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Dear Hr. Murphy:

The above naiied claimant was examnined by me on “Ha 3=
which occurred on December 13, 1380. This 32-year old male informed me that he was _
m_;ured ln approximately 1960 when he was driving an<¥EafomoBEIRwisTChow: SRped and

ewad -7y iy ¢ He recalled that two cars struck each other and one of the
cars Careened off tne rlght front end of his car. He was wearing a combination seat belt
and shoulder harness and was turned to the right at the time of the accident. Immediately
thereafter, he ""hurt all over™. Later that day, he walked to Kaiser Permanente Hospital,
where he was examined, treated and released. He was aware of pain in his neck by that
tine.

Tne following day, he was aware of paln in his T '“.’"Zli"a"ck?a’ well as a headache.

He thouyht his symptoms would ‘'go. away''. Approximat%'f&y one to0 two months after the
accident, he came under the care ERIETERaETeEsESITN=and was referred for phyS|caI therapy.
te rece|ved cervical and pelvic traction asr.mwl"ft as Piﬁét packs, massage and ""the electrical
device''. 1t received therapy for approximately two months, three times a week. He con-
tinued under Dr. Shin's care and was given medication. He also had a second course of
physical tnerapy.

In approximately Harch of 1982, he noted the onset of pain radiating down his right leg

to nis heel. He also developed "burning' in the middle three toes with associated tingling.
In Hay of 1382, he was admitted to Southwest General Hospital where a "battery of tests""
were performed. These demonstrated that ''something was putting pressure on the disc™

ur. Shin apparently suggested surgery but the patient declined. He was aiso evaluated by

a urologist for kidney stones. He remained in the hospital for approximately three weeks
ane received physical tnerapy as well as tractlon in bed.

During 1963, he continued under Dr. Shin's care and was last examined by him on
Hovember 10, 1363,

At tne time of this examination, the claimant stated that his neck pain had *"returned"
approximately two to three months ago. He described a burning sensation as well as pain
wnich radiated from the superior aspect of his right shoulder into his neck. This symptom
was increased oy turning his head to the right. tie had pain ' all the time''. His low back
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symptoms were described as a ""tight burning knot'* which radiated into ""both cheeks*". He
also had ''burning' In the posterior aspect of the right thigh and calf as well as the heel.
Ha continued to have ''tingles' In the three middle toes as well as the dorsum of his foot.
Changing from the sitting to the standing position as wall as bending and sitting for
longer than an hour and a half increased his symptoms. A Valsalva maneuver produced only
back pain. He was presently taking Halfon, Valium end Tylenol No. 3 and had taken each

of these msdications on the dey of the examination.

His past medical history Indicated no symptoms referable to his neck or low back prior to
the accident. He had sustained no new injuries. He was not working at the time of the
accident but, subsequently, missed time from work because of his hospitalization and
physical therapy.

When it was noticed that he had extensive burn scars on each hand as well as his right
+ thigh, ne was asked about this. He stated that he had been injured in 1973 and had
sustalned no back injury,

Physical examination revealed a male of approximately his stated age who was of average
propartions., He stated that he was b feet l inch tall and welghed 200 pounds. H&ﬁ#ﬂdid?
from the sitting position withowt dLfflcilty.snis ids I @ rather stiff fashfon?” He,
Sseided sl discendad the cnuun!é?ﬁn;jﬁnh&nfifb shifow. |

v

Examination of his cervical spine revealed normal cervical lordosis without evidence of
paracarvical or trapezius spasm. There was tenderness 1O palpation in the right trapezius.
There was a normal ranga of cervical flexion and extension with approximately ) percent
of right lateral rotatlon and 75 percent of left lateral rotation and lateral bending bi-
laterally. Thasa maneuvers were performed In a cogwheel-like fashion.

Neurological examination of the upper extremlities revealed symmetrically depressed deep
tendon reflexes. Motor power was normal. Sensation was decreased In the area of the scars.

txamination of the lumbosacral spine revealed normal lumbar lordosis without evidence of
paraspinous spasm. There was tenderness to the lightest of palpation in the lumbosacral
area. There was approximately 10 degrees of flexlon and extenslon with approximately
25 degrees of lateral bending bilaterally. He stared that he was unable to perform heel
walking or toe walking. Burns' test was conslderably positive and the claimant stated
that hls back was ‘'locking up"® as he was asked to sit back onto his heels.

Further sxamination revealed that sitting straight leg raising could be accomplished to
the horlzontal bilaterally. Supine straight leg ralsing was restricted to 10 degrees bi-
laterally and accompanied by low back pain. Lasegue's maneuver was negative. Further
neurological examination revealed symmetrical deep tendon reflexes with normal motor
power....There was slight decreased perception of light touch In the Si dermatome on the
right.

Radiographs of the cervical spine revealed no evidence of fracture, dislocation or degen-
erative change.
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Radlographs of the lumbosacral spine and pelvis revealed no evidence of fracture or dis-
location. There was considerable disc spaca narrowing at the L5~5) Interspace.

The materlal forwarded to me has been reviewed and the records of Kalser Permanente Hos=
pital Indlicate the ¢laimant was Iin the emergency room oOn Dscember 13, 1980. The record
is somewnat difficult to Interpret but the impression of the examining physiclan Wes
"Muscle spraln's | haw, raviewed radiougraphs of the cervical and lumbosacral spina
which were obtained on the day of the accident and compared them with those obtained at
the tims of tnls examination. There has been no change in the configuration of elther
the cervical or lumbosacral spine.

In his report of May 20, 1982, Dr. Shin describes his treatment of the claimant between
January 8§, 1981 and February 3, 1981. At the time of the initial examination, approxi-
mately four weeks after the accident, the clalmant had symptoms referable to hls cervical,
thoracic and lumbosacral spine. ""The radiating pain and distal neurovascular status and
radiculitis conditions were not seriously remarkable'™. On January 15, 1981, "Distal
neurovascular status was not changed'. Dr. Shin's diagnoses of "'"Traumatic cervical
myofascltis. Traumatic lumba&r myofascitis!' appear consistent with the symptoms and
physical findings he describes. His diagnosis of '"To be ruled out cervical and lumbar
disc herntation'' IS not consistent with his report.

Records from Southwest General Hospital indicate the claimant was in that facllity
between June 13, 1382 and June 30, 1962. The history and physical examination, dictated
by Or. Shin on "10/17/82", indicates ""The patlent sustained this back injury from an
automobile accident recently and he has had recurrent relapsing severe low back pein
which was greatly associated with distal radicullitis'', O June 25, 1982, a myelogram
was performed and this was Interpreted by the radiologist as showing ""There is Increased
distance between the anterior margin of Metrizamide column and posterior aspect of the
lumbar vertebral oodies at L4=5 intervertebral disc region. This represents most ilkely
a bulgin-annulus. There is no definite evidence of an extradural defect to suggest
herniated intervertebral disc”. n June 14, 1982, electrodiagnostic studies were per-
formad which ware interpreted as demonstrating ''The above findings ara compatible with
minimal radiculopathy at low lumbosacral root fnvolving mostly right S-1 root’*. The
discharge summary, dictated by Dr. Shin on *10-18", lists as a final diagnosis "Herniated
lumbar disc with nerve root compression on the right side'". This diagnosis does not
appear consistent with the records.

Based on the lnformatlon _av,allablep to me,

fac: mat hn ncclnd no madf.ctt t:rtmt Tn th@ f’aur "weeks between the accident and

his firit examinatfon by Dr. Shin, “waw- hospitalFzad approximately 18 months .

-aftansthe-ageldent; ﬂfdo»not”bﬂim' th!s hospltallzation was?zneéessltatad by the” accldent. E

As noted: above, thera s nothlng to indlcate that the clalmant had radlcuTaF symptoms in;
the lTmamdiats post accldent period.
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At the time of thls examination, three years after tho accident, the claimant has symptoms
referable to hls cervical and lumbosacral spine. Although he may have the symptoms which

 he.describes, the multitude of. unusual. physical. findings clearly Indicatessthaswhe: kecuep

‘attempting to exaggerate hin appeyentidleabl¥deg. |n summary, | belleve tha claimant

has no permanent disability directly attributable to the accldent of December 13, 1980.

Very truly yours,

Dennis E. Brooks, M.D.
DB/ anm



