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DISABILITY EXAM NOTE
Claimant: Richard Sims

Date of Birth: 10/28/1981

Age: 41

Date of Exam: 01/18/2023

The above examinee was sent for consultative exam. It was explained prior to the exam the purpose of the examination and further explained that no physician-patient relationship would be established. It was explained that any treatment issues are, are of concern for the examinee and his primary care physician.

Informant: The patient himself.
The patient did come to the office driven by his girlfriend; he does not drive.

Allegations for Disability:
1. Left-sided chest wall pain which is chronic.

2. Left arm, left hip and pelvic pain.

3. Left leg, ankle and foot pain, which is chronic.

4. Problems with asthma.

5. Problems with high blood pressure.

6. Cannot walk without a cane.

7. Cannot pick up anything heavy or hold anything in his hand; he keeps dropping stuff from the left hand quite frequently.

History of Presenting Illness: Mr. Sims was involved in a motor vehicle accident. He was a restrained driver. He was T-boned on his side by a drunken driver. He was taken to Clear Lake Hospital in Galveston. He was in coma for a few months as per the patient. He sustained multiple injuries. He apparently sustained a fracture to the left scapula, rib fracture on the right side which was on 10th and 11th rib, left side 2nd and 11th rib fractures. He apparently developed bilateral hemopneumothorax from this injury. The review of the medical record that he brought revealed all these injuries. He sustained descending thoracic aortic transection, left diaphragmatic incarcerated hernia, L4-L5 right transverse process fracture, left sacral fracture, left inferior iliac bone into the acetabulum fracture, superior rami fracture, right pubic bone fracture, left inferior pubic rami fracture, left tibia and fibular fracture and grade 1 liver laceration.
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Past Medical History: He states prior to the accident he did not have any medical problems. He has always been seen by his company doctor ad never reported any diagnosis. Now, he suffers from:

1. Hypertension.

2. Asthma.

3. Anxiety.

4. Chronic pain, which involves the left thorax, neck, lower back, left arm, left leg, and left hip pain.

Past Surgical History: This is again obtained from the medical records that he brought. He has had:

1. Endovascular stent grafting of the thoracic aorta injury and that was on 01/12/2020.

2. Again, on 01/12/2020, he had laparotomy and repair of the traumatic incarcerated diaphragmatic hernia. He had a left chest tube placed.

3. On 01/13/2020, he had a left tibia shaft fracture repaired with closed reduction and intramedullary nailing.

4. On 01/15/2020, he had a right chest tube placement.

5. On 01/21/2020, he had tracheostomy.

6. On 01/29/2020, PEG tube was attempted, but was unsuccessful.

7. On 02/03/2020, he had the left chest tube removed.

8. On 02/06/2020, he had the right chest tube removed.

9. On 02/15/2020, he had central line removed.

Current Medications: He is on:
1. Carvedilol 25 mg twice a day.

2. Gabapentin 400 mg he takes two capsules three times a day.

3. Naproxen 500 mg twice a day.

4. Trazodone 150 mg one tablet at bedtime.

5. He uses albuterol inhaler two puffs every six hours as needed.

6. Tylenol No.3 one tablet twice a day as needed for pain.

Allergies: No known drug allergies.

Family History: None relevant.

Social History: He was a smoker before the accident, but he quit smoking after the accident. He said he had quit smoking five years ago and he used to drink 20 years ago. He is not a drinker now. Denies drug use. He does not drive any more after the accident. His girlfriend drives him. He is not employed at this time. He does have two children. He was employed as an oil field worker. He was called a floorman and he used to work with heavy equipment and pipes and he has not been able to go back to work.
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Physical Examination:

General Appearance: This is a 41-year-old pleasant man who appears his stated age and he did walk into the exam room with a quad cane. His gait is slow. He is right-handed.
Vital Signs:

The patient is 5’5” tall.

Weight 176 pounds.

Blood pressure 120/80.

Pulse 73 per minute.

Pulse ox 97%

Temperature 96.3.

BMI 29.

Head: Normocephalic and atraumatic.

Ears: External auditory canal was normal. No lesions in the nares.

Throat: Oropharyngeal exam was normal. There was no erythema, exudates or any lesions.
Eyes: Sclerae nonicteric. Conjunctivae, no petechiae. Pupils equal, reactive to light and accommodation. Extraocular movements are intact.
Visual Acuity:

He does not wear contacts or glasses.

Right eye 20/20.
Left eye 20/20.

Both together 20/20.

Neck: No thyromegaly. No lymphadenopathy. No masses. JVP not distended.

Cardiovascular: JVP normal. S1 and S2 heard with regular sinus rhythm. No gallops or murmurs. Carotid, dorsalis pedis and posterior tibials were all equal bilaterally.

Lungs: Harsh breath sounds bilaterally.

Abdomen: Soft, not tender and not distended. Normal bowel sounds. No organomegaly.

Extremities: No clubbing, cyanosis or edema.

Skin: No lesions appreciated. He does have good turgor and texture. He has multiple surgical scars on chest wall and abdominal wall and in his left leg.

Neurologic/Musculoskeletal: Generally, he is awake and alert. Good eye contact. Fluent in speech. His mood was appropriate for the exam. Clear to the thought process. Memory was normal at this time. Concentration was good. He was oriented to time, place, person and situation. Cranial nerves II through XII intact. Cerebellar: He had a very slow gait, but he cannot walk without his cane. He does use quad cane. Muscles: There was no palpable muscle spasm. Strength on the right side upper extremity and lower extremity was 5/5. Strength on the left side was 2/5 in the left upper extremity and 2/5 in the left lower extremity. Reflexes were normal on both sides, symmetric in biceps, brachioradialis, patellar and Achilles distribution. Nerves: Sensory system was intact bilaterally. Straight leg raising test was negative bilaterally. Musculoskeletal: There is no joint swelling, erythema, effusion.
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He did have tenderness in the left knee joint. He was unable to carry, lift or handle even light objects on the left side. His right side is completely normal. He was unable to squat. He was unable to stand up by himself. He does use the quad cane and one assist to get up from the sitting position. He had to have two people assist him to try and get on the table and had to use a step stool. He could not prop himself and he could not push himself up because of the pain and weakness in the left arm. He was not able to walk on heels or toes. Tandem walking was not normal. He could not stand on one foot. He does need assistance in dressing because of the left arm weakness and pain. He was cooperative and gave good effort during examination.

Review of Systems:

GI: He denies abdominal pain, nausea, vomiting, constipation or diarrhea.

GU: He denies any problem with urination. No burning or hesitancy.

Respiratory: He does have history of shortness of breath on and off. He does use the albuterol inhaler, which helps.

Musculoskeletal: As above.

I did do a medical source statement, ability to work-related activities exam that has already been done and recorded. Range of motion of cervical: He did have normal flexion and extension, lateral flexion and lateral rotation. Shoulder Exam: On the right side, the abduction, forward elevation, internal rotation, external rotation, and adduction were all normal. Left side was all very much limited due to any motion on the left side causes pain in the left chest and left arm. Elbow Exam: On the right side, extension, flexion, supination, pronation were all normal. On the left side, any minimal motion of the left elbow causes pain in the left arm. Wrist Exam: On the right, dorsiflexion, palmar flexion, ulnar deviation, and radial deviation were all normal, but the left side flexion and extension in the wrist was normal. Hand: Metacarpophalangeal flexion was normal on the right side. Flexion CMC thumb was normal. PIP flexion was normal on the right side. PIP extension was normal on the right side. DIP flexion and DIP extension was normal on the right side. Left side was also almost normal for MCP flexion, flexion at CMC thumb, PIP flexion, PIP extension, DIP flexion, DIP extension were all almost normal on the left. Thoracolumbar flexion and extension, lateral extension and rotation were not possible due to pain in his lower back. Hip Exam: On the right side, abduction, adduction, flexion, extension, internal rotation, external rotation were all normal. On the left side, all range of motion of the left hip was limited due to pain in the left hip. Knee Exam: on the right, extension and flexion was normal. On the left, was limited or unable to do due to pain in the left knee. Ankle and Foot Exam: Plantar flexion, dorsiflexion, eversion, and inversion were all normal on the right side. They were all limited on the left side due to the pain in his ankle and foot.
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Possible Limitations: This patient cannot be expected to sit, stand and walk normally in an eight-hour workday. The claimant needs assistive device for ambulation. He uses a quad cane. Lifting limitations are severe in the left arm. The patient cannot bend, stoop, crouch, squat due to pain in the left hip, pelvis and left leg. There are manipulative limitations are as far as reaching, handling, feeling, grasping, fingering of the left hand and left arm. There were no visual or hearing limitations. He is right-handed.

Based on the history and physical exam this patient definitely cannot do a job, which involves sitting, standing, or walking.
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Rohini Ragupathi, M.D.
