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January 25, 2013

RE:
Susan Orangers

History of Accident/Illness and Treatment: According to the information obtained from the examinee, on 08/28/12 Ms. Susan Orangers was the restrained driver of a motor vehicle at a stop. She heard a crash and did not realize her vehicle was hit. However, she currently relates that she hit her face and her chest hit the steering wheel. She also alleges to have experienced loss of consciousness. Her airbag did not deploy. She reportedly went to an emergency room immediately thereafter. She currently asserts that she injured her back, legs, head, neck, and chest. According to the records provided, she was seen by her family physician, Dr. Alden, on 08/29/12. At that time, she related she was rear‑ended by a truck. She stayed in her car. She complained that she had a whiplash like effect and the ambulance took her to Virtua Hospital Emergency Room where she was prescribed medications due to sprains of the cervical and lumbar spine as well as right leg contusion. Dr. Alden diagnosed her with acute cervical and dorsal sprains, anterior chest wall contusion, and right leg contusion. He prescribed medications, physical therapy, and immediately referred her for orthopedic consultation. He did so again on 11/14/12.

Ms. Orangers was evaluated orthopedically by the nurse practitioner in the office of Dr. Ross on 09/06/12. Physical therapy was prescribed for cervical and lumbar strains. She was reevaluated on 10/04/12 when it was noted she was making slow but steady progress. Additional physical therapy was ordered and she was referred for an MRI of the lumbar spine. It was noted she had also seen a neurologist. On 09/08/12, she did see a neurologist named Dr. Preis. He prescribed numerous medications and recommended chiropractic care, percutaneous nerve stimulation, and other therapy modalities. On 10/11/12, he referred her for cervical and lumbar MRIs. On that same day, he requested precertification for an electroencephalogram. Physical therapy was conducted from 09/10/12 through 11/12/12.

Medical director review was done by Dr. Golden on 10/10/12. He opined the MRI of the lumbar spine was medically necessary. Dr. Mormino performed a neurosurgical medical director review on 10/23/12. He opined MRI of the cervical spine, MRI of the lumbar spine, auditory evoked potential, and EEG with visual evoked potential as well as outpatient office visits were not medically recommended. Ms. Orangers tells me that she continues to see Dr. Alden and Dr. Preis. She has been attending therapy three times per week and recently has been using a TENS unit and exercises. She does have a legal proceeding ongoing in this matter. No injections or surgery have been performed in this case.

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

She is allergic to shellfish, iodine, and Redacat. She does not smoke or drink alcoholic beverages. She is right-handed.

Occupational History: This 62-year-old, married white female was employed as a cashier at Wal-Mart at the time of her accident. She has remained out of work entirely since it occurred. She is unsure whether she plans to be at her regular job in the coming six months. She denies any hobbies, currently or in the past. Her husband has been disabled since 1972 due to diabetes mellitus and a myocardial infarction.

Present Complaints: At the time of the current examination, Ms. Orangers complains of pain in her neck and head. She has back pain going to her legs to the level of the knee when standing. She has pain and numbness in her arms and hands as well as her legs. She cannot extend at the lumbar spine and cannot stand for long periods of time. She denies any bowel or bladder dysfunction. She wears no splints, braces, or supports nor does she use any hand-held assistive devices for ambulation. Overall, her symptoms are staying the same.

CURRENT MEDICATIONS:  Hydrocodone 7.5 mg every four to six hours as needed for pain, diazepam 5 mg three times per day, Voltaren 1% gel every eight hours as needed, all for the motor vehicle accident; levothyroxine 100 mcg once per day, metoprolol 50 mg twice a day, dicyclomine 10 mg three times per day, amlodipine 10 mg once per day, atorvastatin 20 mg per day, and diclofenac sodium 75 mg twice per day.

PHYSICAL EXAMINATION

VITAL SIGNS: 

Ht:
5’0”

Wt:
173 lbs.

Pulse:
74

BP:
130/78

GENERAL APPEARANCE: The examinee is an adult white female mesomorph who is well developed but obese, in no acute distress, who appeared appropriate for her stated age. A directed orthopedic examination was conducted in the presence of a same gender medical chaperone. The examinee was hard of hearing.

HEAD/EYES/EARS/NOSE/THROAT: Examination of the head found it to be normocephalic. There was no tenderness by palpation of the skull or facial bones. Sclerae were anicteric and there was no corneal or conjunctival injection. The extraocular muscles were intact. Pupils were equal and reactive to light and accommodation. Fundi were unremarkable by undilated exam. External ear canals were clear. There were good light reflexes at the tympanic membranes bilaterally. The nares were patent and the septum was midline. There was no pharyngeal exudate. The tongue was midline. Dentition was satisfactory. There was no palpable thyromegaly or cervical adenopathy.

NEUROLOGIC: Alert and oriented to time, place, and person. Speech was clear and coherent. Tongue was midline. Cranial nerves II-XII were grossly intact. There were no lateralizing signs. Gait was steady. Romberg maneuver was negative and no ataxia to tandem gait was detected. No pronator drift was evident. There was normal finger-to-nose and heel-to-shin testing. Rapid alternating hand movements were completed satisfactorily. 

She had full range of motion of the upper and lower extremities. Deep tendon reflexes were symmetric. Strength and sensation was intact. No signs of incoordination or dysequilibrium were present.

UPPER EXTREMITIES: Inspection of the upper extremities revealed no bony or soft tissue abnormalities. Inspection revealed 10 well-manicured fingernails. There were no scars, swelling, atrophy, or effusions. Skin was normal in color, turgor, and temperature. Motion of both shoulders was full without crepitus but elicited tenderness. Motion of the elbows, 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 was breakaway throughout the entirety of both upper extremities and elicited verbal complaints of low back tenderness. There was no significant tenderness with palpation of either upper extremity.

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. Inspection revealed swelling of both ankles but no atrophy or effusions. Skin was normal in color, turgor, and temperature. Motion of the right knee was full with crepitus but no tenderness. Motion of the left knee as well as both hips and ankles was full in all planes without crepitus or tenderness. Deep tendon reflexes were 2+ at the patella and Achilles bilaterally. Peripheral pulses were intact bilaterally. Pinprick sensation was diminished subjectively in a global distribution involving the right lower extremity but was intact on the left. 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.

CERVICAL SPINE: Inspection of the cervical spine revealed normal posture and lordotic curve with no apparent scars. Active flexion was full to 50 degrees. Extension was limited to 35 degrees, rotation right to 40 degrees and left to 15 degrees, side bending right to 40 degrees and left to 30 degrees. She demonstrated facial grimacing and voluntary guarding with range of motion. There was superficial global tenderness to palpation throughout this region in the absence of spasm. Spurling’s maneuver elicited what she described as exquisite tenderness in her cervical spine.

THORACIC SPINE: Inspection of the thoracic spine revealed an increased kyphotic curve, but no apparent scars. There was superficial global tenderness to palpation throughout this region in the absence of spasm. Range of motion was accomplished fully in flexion, extension, rotation, and side bending 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 footdrop was evident. No hand-held assistive device was required for ambulation. She declined walking on her heels, but was able to walk on her toes complaining of low back tenderness while doing so. She changed positions slowly and with facial grimacing. She was able to squat to 25 degrees complaining of low back tenderness. Inspection of the lumbosacral spine revealed a decreased lordotic curve but no apparent scars. She sat comfortably at 90 degrees lumbar flexion but actively flexed to only 15 degrees and extended to 0 degrees. Bilateral rotation and side bending were accomplished fully. There was superficial global tenderness to palpation throughout this area in the absence of spasm. Sitting straight leg raising maneuvers elicited only low back tenderness bilaterally at 90 degrees with no extension response or radicular symptoms. Slump test was negative bilaterally. Supine straight leg raising maneuvers elicited only low back tenderness bilaterally at 70 degrees with no radicular symptoms below the knees. Braggard’s, Linder, and bowstring’s maneuvers were negative for neural tension. There were positive reverse flip maneuvers bilaterally. There were positive axial loading, trunk torsion, and Hoover tests, all for symptom magnification.

X-RAYS/TESTS: I had the opportunity to review an MRI of the lumbar spine done at the MRI Diagnostic Center on 10/15/12. This showed diffuse degenerative disc disease with bulging and facet joint hypertrophy throughout the spine. There was a grade I spondylolisthesis with moderate spinal stenosis and bilateral foraminal stenosis at L4-L5.

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. 

On 08/28/12, Ms. Susan Orangers, a 62-year-old female, was involved in a motor vehicle accident. As a result of this, she was diagnosed with cervical and lumbar sprains and a right leg contusion. These are related to the said motor vehicle accident. These are borne out in the record review in terms of objective findings. However, this is not borne out on my current clinical examination. The current clinical examination of Ms. Orangers in the presence of a same gender medical chaperone demonstrated numerous signs of symptom magnification as highlighted above. Her MRI of the lumbar spine demonstrated the expected degenerative abnormalities in someone of her age and body habitus. There were no acute abnormalities identified in this study.

Ms. Orangers to date has received a protracted course of conservative measures including various medications, absence from work, and a variety of passive physical therapy modalities. These have long since outlived their efficaciousness. Accordingly, she has reached maximum medical improvement from family practice care. Further treatment within this speciality is not reasonable or necessary for the injury sustained as a result of the accident of 08/28/12. Similarly, she does not require any further diagnostic testing with respect to this accident. Ongoing family practice treatment is not medically reasonable, necessary, or causally related to this accident. Ms. Orangers’ request for essential services is not appropriate, medically necessary or causally related to the accident. Her claim for lost wages is chronologically related to this motor vehicle accident, but in my view was not medically necessary after the first few weeks out from the acute event of 08/28/12. Ms. Orangers’ subjective complaints are extremely disproportionate to the mechanism of injury and objective findings in this case.

