RE:
Denise Spatola
History of Accident/Illness and Treatment: As you know I previously evaluated, Ms. Spatola as described in my report of 06/28/15. They have been advised that on 03/05/19, she received an award of 45% partial total. She is now claimed in increased permanent disability.

Ms. Denise Spatola is now a 65-year-old woman who again reports she was injured at work on 06/24/13, when she was run over by a forklift. She states her right foot was crushed. She had surgeries including implantation of screws in an exterior frame in 2013 and 2014. In 2023 she had removal of hardware, but feels no better after. She does see a psychiatrist at complete care every three months. She has completed a course of active treatment in 2023.

The breakdown of her order approving settlement is included in the chart and should be INSERTED as highlighted. Medical records show. Ms. Spatola was seen by psychiatrist named Dr. Clinton on 01/13/15. He wrote she was totally disabled from working as a result of both psychiatric and orthopedic residuals of the accident of 06/24/13. She continues to have difficulty with depression and anxiety. He saw directly for a diagnosis of major depression posttraumatic stress disorder. He wrote with the psychologist named Dr. Hammer on 07/27/15, that she requires at least one year of treatment and not 20 weeks. Dr. Hammer disagreed with Dr. McGallon’s opinions. On 02/17/17, Dr. Clinton wrote she is broken and canceled many sessions at the less moment both with her psychologist Dr. Hammer and was Dr. Clinton himself. She need reinforcement that the only way they can helpers with her complaints. In his letter to her attorney he stated with this would be very helpful.” His other comments will be INSERTED from the second page of that report as highlighted. On 03/02/17, he wrote she was temporarily totally disabled and that not reached maximum medical improvement. He observed she was despondent because she was going to be a vacant from her house. She finally won her workers compensation case, but the money will not pay off, which she was on her mortgage. She remained on Wellbutrin and discontinued Trintellix. She did continue to use Aeschylus and Percocet. On 06/11/21, Dr. Clinton wrote she was “doing extremely well.” They were able to address her memory loss to rest her memory loss pitch remained on several medications. He wants to treat her again in the next few months. On 11/23/21, he wrote she has suffered from a very severe bipolar disorder as well as tension deficit disorder. These are under very good control with the use of indication. He again wanted to have further treatment rendered. She did continue to see Dr. Hammer who works with Dr. Clinton through 07/21/15. She expressed anxiety that she may not be able to continue psychotherapy.

On 02/19/16, psychiatrist Dr. Tobe performed an evaluation and this summarizes results to the petitioner’s attorney. He wrote she had a history of very traumatic injury with multiple operative interventions with chronic pain associated to her injuries and major depressive disorder. She has filled treatment to date. She had not seen Dr. Hammer for some period of time for reasons that were not clear. He wrote her treatment had been grossly inadequate. She requires an aggressive and structured algorithm of treatment otherwise she will not improve. The danger of her current strategies of treatment is the creation of tech of axis and the refractory depression. Therefore employer refuses to provide her with adequate treatment to help her as directly related to her injury there is a major depressive disorder, chronic, moderate, causing 50% permanent of total psychiatric disability. As far as ongoing treatment was concerned when she stopped the medication she become suicidal. Thus she has to remain on medication that she is currently taking unless she is provided different algorithm of treatment.

On 03/28/16. Dr. Pressman performed a permanency evaluation. He noted having treated to seen her before on 03/24/06, for the work accident of 08/02/04. At that time, he gave various diagnoses that will be INSERTED here as marked along with his estimate of permanency. He also noted on 05/17/06, she received an order approving settlement as parameters will be INSERTED here as well. Dr. Pressman summarized her course of treatment with respect to the 06/24/13, event. He gleaned from the report of Dr. Toby dated 02/19/06, that “it was a number of years ago perhaps in 1994 that she had suffered a depression. She was successfully treated by different physician with Effexor and did very well until this more recent work injury. She was on medication for only a brief period of time.” She also had been seen by pain specialist Dr. Kahn Jaffery through 01/13/16. Diagnoses remained headache, cervicalgia, cervical disc displacement, intervertebral disc displacement, lumbar region, chronic pain syndrome, and low back pain. He also noted the results of certain prior diagnostic studies that will be INSERTED as marked on page 10 of his report. He documented her frequent visits with Dr. Kahn Jaffery over the next few years that included the ongoing use of Percocet. This went up to the 01/13/16, visit already described. Dr. Pressman also ascertained a history that was noteworthy for prior low back problems. She had surgery on the right knee by Dr. Levitsky on 10/21/04, and on 06/24/13, by Dr. Jay had manipulation and repair fibula and medial malleolar fracture. She also had subsequent surgeries culminating in a right tibial cheilectomy, right percutaneous Achilles tenotomy, right saphenous neurectomy with varying nerve and bone, and right tarsal tunnel release. Dr. Pressman offered 100% permanent orthopedic impairment of the right foot from the work-related accident of 06/24/13.

She underwent need for treatment evaluation with Dr. Daniel on 01/24/17. His assessment was traumatic arthropathy in the right ankle along with right tibial and saphenous neuritis. He wrote there was no role for orthopedic intervention with regard to her hypersensitivity. He did recommend she continue to follow up with her pain management. He placed her on permanent disability with no running or jumping activities and to limit work-related activities as indicated. She also need for treatment evaluation on 01/20/20. by Dr. Polcer. His impressions were neuropathic pain syndrome of the right foot as well as posttraumatic degenerative joint disease on the right foot. If it was reasonable to try a very low dose of Cymbalta with titration as well as a TENS unit. Since her pain appears to be mostly neuropathic he would avoid use of narcotic medications. ___ Only can be somewhat effective from neuropathic pain generally this is the case only with higher doses. She has had neuropathic pain for the past 6 to 7 years. To initiate narcotic medication at that point would not be the best long-term option. The claimant felt she can work at a sedentary position, which she is trying to do. Therefore workplace accommodations were not indicated given the type of work she has always done. She does not require any assistance with her activities of daily living.

She saw Dr. Polcer on 04/20/20, who had a diagnosis of neuralgia and neuritis as well as pain in the right foot. On 08/20/14, EMG showed right tibial neuropathy. He wrote she was sleeping better with the addition of Elavil, but she continued to have a burning at 9 ___ injury pain in her foot. She had not yet received her TENS unit. Dr. Polcer continue to monitor her progress. On a visit of 03/25/21. he worked comments that will be INSERTED as highlighted.

The petitioner went to Inspira Emergency Room on 02/23/21. She complained of worsening right ankle swelling for 10 days. She had screws in that ankle. She also suffered from was arthritis for which she was on methotrexate and prednisone. She had ankle surgery in 2007 with multiple screws still in the ankle. She complained of 10 days worsening right ankle pain and swelling that had no improvement with Percocet or NSAIDS. She does have to use crutches. X-rays appeared to show malunion. Exam found swelling of the ankle. The formal x-ray interpretation was nonunion of the intra-articular tibial fracture. On 03/02/21, she was seen by Dr. Ruiz. He noted her background history to be INSERTED as marked on the first page of his report. INSERT is marked on the second page of his report also has marked under his care plan. On 03/16/21, she was seen by podiatrist Dr. Calderon. He performed a corticosteroid and lidocaine injection to the left ankle medial gutter. She was to weight bear and tolerance using her calm boot. X-rays on 03/13/21, were negative on the right foot. There were old healed fractures of the medial malleolus of the tibia with two shorts group replacements in the distal tibia in good position.

On 08/27/21, Ms. Spatola was seen orthopedically by Dr. Levine. He noted her course of treatment on the 03/13/21, x-rays. He opined she had some evidence of posttraumatic arthritis with fragments in the front of the ankle. They discussed possible surgical intervention. However, he recommended she stay away from aggressive treatment and discussed use of anti-inflammatories. She continued to see Dr. Levine and on 03/07/23, underwent surgery by him to be INSERTED here. As followup visit was on 03/24/23, when she was having no problems. The incisions were healed without any evidence of infection. Ankle x-rays demonstrated removal of hardware and spurs.

Prior records show, on 10/21/04, she underwent surgery by Dr. Lubinski to be INSERTED here. On 12/22/04, she was seen by Dr. Pressman. He evaluated her relative to the work accident of 08/02/04, his relevant findings will be INSERTED here as marked. He concluded she had a derivative injury as a resu of the gait disturbance that developed she favored her right lower extremity to the right knee injury and exacerbated her underlying pre-existing, but asymptomatic condition spondylosis involved in L5-S1 lumbar disc. He opined she needed a lumbar MRI. On 01/10/06, she was seen by Dr. Meeteer regarding the event of 204. He deemed she had reached maximum medical improvement. She is presently maintained on palliative medication by her pain management physician. She was working 44 to 46 hours a week as a delicatessen manager at JDs Market. He offered 7.5% permanent partial disability of the right leg due to the right knee medial meniscal tear and chondral injury treated with arthroscopic intervention and occurred as a result of the work accident of 08/02/04. He also offered 2.5% permanent partial total disability due to aggravation of her underlying degenerative disc disease at L5 S1 that occurred as a result of performing exercises and physical therapy to rehabilitate her right knee. On 03/24/06, she was reevaluated by Dr. Pressman. He gave orthopedic residuals and diagnosis to be INSERTED here including his impairment rating to be INSERTED here. 
PHYSICAL EXAMINATION
GENERAL APPEARANCE: The examinee was an adult ^ female mesomorph who is well developed and well nourished, in no acute distress who appeared appropriate for her stated age. A directed orthopedic examination was conducted with the door ajar to allow for same gender medical chaperone.

Ms. Spatola expressed she had been on oxycodone for her back. She reportedly wears a brace on an as needed basis, but it was not here with her. she was wearing boots placed up above the ankles bilaterally.

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 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 remained dressed and rolled her pants up there was proximal visualization and pinprick testing. There was swelling of the right ankle. There was multiple scars about the right ankle and foot. On the medial and lateral aspect were due to longitudinal scares. Anteriorly there was a stellate hypopigmented scar. Motion of the right ankle was markedly limited with 0 degrees of dorsiflexion and inversion. Plantar flexion and eversion were to 10 degrees. Motion of the left ankle as well as both knees and hips were all planes without crepitus or tenderness. In the normal through manual muscle testing was 4+ for resisted by plantar flexor strength, but was otherwise 5/5. She was tender to palpation of the right medial malleolus, but there was none on the left.
FEET/ANKLES: 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 without difficulty and was able to squat and rise fluidly. 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. There was no palpable spasm or tenderness of the paralumbar musculature, 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.

She ambulated with a limp on the right without an assistive device. She was unable to walk on her heels and toes. She changed positions fluidly and was able to squat to 50 degrees and rise there was no direct visualization of the lumbar spine due to her remaining __. She states she did have degenerative disc disease identified treated with injections.
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.

INSERT what is marked from my prior report followed by since evaluated here she received an order approving settlement and reopened her claim. She had further assessment and treatment with pain managers and specialists. She did submit to surgery by Dr. Levine on 03/07/23, to be INSERTED here. He follow her privacy through 03/24/23, and deemed she was capable of working her normal job that was sedentary in nature.

My opinions relative the permanency and causation remain the same as will be marked from my prior report and inserted here. The removal of her orthopedic surgical hardware is not in and of itself indicate a higher level of impairment.
