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January 23, 2013

RE:
Alicia Morales

History of Accident/Illness and Treatment: As you know, I previously evaluated Ms. Morales as described in my report of 05/10/09. She was again accompanied to the evaluation by her husband, Celindo Morales, who helped serve as a translator. According to information obtained from the examinee in this fashion, she denies having any new treatment or tests since her last evaluation. Per your various cover letters, Ms. Morales alleges to have sustained four injuries while at work with the insured. On 10/09/05, she slipped on an oil spill and injured her lower back. On 01/23/07, the chef was bent over to pick something up and the employee backed up and fell over him, causing mid and upper back strains and sprains. She alleged injuries to her low back and left foot as a result. On 09/09/08, she was pushing a cart of food and tried to turn the cart, resulting in a strain of the right side of her back. On 09/30/08, she alleged occupational exposures due to constant standing, bending, and lifting. She alleged these caused disability to her ankles, feet, lower back, left shoulder, and left arm.

You have provided me with some additional documentation not all of which was previously supplied. These include reports of an x-ray of the thoracic spine done on 10/10/05 that showed no fracture or dislocation. There were small osteophytes arising anteriorly from most of the mid and lower dorsal bodies characterized as mild spondylosis. Ms. Morales also came under the orthopedic care of Dr. Zuck as early as 10/19/05. I previously was in receipt of his records that began on 01/24/07. In the earlier visit, she alleged an injury on 10/09/05. He diagnosed a thoracolumbar contusion and strain as well as a contusion of the right forearm. He provided medications and referred her for physical therapy. As of 11/28/05, he deemed she had reached maximum medical improvement relative to these conditions. She went on to see him on 01/30/07 and thereafter as described in my earlier report. She received physical therapy on the dates described. On 01/26/07, Dr. Zuck had her undergo an MRI of the left shoulder. This revealed tendonitis of the distal supraspinatus over the mid humeral head with no evidence of cuff tear noted. There was mild bicipital tendonitis also seen.
Dr. Brustein evaluated Ms. Morales on 07/23/07. He described her various mechanisms of injury and course of treatment. After performing an evaluation and reviewing the medical documentation, he offered 5% partial total disability for left shoulder girdle strain and bursitis and tendonitis. He also offered 5% partial total disability medical impairment rating for her lumbar strain. Ms. Morales currently takes only medication, but is not actively treating.
Past Medical History: The examinee denies any previous or subsequent injuries to the involved areas. She specifically denies any other work injuries, falls, sports, lifting, orthopedic, repetitive, traumatic, or motor vehicle accident injuries.

She denies any (other) musculoskeletal or rheumatologic conditions such as: arthritis, gout, osteoporosis, osteopenia, bursitis, flat feet, heel spurs, torn meniscus, torn ACL, plantar fascitis, carpal tunnel syndrome, trigger finger, tendinitis, rotator cuff tear, impingement, labral tear, disc bulges, protrusions, herniations, stenosis, radiculopathy, degenerative disc disease, scoliosis, ankylosing spondylitis, reflex sympathetic dystrophy, complex regional pain syndrome, myofascial pain syndrome, or fibromyalgia.

Review of systems is negative for any (other) general medical disorders of the following types: otolaryngologic, neurologic, psychiatric, cardiovascular, respiratory, renal, gastrointestinal, genitourinary, hematologic, neoplastic, immunologic, endocrine, infectious, or integumentary.
The surgical history is otherwise unremarkable.

She is allergic to Celebrex. She does not smoke or drink alcoholic beverages. She is right‑handed.

Occupational History: This 62-year-old single Hispanic female has remained out of work entirely since April 2009. She does not plan to be at her regular job in the coming six months. She denies any hobbies, currently or in the past.

Present Complaints: At the time of the current examination, Ms. Morales complains of pain on a 24-hour 7-day-per-week basis in her left ankle and left shoulder. She has a little bit of low back pain that does not radiate to the lower extremities. She uses a cane when outdoors and must sit while cooking. She wears no splints, braces, or supports.

CURRENT MEDICATIONS: Naproxen.
PHYSICAL EXAMINATION

VITAL SIGNS:
Ht:
4’11”

Wt:
204 lbs.

Pulse:
68

BP:
142/82

GENERAL APPEARANCE: The examinee is an adult Hispanic female mesomorph who is well developed but morbidly obese, 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 chaperoning.

UPPER EXTREMITIES: Inspection of the upper extremities revealed no bony or soft tissue abnormalities. There were no scars, swelling, atrophy, or effusions. Skin was normal in color, turgor, and temperature. Motion of the left shoulder was full in all spheres without crepitus, but elicited verbal complaints of tenderness and facial grimacing. Motion of the left elbow was full without crepitus, but elicited tenderness at the shoulder. Motion of the right elbow and shoulder as well as both wrists and fingers was full in all planes without crepitus, tenderness, triggering, or locking. The deep tendon reflexes were 2 + at the biceps, triceps, and brachioradialis. Peripheral pulses, pinprick, and soft touch sensations were intact bilaterally. Manual muscle testing revealed breakaway weakness throughout the entire left upper extremity, but was otherwise 5/5. There was superficial global and anticipatory tenderness to palpation about the left shoulder, but there was none on the right.
HANDS/WRISTS/ELBOWS: Normal macro
SHOULDERS: 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 was a scar on the left lateral hindfoot measuring 2” x 0.5”, but no swelling, atrophy, or effusions. Skin was normal in color, turgor, and temperature. Range of motion of the left ankle was full with tenderness, but no crepitus. Range of motion was accomplished fully in all planes at the hips and knees without crepitus or tenderness. Deep tendon reflexes were 2+ at the patella and Achilles bilaterally. Peripheral pulses were intact bilaterally. Pinprick sensation was diminished globally throughout the entire left lower extremity, but was intact on the right. Manual muscle testing revealed ratchet-like weakness in left quadriceps and hamstring strength, but was otherwise 5/5. Superficial global tenderness was elicited by palpation at the left foot and ankle, but there was none on the right.
KNEES: Normal macro
FEET/ANKLES: Normal macro
CIRCUMFERENCES (Location)


RIGHT (cm)

LEFT (cm)

Ankles






27.0


27.0

CERVICAL SPINE: Inspection of the cervical spine revealed normal posture and lordotic curve with no apparent scars. Right rotation was full to 80 degrees, but elicited tenderness in the left shoulder. Left rotation, bilateral side bending, as well as flexion and extension were accomplished fully with no discomfort. There was superficial tenderness of the left trapezius in the absence of spasm, but there was none on the right. There was no palpable spasm or tenderness of the paracervical 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 normal posture and kyphotic curve with no apparent scars. Range of motion was accomplished fully in flexion, extension, rotation, and side bending bilaterally. There was superficial tenderness of the interscapular musculature bilaterally in the absence of spasm. There was no palpable spasm or tenderness of the parathoracic musculature. There was no tenderness over the bony prominences of the scapulae or spinous processes. There was no winging of the scapulae.

LUMBOSACRAL SPINE: She ambulated with an antalgic gait on the left, but did not have a footdrop. She did not use a hand-held assistive device for ambulation. She did not walk on her heels or toes. She changed positions slowly and was able to squat by shifting to the right. 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, side bending, and rotation bilaterally. Superficial tenderness was elicited by palpation about the left sciatic notch, but there was none on the right. There was no palpable spasm or tenderness of the paralumbar musculature, sacroiliac joints, 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°. 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°. 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.

X-RAYS/TESTS: I had the opportunity to review a CAT scan of her left lower extremity done on 03/05/09 whose results will be INSERTED here. She also underwent x-rays of both feet and ankles on 03/30/09 whose results will be INSERTED here.

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.

Ms. Alicia Morales, a 62-year-old female, alleges to have sustained several different acute traumatic injuries at work with the insured as well as occupational exposures. These have been enumerated in detail in my prior report and in earlier section of the current report. However, Ms. Morales has not undergone any additional diagnostic treatment or test since my earlier evaluation. She has remained out of work and utilizes naproxen.
The current examination on 01/08/13 once again found her to be extremely obese. There were numerous signs of symptom magnification and inconsistencies as highlighted above. In comparing the current evaluation with that previously performed, there has not been a significant objective reproducible progression for the worse to a material degree.

Since her condition has reached a static level, it is appropriate to render an impairment determination at this time. In an overall consideration of the examinee, it is my professional opinion within a reasonable degree of medical probability, that this case continues to represent the same amount of disability I previously offered with respect to the statutory left foot and right foot. It remains my opinion there is 0% permanent partial or total disability involving the lumbar spine, left shoulder, or left arm. Ms. Morales’ subjective complaints are extremely disproportionate to the objective findings in these regions.

