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January 23, 2013

RE:
Jose Quinones

History of Accident/Illness and Treatment: According to your cover letter, Mr. Jose Quinones alleges occupational exposures caused disabilities to both hips, back, neck, and both heels. According to his answers to occupational interrogatories, he was employed by the insured as a cook beginning 2010 through the present, 10/17/12. He alleged that repetitive standing, turning, reaching, bending, twisting, and all other job duties resulted in disability to his right hip, left hip, back, neck, and both heels. He also asserted another injury on 06/15/12 in which he burnt his right ankle. His last answer alleges that his right hip, left hip, back, neck, and both heel problems are due to a combination of that accident as well as his occupational duties. Mr. Quinones currently tells me he had prior injections to his feet and shoulders in the past without help.

According to the records provided, he was seen by his family physician, Dr. Piccone, beginning 06/28/10. At that time, he complained of having bilateral heel spurs for which he had seen a podiatrist and needed surgery, but did not want it. His pain level was 10/10 at that time. He also complained of numbness especially in the morning. He was diagnosed with bilateral plantar fasciitis and uncontrolled hypertension. He was referred for multiple diagnostic studies and was prescribed blood pressure medicines. He was seen on 07/12/10, when an additional diagnosis of degenerative disc disease at L4, L5, and S1 with degenerative joint disease was rendered. He was prescribed oxycodone 15 mg and told to discontinue the Lorcet that had been prescribed. On 08/09/10, it was thought he had a probable sleep disorder and GERD. He was seen regularly for his various ailments. He was excused from work between 09/01/10 through 09/03/10. On 09/30/10, he was rendered a diagnosis of generalized anxiety disorder as well as degenerative joint disease of both knees and lumbar discogenic disease. He was prescribed Celebrex in addition to his oxycodone. He continued to be seen for his uncontrolled hypertension on subsequent visits. He was excused from work on 10/13/10 for an unspecified disorder. On 10/27/10, he was diagnosed with cervical and lumbar discogenic disease that was significantly symptomatic. He was referred for MRI studies of both cervical and lumbar spine.

On 06/28/10, he had x-rays of the chest, lumbar spine, right knee and left knee whose results will be INSERTED here. At Dr. Piccone’s facility, he also had x-rays of the cervical spine with flexion and extension views done on 10/27/10 whose results will be INSERTED here. An MRI of the lumbar spine was done on 11/08/10 whose results will be INSERTED here. He followed up with Dr. Piccone on 11/22/10 for his lumbar discogenic disease when his pain level remained at 10/10 which was from his initial visit. A cortisone injection was instilled to the left shoulder. Despite an increase in his oxycodone, Mr. Quinones complained of constant pain at 10/10 level on 12/14/10. He was then sent for an MRI of his left shoulder and his oxycodone was maintained at 30 mg. He continued to see Dr. Piccone every several weeks. On 03/08/11, he completed family medical leave forms for cervical and lumbar discogenic disease. (This would suggest that Mr. Quinones was actually out of work for a period of time based upon this certification). On 04/05/11, Dr. Piccone noted he had chronic pain syndrome. On 05/02/12, it was noted he also had a sleep disorder. Mr. Quinones was maintained on oxycodone. On 05/31/11, it was thought he was experiencing withdrawal symptoms secondary to abrupt cessation of his narcotics. Oxycodone was again prescribed. Mr. Quinones expressed how he could not afford medical leave for surgery. (This again speaks to non-medical issues influencing his overall presentation and medical care). He was seen again on 08/22/11 when Dr. Piccone reiterated that he might need microlumbar discectomy. Follow-up with him continued through at least 04/30/12 which is the last date of his submitted documentation. At that time, he remained on a variety of medications including oxycodone 30 mg four times per day. Mr. Quinones was seen on 07/11/12 by Advanced Spine & Pain Center. He was diagnosed as having cervicalgia, thoracic pain, and lumbago. He was advised to undergo an MRI of the cervical spine and perform exercises. No medication was given, but a urine sample was collected for drug testing. It was noted he had previously seen multiple doctors and was discharged from care. Mr. Quinones asserted that his neck pain began four years earlier, his thoracic spine pain began three years earlier, and his lower back pain began about three years earlier, all without major events. He denied ever being involved in a motor vehicle accident, experiencing a work-related injury or any type of previous injuries. Mr. Quinones continues to receive medication from his new family physician, Dr. Robert Williams.

Past Medical History: Mr. Quinones hesitantly related that he was involved in a motor vehicle accident in 1997 from which he sustained no injuries. He would not indicate whether he had undergone any surgeries.

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

He has no allergies to medicines, foods, or substances. He does not smoke or drink alcoholic beverages. He is right-handed.

Occupational History: This 35-year-old, single Hispanic male was employed as a cook for the insured. He currently tells me he began working for them on 04/10/08 on a full‑time basis, but denies secondary employment. His answers to occupational interrogatories indicated he began employment with the insured in 2010. Mr. Quinones tells me he did not miss any work as a result of his various conditions. In fact, he continued to work with the insured until 12/31/12 when the restaurant closed. He is waiting to get rehired in a different department within the casino. He does plan to be at his regular job in the coming six months. He previously was employed washing cars. He states he cannot do his hobbies any longer due to pain, but did not specify what they may have been in the past.

Present Complaints: At the time of the current examination, Mr. Quinones complains of pain in his back, shoulders, elbows, feet, knees, hips, and sometimes his neck. He sometimes has pain in the right thigh and left side of his body. He denies any radicular complaints into the upper or lower extremities. He has no bowel, bladder, or erectile dysfunction. He wears no splints, braces, or supports nor does he use any hand-held assistive devices for ambulation.

CURRENT MEDICATIONS: Oxycodone 30 mg four times per day from Dr. Robert Williams; anxiety medicine and antihypertensive.

PHYSICAL EXAMINATION

GENERAL APPEARANCE: The examinee is an adult Hispanic male mesomorph who is well developed and well nourished, in no acute distress who appeared appropriate for his stated age. A directed orthopedic examination was conducted. He appeared somewhat lethargic and was slow to respond to basic questions and instructions. I am suspicious that he is being strongly overmedicated. Before consenting to the evaluation, Mr. Quinones called his attorney to discuss whether he should even complete the basic client questionnaire and registration/consent. He did so as described above, leaving out his history of prior surgeries.

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. Range of motion was accomplished fully at the shoulders, elbows, wrists, and fingers bilaterally, without crepitus, tenderness, locking, or triggering. The deep tendon reflexes were 2 + at the biceps, triceps, and brachioradialis. Peripheral pulses were intact bilaterally. Pinprick sensation was diminished in a non-localizing fashion throughout both upper extremities. There was no significant tenderness with palpation of either upper extremity.
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 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 were intact bilaterally. Pinprick sensation was diminished in a non-localizing distribution throughout both lower extremities. 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. There was tenderness to palpation of both heels when they were cupped by the examiner during Hoover maneuver. These were not otherwise tender.

FEET/ANKLES: Normal macro
PELVIS/HIPS: Normal macro
KNEES: Normal macro
CERVICAL SPINE: Normal macro
THORACIC SPINE: Normal macro
LUMBOSACRAL SPINE: The examinee ambulated with a physiologic gait. No limp or footdrop was evident. No hand-held assistive device was required for ambulation. He was able to walk on his heels, but complained of tenderness while doing so. He could walk on his toes without difficulty. He 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. Side bending was full to 25 degrees, but elicited verbal complaints of tenderness. Left side bending, bilateral rotation, as well as flexion and extension were accomplished fully with no discomfort. 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°. 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.
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.

Mr. Jose Quinones, a 35-year-old male, alleges occupational duties essentially involving his entire body as well as a burn on his right ankle on 06/15/12. He also alleges the latter incident contributed with his occupational exposures to cause his myriad orthopedic problems. Mr. Quinones has provided various contradictory bits of information. These include him currently indicating he began working for the insured on 04/10/08 whereas his answers indicated he began working for the insured in 2010. He currently belatedly admitted to being involved in a motor vehicle accident in 1997 whereas the medical documentation supplied shows he denied any motor vehicle accidents or any particular traumas. When seen as a new patient by Dr. Piccone on 06/28/10, he had a history of heel pain for which he was already seeing a podiatrist who told him he needed surgery. His pain level at that time was 10/10. Mr. Quinones’ pain level remained at that magnitude over the course of the years he was seen by Dr. Piccone. This was despite ever increasing levels of short-acting narcotic analgesics and “spreading” of his musculoskeletal complaints to encompass virtually the entire orthopedic system. Mr. Quinones underwent diagnostic studies as described above that showed some degenerative abnormalities. Interestingly, he has been able to continue working full duty for the insured until 12/31/12 when the restaurant at which he was a cook closed.

The current examination on Mr. Quinones on 01/08/13 found him to be lethargic and somewhat slow to respond and react to the evaluation. This was strongly suggestive of overmedication. There was non-localizing diminished pinprick sensation throughout the entirety of both upper and lower extremities that did not follow anatomic dermatomes. He had full range of motion of the cervical, thoracic, and lumbosacral spines where provocative maneuvers were negative for clinically significant disc pathology, spinal stenosis, radiculopathy, or facet arthropathy. He ambulated on his heels, but complained of tenderness while doing so. He also had non-reproducible tenderness with palpation or cupping of the examiner’s hands beneath the heels.

Since his 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 represents 0% permanent partial or total disability referable to the neck, back, hips, knees, or heels. Mr. Quinones clearly had preexisting problems with his feet before he even began working for the insured in 2010. He does have some degenerative abnormalities seen on radiographic studies commensurate with his age. However, his various routine activities with the insured over the course of approximately two years did not cause, permanently aggravate, or accelerate these underlying conditions to a material degree. In fact, Mr. Quinones was able to work in a full-duty capacity through 12/31/12 when the restaurant closed. This is notwithstanding a period during which Dr. Piccone authorized him for family medical leave of absence. It is also noteworthy that when he was seen on 07/11/12 by a pain specialist they commented he had been discharged from the care of previous physicians. This would suggest some underlying conflict or drug‑seeking behavior that was not acceptable. The pain specialist in fact did not prescribe him medications at that point. Mr. Quinones continues to take oxycodone from a new family physician whose name is Dr. Robert Williams.

