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ALASKA WORKERS' COMPENSATION BOARD

P.O. Box 115512
Juneau, Alaska 99811-5512

	REMEDIOS V. MOW, 

                                               Employee, 

                                               Applicant,          

                                               v. 

PETER PAN SEAFOODS, INC.

                                               Employer,

                                               and 

TOKIO MARINE c/o SEABRIGHT

INSURANCE CO.,

                                              Insurer,
                                              Defendants.
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	        INTERLOCUTORY  

        DECISION AND ORDER

        AWCB Case No.  200907878

        AWCB Decision No.  11-0043 

         Filed with AWCB Anchorage, Alaska

         on  April 13, 2011

	
	)
	


Remedios Mow’s (Claimant) two Petitions for Second Independent Medical Examination (SIME) were heard in Anchorage, Alaska, on March 24, 2011.  Claimant appeared telephonically with her husband, Victor Mow, as her non-attorney representative.  Attorney Elise Rose appeared on behalf of the employer and insurer (collectively, Employer).  Adjuster Thomas Lampman also attended. Claimant testified by video deposition with the assistance of a Tagalog interpreter.  Claimant’s representative expressed Claimant’s intention to go forward at hearing in the absence of a Tagalog interpreter.
  No additional witnesses were called.  

During the hearing, having found the existence of medical disputes, and a substantial gap in the medical evidence pertaining to causation of Claimant’s continuing symptoms, medical stability, treatment recommendations, and degree of impairment, the board entered an oral order for an SIME under AS 23.30.095(k) and AS 23.30.110(g). This written decision and order memorializes that oral order.  Because an SIME was ordered, the merits of Claimant’s multiple workers’ compensation claims (WCC) seeking temporary total disability (TTD) benefits, medical costs, permanent partial impairment (PPI) benefits, job dislocation benefits, penalties, interest and a finding of unfair and frivolous controversion, were not considered at this hearing.  Claimant’s numerous additional petitions were considered on March 24, 2011, however, and will be addressed in a separate decision and order to follow.  The record closed at the hearing’s conclusion on March 24, 2011.  

ISSUES

Claimant contends there are numerous medical disputes between Claimant’s treating physicians and Employer’s medical evaluators (EME), and significant gaps exist in the evidence, to support an order for an SIME.

Employer does not object to an SIME should the board determine an SIME would be helpful, but contends there is no significant medical dispute between Claimant’s attending physicians and EME physicians, and an SIME with multiple physicians would result in unreasonable delay and expenditure given the absence of any actual medical dispute.

Should an SIME be ordered?  If so, on what issues, and by what specialist or specialists should it be conducted?

FINDINGS OF FACT

Evaluation of the record as a whole establishes the following facts and factual conclusions by a preponderance of the evidence:

1) On June 13, 2009, Claimant was injured at Employer’s King Cove, Alaska fisheries facility when a forklift hit her from behind as she was walking, knocked her down, rolled over her left lower leg, ankle and foot, then reversed direction and rolled back over her left lower extremity again. The forklift driver’s vision was obscured by a blowing plastic tarp on his pallet load.  (Report of Injury, 6/13/09).  Claimant is hard of hearing.  (record).  
2) Claimant was seen at the clinic in King Cove, placed in a splint, and transported to Providence Alaska Medical Center (PAMC) in Anchorage for further evaluation and therapy.  (PCC Ambulatory Encounter Record June 13, 2009).  
3) Employer accepted compensability, and began paying temporary total disability (TTD) benefits effective June 13, 2009.  (Compensation Report).
4) On June 14, 2009, Claimant was seen in the PAMC emergency room.  She was complaining of pain mainly in her ankle. Physical examination revealed a left leg swollen over the distal tibia/fibula,
 with swelling and ecchymosis
 also at the dorsum of the foot.  An abrasion over the left distal fibula
 was noted, as was one suture placed by the King Cove clinic, and a small cut above the lateral malleolus.
  Claimant reported pain with range of motion of the ankle.  Her distal sensation and circulation were intact.  She had good dorsal pedal pulse and her capillary refill was normal.  An x-ray of the left foot, ankle and tibia/fibula revealed a fracture of the distal fibula.  She was diagnosed with fracture of the left ankle, and crush injury in the left lower leg and foot.  No compartment syndrome
 was evident.  She was placed in a posterior splint, given crutches, advised to ice and elevate the leg, and follow up with orthopedist Douglas Prevost, MD, of Anchorage Fracture and Orthopedic Clinic (AFOC).   (PAMC Emergency Room Note, John Hall, MD, June 14, 2009).  Her injuries were described to her in the PAMC Discharge Instructions as:
FRACTURE DISTAL FIBULA:  You have a fracture at the end of the fibula, the smaller bone in the lower leg.  The fracture is across the bony bump on the outer side of the ankle.  This fracture will usually heal well, but must be protected from the pull of ligaments and tendons at the ankle. If this fracture rotates out of position (or is felt likely to rotate), it must be operated on.

Initially the extremity should be kept elevated, with ice packs applied frequently.  This fracture is usually treated with a cast or walking boot.  If a walking boot has been selected, it is critical that it NOT be removed without the doctors [sic] approval, not even for sleeping or baths. 

Healing of this fracture takes about four to eight weeks.  Younger patients heal more quickly.  An X-ray is usually required during healing to check for complications and to assess healing…

CRUSH INJURY:  Your injury caused a crushing of the tissues.  Crush injuries can include skin damage, bleeding within the tissues (hematoma), and muscle injury.  Sometimes the crushing damages a nerve or artery.  This usually heals without surgery.  If there is a break in the skin with the crushing, it is more prone to infection and takes longer to heal than other cuts.  

Crush injuries may take a long time to heal.  In severe cases, there may be actual death of tissues—for example, the skin may turn black and become a “scab.”  Crush injuries vary in the amount of pain they cause, and in the length of time required for healing.  Typically, the area will become bruised, and will remain painful to touch for two or three weeks.  However, most patients are back to working and playing within a few days.  After the initial period of rest, elevation, and cold-packs, your symptoms (together with the doctors [sic] recommendations) will determine how rapidly you can get back to full activity.  Usually this means, “do what feels okay, but do not do things that hurt.”  If re-examination was recommended, it is important to follow up as instructed… (PAMC Discharge Instructions). 

5) On June 19, 2009, Claimant was evaluated by Dr. Prevost, who diagnosed crush injury to the left foot and ankle region, and left distal fibula fracture with minimal displacement.  He noted an occult ligamentous injury, such as a Lisfranc fracture, could also be present.  Claimant was placed in a short leg cast, given a cast boot, told to bear weight as tolerated, and given a prescription for a wheelchair with leg supports. (Dr. Prevost Office Note, June 19, 2009).
6)  On July 1, 2009, Claimant returned for follow up with Dr. Prevost, who noted Claimant reporting continuing pain, particularly in the lateral side of her ankle.  Dr. Prevost noted Claimant’s swelling had decreased, she had wrinkles in her forefoot, and she was able to move her toes.  Three x-ray views showed a non-displaced distal fibula fracture, ankle mortise
 concentrically reduced, and no osteochondral
 defects or other fractures or dislocations seen.  Dr. Prevost’s impression was “Left ankle distal fibular fracture without displacement.”  (Dr. Prevost Office Note, July 1, 2009).
7) On July 17, 2009, Claimant again returned for follow up with Dr. Prevost, reporting severe pain in her left ankle and foot, reporting her lower back painful, and requesting an evaluation of her back complaints.  Claimant’s husband explained Claimant’s back has been painful for her since the injury occurred, but her foot has been the predominant problem.  Dr. Prevost noted Claimant has not been bearing weight on the left lower extremity and has been unwilling to be mobilized out of the wheelchair. He noted Claimant was neurologically and vascularly intact.  Physical examination of Claimant’s lower back showed tenderness in the lower lumbar spine, particularly on the left.  Dr. Prevost noted Claimant was limited by pain, complaining of pain when moving her toes, minimal motion of her ankle was seen due to complaints of severe pain, and Claimant will not bend her knee much, will not stand, and straight leg raising causes pain.  New radiographs showed the non-displaced distal fibula fracture uniting uneventfully, ankle joint mortise concentrically reduced, no osteopenia
 noted, nor other fractures or dislocations noted.  Lumbar spine radiographs showed mild degenerative changes most marked at L5-S1, some evidence of scoliotic deformity with the apex towards the right measuring 15 to 20 degrees, and a suggestion of right and left hips dysplasia noted on the AP of the lumbar spine.  Dr. Prevost discontinued the cast, placed Claimant into a CAM walker, encouraged her to work aggressively to regain motion and function to prevent complications, and emphasized the importance of physical therapy (PT), bearing weight and walking.  (Dr. Prevost Office Note, 7/17/2009).  Claimant was evaluated for PT by Annette L.  Rohde, PT, in the AFOC PT department on July 21, 2009, and attended PT on July 24, 27, 29, 31; August 3, 5, 7, 10, 12, 14, 17, 21, 25, 27, 31;  September 2, 4, 9, 14, 16, 18, 21, 23, 25, 28, 30; October 2, 5, 7, 9, 12, 16, 19, 21, 26, 28; and November 2, 4, 9, 11, 16, 18, 23, 25. (AFOC PT Notes).
8) On August 4, 2009, Claimant was seen in Dr. Prevost’s office by PA-C David Wonchala.  PA Wonchala noted hypersensitivity to light palpation over her generalized complete ankle and foot area.  She had old evidence of healing fracture blisters on her lateral side, no signs of drainage or infections, pulses were good, she was able to flex and extend her toes, though appeared to have discomfort with movement.  PA Wonchala noted mild discoloration of her left lower extremity, no calf tenderness on compression, no obvious erythema
 or increased skin temperature.  New x-rays were taken revealing “good, acceptable alignment.”  He advised Claimant to perform home range of motion and massage therapy periodically throughout the day.  She was encouraged to move her toes and to keep elevated, to continue her CAM Walker and start increasing weight-bearing as tolerated.  She was given a prescription for a front-wheeled walker to help start with her self-ambulation weight-bearing status.  (PA-C Wonchala Office Note, August 4, 2009).

9) On August 18, 2009, Claimant returned as scheduled for follow-up with Dr. Prevost.  He noted Claimant has had significant severe pain and has had a great deal of difficulty being mobilized and progressing in physical therapy, though has made some recent progress, and is beginning to bear some weight on her left foot and ankle.  On physical examination Dr. Prevost noted decreased sensitivity to the left foot and ankle region as compared to previous examinations, with soft tissue swelling having decreased significantly.  He noted some skin changes consistent with the traumatic event, including evidence of previous bruising and contusion about the foot and ankle region, tenderness diffusely but not particularly tender overlying the distal fibula, which new radiographs showed evidence for fracture union, no osteochondral defects, no other fractures of dislocations, and no disuse osteopenia noted.  He opined, however, “she does show signs of reflex sympathetic dystrophy and I am concerned that this has developed.”  He assessed “Probable reflex sympathetic dystrophy of left lower extremity status post crush injury to foot and ankle region, and united left distal fibula fracture.  He recommended Claimant continue physical therapy, continue weight-bearing as tolerated, emphasized the importance of regaining motion and function, discussed the slow progress made thus far, and the diagnosis of reflex sympathetic dystrophy (RSD).
  He recommended an evaluation for consideration of a sympathetic nerve block given the probable reflex sympathetic dystrophy that is present, and referred Claimant to Advanced Medical Centers of Alaska for evaluation and a sympathetic nerve block.  Claimant was to continue PT and weight-bearing as tolerated.  Claimant was to follow up with Dr. Prevost after evaluation for a sympathetic nerve block. (Dr. Prevost Office Note, August 18, 2009; Referral for sympathetic nerve block, August 18, 2009).

10) On September 9, 2009, Claimant was seen for left knee swelling and complaint of a protruding bone on the lateral side of her knee by orthopedist Declan Nolan, MD, also of AFOC.  She reported no interim injury.  On physical examination Dr. Nolan noted a very apprehensive patient who resists even light touch, and complains of pain with gentle examination.  Examination revealed left knee full range of motion, no effusion, no locking.  Dr. Nolan noted a tense, soft tissue-appearing ganglion cyst on the lateral side of the knee, “patient’s ankle looked very good today, although she was quite sensitive to even my indirect palpation.” He noted no significant swelling.  X-rays taken of the left knee showed an intact knee without acute bone or joint abnormality.  Dr. Nolan diagnosed acute ganglion of the left knee on the lateral side, probably posttraumatic, and “healing distal fibular fracture of the left ankle.”  He advised Claimant and her husband the ganglion cyst
 is not critical and will likely go away by itself, and she should continue with treatment recommendations per Dr. Prevost.  He stressed to Claimant’s husband she is unusually protective, and needs to touch her ankle, move it, carry on with the treatment, and should not be worried about ruptured veins and the like, which will interfere with her recovery. (Dr. Nolan New Problem Chart Note, September 9, 2009). 

11) On September 18, 2009, at Employer’s request, Claimant was seen for an employer’s medical evaluation (EME) by orthopedist John Ballard, MD.  He examined Claimant and reviewed medical records from the June 14, 2009 PAMC emergency room visit, through an August 21, 2009 PT note.  Dr. Ballard diagnosed lumbosacral strain, left distal fibular fracture, and chronic left foot and ankle pain, possible RSD
 versus disuse.  Dr. Ballard opined Claimant’s lumbosacral strain, left fibular fracture and skin changes along the lateral foot and distal fibula were the result of the work injury.  He opined the cause of the left ankle swelling, pain, and increased sensitivity could be due to reflex sympathetic dystrophy or due to disuse.  He did not rule out the work injury as the cause of either reflex sympathetic dystrophy or disuse.  He concluded there is no other cause outside of her work injury for her current symptomatology, including the lumbosacral strain, fibular fracture, and symptoms in her left foot and ankle.  Dr. Ballard opined Claimant was not medically stable, her outlook for recovery is poor unless intervention is undertaken with a specialist in RSD, and recommended referral to Lynne Adams Bell, MD, for her opinion on the cause of Claimant’s persisting left lower extremity symptoms.  He opined Claimant is not having the typical recovery from her soft tissue injuries, and the fibular fracture does not account for her significant complaints of pain and inability to bear weight on her left lower extremity.  He further opined “I do not think I would start with sympathetic blocks as suggested by Dr. Stinson.”
  (Dr. Ballard EME Report, September 18, 2009).

12) On September 28, 2009, a PT Progress Report notes the PT’s opinion Claimant’s severe gait compensation is causing lower back and hip pain.  (AFOC PT Note, September 28, 2009).

13) On September 29, 2009, Claimant was again seen by Dr. Prevost, who noted Claimant having “quite a bit of difficulty recuperating” from her significant soft tissue injury to her left foot and ankle, and her non-displaced fibular fracture.  Based on her slow progress he noted his belief she has RSD in her left foot and ankle region.  He noted Claimant’s complaints of left knee pain, of a prominence overlying her fibular head, left greater trochanteric region
 pain, low back pain, and tenderness on the medial side of her left knee in the region of her pes tendons.  On physical examination of Claimant’ left foot and ankle region, Dr. Prevost noted residual signs of the contusion and crush injury she sustained, restricted range of motion, left knee region shows prominence of the left fibular head compared to the right fibular head, tenderness along the course of her pes tendons as they insert into the pes anserinus,
 left greater trochanteric region tender to palpation.  Reviewing new x-rays taken of the left ankle, he noted some mottled appearance to the tibia and the foot and ankle bones, and possible suggestion of an osteochondral defect in the medial talar dome.
 He recommended a magnetic resonance imaging (MRI) of the left foot and ankle to more fully evaluate and document any chondral injury; believed it reasonable she could have sustained a subluxation or dislocation of her proximal tibia-fibula joint, and delayed further testing of her knee pending the results of the RSD treatment and of the foot and ankle MRI.  He recommended Claimant continue PT, found disuse osteopenia suggested, and possible osteochondral defect in the medial talar dome.  The previously noted distal fibular fracture appeared to have united uneventfully.  (Dr. Prevost Office Note, 9/29/2009).  The MRI took place on September 29, 2009.  Radiologist Peter D. Franklin MD noted a non-displaced fibular fracture appearing nearly healed, chronic changes consistent with remote “high ankle sprain” as well as lateral ligamentous complex sprain, and mild tibiotalar and subtalar arthrosis.  (Dr. Franklin MRI Report, September 29, 2009). 

14) On October 13, 2009, on referral from Dr. Prevost, Claimant was seen by Grant T. Roderer, MD, of Advanced Medical Centers of Alaska.  On examination Dr. Roderer noted left foot swelling over the dorsal surface and over the lateral malleolus, evidence of cyanosis
 of the left foot and ankle, decreased range of motion of the left ankle in inversion and eversion, plantar flexion and dorsiflexion, secondary to pain.  He noted temperature asymmetry with the left foot below 94 degrees and not registering on the temperature sensor and the right foot being 94 degrees.  Dr. Roderer noted increased hair formation over the left foot and leg.  He diagnosed chronic left foot and ankle pain status post work-related crush injury, and complex regional pain syndrome type 2 (CRPS), or causalgia, secondary to work injury, and further noted:

The patient was originally sent for a lumbar sympathetic plexus block.  I had asked that I evaluate her before performing the procedure.  She has fairly profound color changes over her left foot and ankle and significant disability in ambulation.  She reports significant levels of pain but has difficulty with current pain medications due to nausea and vomiting.  I discussed the patient’s physical examination and my findings with the patient’s husband and her today.  She may be a candidate for a lumbar sympathetic plexus block.  I am concerned about her continuing disability as well as what appears to be an inability to fully participate in physical therapy.  I did briefly discuss with the patient a trial of spinal cord stimulation to decrease the patient’s pain symptoms and allow her to more fully participate in rehabilitation of the left foot and ankle.  I also briefly discussed starting Lyrica for her pain symptoms.   (emphasis added). (Dr. Roderer Consultation Note, October 13, 2009).

15) On October 14, 2009, Claimant returned for follow-up with Dr. Prevost.  From Dr. Prevost’s chart note, it appears he did not have Dr. Roderer’s report, and relied for his information on Claimant’s reporting.  On examination Dr. Prevost assessed status post crush injury to left foot and ankle region secondary to work-related injury, status post left non-displaced fibular fracture, non-united, probable RSD of the left lower extremity in the foot and ankle region, and a tight Achilles tendon in the left ankle.  Dr. Prevost discussed with Claimant the issue of an implanted spinal cord stimulator versus a sympathetic nerve block, noted his experience with treating RSD is limited, and he would defer to Dr. Roderer’s recommendation.  He explained that long-term pain relief with a spinal cord stimulator is attractive, given the probable long-term need for pain control, that if a sympathetic nerve block is considered, more than one block may be needed, and encouraged the family to follow-up with Dr. Roderer for these matters.  Dr. Prevost noted and discussed with Claimant there is a contracture developing in the left Achilles tendon, and if Claimant is not able to work aggressively to regain motion, she may require a tendo Achilles lengthening procedure, but noted in general the undesirability of operative intervention in patients with RSD.  (Dr. Prevost Office Note, October 14, 2009).

16) On October 21, 2009, Claimant was admitted to the PAMC Emergency Room at 4:15 p.m. for a one drop of blood nosebleed.  Eva Carey, MD, the emergency room physician noted Claimant’s husband noticed she had a little drop of blood from her right nose.  They wiped it away and it did not return.  He was concerned and wanted her to be checked because he did not know if it was related to a traumatic injury to her left leg that occurred back in June.  Dr. Carey assessed transient mild right epistaxis (nosebleed) – resolved.  She noted there was no site for bleeding and only one drop came out.  She recommended humidification at home, topical antibiotic, apply pressure if the bleeding restarts, and to return only if bleeding cannot be controlled within 10 minutes.  (PAMC Emergency room record, October 21, 2009).  

17) On November 7, 2009, at the request of Employer, and on referral from EME Dr. Ballard, Claimant was seen by Lynne Adams Bell, MD, for a further EME.  Dr. Bell noted Claimant’s chief complaints as left knee, hip, and back pain, as well as left foot and ankle pain with ankle stiffness.  Dr. Bell examined medical records beginning with the June 14, 2009 PAMC Emergency Room records, through and including Dr. Roderer’s October 13, 2009 evaluation, and Dr. Prevost’s October 14, 2009 chart note.  She did not have any records beyond Claimant’s October 14, 2009 follow-up with Dr. Prevost.  On physical examination Dr. Bell noted the left calf was “quite atrophied” at 29.0 centimeters versus 34.0 centimeters on the right.  Dr. Bell noted audible and palpable crepitus under the left patella with flexion and extension movements of the left knee.  Dr. Bell noted color changes consistent with her abrasions and laceration suffered as a result of her foot being crushed while laying on top of gravel.  She noted normal and symmetrical hair growth in both legs, and normal nail growth symmetrically.  The obvious atrophy of the left calf Dr. Bell noted as likely the result of disuse.  She found the left foot mildly hypothermic relative to the right.  She noted the atrophy of Claimant’s calf and quadriceps, and crepitus of the left knee are a common consequence of loss of quadriceps muscle tone.  She found no clinical findings indicating a nerve injury underlying her chronic pain complaints, and opined her clinical profile of stocking distribution numbness, give-way weakness and profound disuse is most consistent with a psychogenic origin of her chronic pain and disability, though opined an electromyography (EMG)/nerve conduction velocity (NCV) study would be appropriate to determine some additional neuromuscular condition as the source of the muscle atrophy.  She believed Claimant would benefit from a formal psychiatric evaluation with MMPI profile to the extent a valid one could be performed despite the language barrier and potential cultural barriers.  She opined Claimant would not benefit from implantation of a spinal cord stimulator, based on her belief she does not have evidence of a peripheral nerve injury.  She opined it was possible Claimant would respond to a lumbar sympathetic block with a placebo effect, however, the response would be short lived.   She agreed Claimant’s pain complaints in her back, hip and knee were due to mechanical disturbances associated with her altered gait pattern and disuse atrophy.  She recommended addition of an anti-inflammatory given her “severe patellofemoral crepitus.”  Responding to Employer’s questions, Dr. Bell noted the work injury was the substantial cause of all of Claimant’s diagnoses, including the mechanical consequences of her altered weight-bearing as a result of the accepted injury.  In addition to a psychiatric evaluation, Dr. Bell recommended an EMG/NCV study to rule out plexopathy,
 radiculopathy,
 or some other neuromuscular disorder that may be contributing to her pain, weakness, numbness, and muscle atrophy.  She recommended continuing PT, and a night splint to prevent further Achilles tendon shortening, which she stated “should not be delayed.”  She believed a spinal cord stimulator “absolutely contraindicated,” and not within the realm of medically acceptable medical practices under the facts in this case, stating it would not be effective in treating the underlying cause of Claimant’s pain since she believed there to be a significant psychogenic component to her pain, and is reasonable only as a last resort in treating patients with known objectively verifiable nerve injury as the source of their persistent pain.  She further opined lumbar sympathetic nerve blocks were not indicated, stating there are far less expensive and less invasive means of achieving placebo effect including local anesthetic creams and oral medications.  Dr. Bell recommended Claimant submit to  an independent psychiatric evaluation with MMPI profile before any further treatment is undertaken, to the extent a valid one could be performed despite the language barrier and potential cultural barriers.  (Dr. Lynne Adams Bell EME Report, November 7, 2009).   

18) On December 2, 2009, Claimant returned for follow-up to Dr. Prevost, having continued with PT throughout October and November.  Dr. Prevost noted Claimant’s crush injury resulted in symptoms consistent with RSD, and she has seen Dr. Roderer for evaluation for RSD, Dr. Roderer recommended a spinal cord stimulator, and Claimant has declined that treatment.  He noted Claimant had been attending PT regularly with some improvement, though she continues to walk with a significant limp and has significant complaints of pain and dysfunction.  He noted she has developed a contracture of her Achilles tendon, with inability to dorsiflex her foot above approximately 5 degrees of plantarflexion.    He was unable to get Claimant’s foot into a neutral position.  He assessed status post crush injury of the left foot and ankle region following a work-related injury, RSD of the left lower extremity, and contracture of the left heel cord.  Dr. Prevost continued to recommend PT.  He discussed the possible need for an Achilles tendon release if the foot remains unable to get into a dorsiflexed position.  He believed Claimant had made progress since her last visit, so he intended to see how she did over the next six weeks, and authorized further PT.  If she was not then able to get her foot into a dorsiflexed position, he would recommend a percutaneous Achilles tendon release, and then possible casting in the dorsiflexed position.  Claimant had an appointment to see Dr. Vermillion and should follow up with him thereafter to discuss his recommendations.  No record from Dr. Vermillion appears in the agency file.  (Dr. Prevost chart note, December 2, 2009).

19) On December 3, 2009, Claimant wrote a formal letter to Dr. Prevost advising him she was changing treating physicians, and would be obtaining treatment from another orthopedic surgeon.  (Claimant letter to Dr. Prevost, December 3, 2009).

20) On December 16, 2009, Claimant wrote another formal letter to Dr. Prevost, inquiring why she had not received a response to her request for a referral for a second surgical opinion, and asserting “Under the law I have a right to a timely referral,” citing the Alaska Supreme Court’s decision in Weidner v. Hibdon, and accusing Dr. Prevost of delaying necessary treatment and compromising her compensation benefits, for which she is “totally dependent for food and rent,” by his “continuing non-response to my request.”  Although having notified Dr. Prevost on December 3, 2009 she was changing physicians, which letter did not contain a request for a referral, she accused Dr. Prevost of refusing to treat her, stating “I deserve the courtesy of a response in writing on your refusal to facilitate a referral to an orthopedic surgeon for a second opinion.  If you are refusing to provide me with further treatment then you must under the law notify me in writing and give me an explanation as to why you are terminating the physician-patient relationship.” (Claimant letter to Dr. Prevost, December 16, 2009).

21) On December 18, 2009, Dr. Prevost responded personally to Claimant’s letters:

Due to the fact that the trust relationship required between physician and patient has been harmed, you are hereby notified that the physicians and physical therapists of the Anchorage Fracture and Orthopaedic Clinic are withdrawing from further professional attendance upon you…You should act promptly to contact another physician so that one will be available to you for your future medical needs…We will be available to attend you and your family for a period of no more than fifteen (15) days from the date of this letter…If you need assistance in finding a new physician, the physician referral line number at Providence Alaska Medical Center is 261-4900, and the Alaska Regional Hospital physician referral line number is 1-800-265-8624.  (Dr. Prevost letter to Claimant, December 18, 2009).

22) On December 21, 2009, responding to the request of a rehabilitation specialist appointed to determine Claimant’s eligibility for reemployment benefits, Dr. Prevost opined Claimant will not have the physical capacities to perform in the future as a fish cleaner or child monitor.  (Dr. Prevost responses to November 20, 2009 letter from rehabilitation specialist Thomas E. Torvie).  

23) Dr. Prevost responded to a letter from adjuster Tom Lampman, noting Claimant will likely be able to only perform sedentary work in the future, she will have a permanent partial impairment (PPI) as a result of the June 13, 2009 work injury, she had not reached maximum medical improvement, and he did not perform PPI evaluations.  (Dr. Prevost responses to December 21, 2009 letter from Tom Lampman, Senior Claims Examiner).

24) On January 29, 2010, Dr. Ballard prepared an Addendum to his earlier EME report, after having been provided PT notes from November, 2009, Dr. Bell’s EME Report, Dr. Prevost’s December 2, 2009 chart note, copies of letters written by Claimant to a variety of people on November 25, 2009, December 16, 2009, December 18, 2009, and December 21, 2009, and Dr. Prevost’s December 21, 2009 opinion Claimant would only be able to perform sedentary work in the future and she had not yet reached maximum medical improvement.   Relying on his colleague Dr. Bell’s description of additional medical records from the period August 18 and October 14, 2009,  and her opinion, Dr. Ballard responded to questions asked of him by Employer, and opined Claimant is not a candidate for any further surgery, including sympathetic nerve blocks or a spinal cord stimulator, nor does he believe an Achilles tendon lengthening will make any improvement in Claimant’s symptoms or change her subjective complaints.  He opined Claimant was medically stationary as of the date of his report, January 29, 2010.  He rated Claimant with a 5 percent whole person permanent impairment, and opined Claimant could not return to her previous employment as a fish cleaner or child monitor.  Among the correspondence reviewed by Dr. Ballard was a letter from Claimant stating she was relocating to Florida, and reportedly claiming Dr. Prevost “has been unwilling and unable to provide her with the necessary treatment.”  (Dr. Ballard EME Report, January 29, 2010).  
25) On February 16, 2010, Employer filed its first Controversion Notice, denying all benefits relating to “the knee, left side and left hand conditions,” stating no medical reports had been received reflecting treatment of these conditions, which did not arise out of or in the course and scope of employment, and the work injury was not the substantial cause of those conditions.  (Controversion Notice, dated February 12, 2010).
26) On February 18, 2010, Claimant was seen in the emergency room at the University of Miami Hospital, complaining of left ankle instability, with grinding, tightening and pain, and swelling and tingling of her left arm.  She noted her work injury of June, 2009, and denied recent injury.  X-rays were taken of Claimant’s left ankle, knee and foot.  The left knee and foot x-rays were within normal limits.  The left ankle x-ray noted an old indentation about 2 cm. above the lateral malleoli suggesting probable old lesion in this area, and osteoporosis but no fracture or dislocation.  (X-ray reports, Adolfo Maldonado, MD, February 18, 2010).  Claimant was diagnosed with sprained ankle, given Percocet for pain, advised to stay off the injured leg as much as possible, and to ice it three to four times a day for the next two days.  (University of Miami Emergency room note, February 18, 2010).
27) On February 25, 2010, Employer filed a second Controversion Notice, denying all benefits relating to “the knee, left side and left hand conditions,” stating no medical reports had been received reflecting treatment of these conditions, which did not arise out of or in the course and scope of employment, and the work injury was not the substantial cause of those conditions.  (Controversion Notice, dated February 23, 2010).
28) On February 26, 2010, Claimant wrote Employer notifying she had selected Florida  physicians, Thomas P. San Giovanni, MD, or Jeffrey Worth, MD, to provide reasonable and necessary medical treatment for her work-related injuries, noting “Dr. San Giovanni will bring the total to 3 physicians/providers I have chosen to provide medical treatment.”  Employer replied the same day:  “We have received multiple letters stating that Ms. Mow is designating different physicians as her treating physician.  The latest is Dr. San Giovanni.  To each physician that she has designated, we have forwarded a letter confirming that the claim is open and requesting that billings and medical reports be provided.  Please advise Ms. Mow that if she is in “dire need of medical treatment” she needs to actually see a physician, rather than merely sending letters designating doctor after doctor as her treating physician.  The employer and carrier cannot direct her medical treatment and cannot continue to provide letters and copies of Ms. Mow’s records indefinitely.” (Claimant letter to Ms. Rose, February 26, 2010).
29) On March 4, 2010, Claimant wrote two separate letters to Employer designating two additional physicians, Michael Shereff, MD, and Roy Sanders, MD, as her attending physician.  (Claimant letters to Drs. Shereff and Sanders, March 4, 2010).
30) On March 5, 2010, Employer wrote to both Dr. Shereff and Dr. Sanders, confirming to both Claimant had an open workers’ compensation claim, they should submit a treatment plan and all medical reports and billings reflecting any treatment of Claimant to the assigned adjuster, and enclosing copies of Claimant’s medical records.  Employer wrote identical letters to other Florida physicians Claimant notified it would be treating her, including Richard Strain, MD, George L. Caldwell, Jr., MD, and Steven Steinlauf, MD.  The evidence reflects Claimant, after receiving a copy of Employer’s letters to each designated physician notifying there was an open workers’ compensation claim, wrote formal letters to the physicians seeking a return telephone call to schedule an appointment, rather than calling the physician’s offices directly to make an appointment.  (Claimant letters to physicians; Mr. Mow statement at hearing).  At least one physician, in response to Employer’s notification of the open claim, advised Employer it does not treat out-of-state workers’ compensation patients. (Letter from Ms. Rose to Mr. Mow, July 1, 2010 regarding a Dr. Wells).

31) On March 16, 2010,  Claimant was seen in the emergency room at Memorial Regional Hospital in Hollywood, Florida, complaining her left knee fibula head feels like it is moving and appears more prominent over the past 2 days and painful, and of left ankle sprain. She was given Naprosyn and instructed to follow up with her orthopedic physician.  (Memorial Regional Hospital Emergency Room notes, March 16, 2010).
32) On March 25, 2010, Claimant was again seen in the emergency room at Memorial Regional Hospital complaining of left knee and left lower extremity pain.  She was examined and released to follow up with Memorial Healthcare System Primary Care Clinic.  (Memorial Regional Hospital Emergency room record, March 25, 2010).
33) On March 30, 2010, Employer filed a third Controversion Notice, denying all benefits relating to the knee, left side and left hand conditions, if any, including the nosebleed, stating no medical reports or billings had been received reflecting treatment of any of these conditions, which did not arise in the course and scope of employment, and no employment connection for the nosebleed had been made.  (Controversion Notice, dated March 26, 2010).
34) On April 6, 2010, Claimant was seen by Dominic Carreira, M.D.  Dr. Carreira notes Claimant’s report of symptoms as pain in the knee localized over the prominence of the fibula head and minimally over the medial aspect of the knee, grinding sensation in her left ankle joint, stiff ankle, numbness, pain and swelling in her left arm and hand.  On physical examination Dr. Carreira noted significant left calf atrophy, restricted ankle range of motion, no significant changes in skin temperature or color of her feet bilaterally, no significant warmth in her feet, but hypersensitivity of the skin in the sural
 nerve distribution in the hindfoot and midfoot and forefoot along the lateral aspect, tenderness in multiple areas including along the anteromedial and anterolateral ankle joint line and over the sinus tarsi.  Tinel’s test
 was positive for the sural nerve at the level of scar posterolaterally just proximal to the ankle joint line.  He noted left knee full range of motion, tenderness along the MCL (medial collateral ligament), the fibula head and along the lateral collateral ligament.  Dr. Carreira assessed left knee pain, history of left distal leg and hindfoot crush injury, left sural neuritis,
 and possible peroneal tendonopathy.
  He recommended additional studies including a left knee and left ankle MRI to further assess those injuries, and an EMG nerve conduction study.  He noted Claimant has done extensive physical therapy (by Claimant’s report three times per week, 2.5 hours per visit, for four months), and he did not believe PT would be of additional benefits to her at that time.  Based on the results of the recommended test, Dr. Carreira indicated he would have additional treatment recommendations, including possibly surgery.  (Dr. Carreira letter to Tom Lampman, April 6, 2010).
35) On April 8, 2010, Heather Sher, MD, conducted MRI scans of Claimant’s left ankle and left knee.  The MRI scans showed a normal left ankle, no evidence of ligamentous derangement in the left knee, but mild medial and mild-to-moderate patellofemoral compartment
 chondromalacia
 in the left knee.  (MRI reports, Heather Sher, MD, April 8, 2010.)
36) On April 19, 2010, Kevin Cairns, MD, performed nerve conduction velocity (NCV) studies on Claimant’s left lower extremity, and needle electromyography (EMG) examination in the left lower extremity and left lumbar paraspinal muscles.  He concluded:
* There is neurophysiologic evidence of left peroneal neuropathy
 across the left fibular head.  Active denervation changes are present in the left Tibialis Anterior
 and reinnervation changes are present in the left Peroneus Longus.

* The left Superficial Peroneal sensory response is absent.

* There is no definite neurophysiologic evidence of a left lumbosacral radiculopathy.

* There is no neurophysiologic evidence of a large fiber polyneuropathy.

* The left sural response is present with normal amplitude.

(Dr. Cairns radiology report, April 19, 2010).

37) 
On April 20, 2010, Claimant returned to Dr. Carreira for follow-up.  Interpreting the MRI, EMG and NCV studies, Dr. Carreira noted Claimant suffered peroneal nerve injury on the left side with active denervation changes of the anterior tibialis and reinnervation changes of the left peroneus longus with absence of superficial peroneal sensory response, grade II chondromalacia of the central medial femoral condule; grade II and early grade III chondromalacia of the patellar apex, and attenuation of the anterior talofibular and posterior talofibular ligaments in the left ankle.  He assessed left peroneal neuropathy, left Achilles contracture, left complex regional pain syndrome, and left knee pain with focal chondral defect.  He suggested she start Neurontin, discussed with her his main concern is nerve damage leading to chronic pain, would like to treat her for complex regional pain syndrome, gave her a prescription for PT, and suggested a computerized tomography (CT) scan of both knees to compare one to the other to determine if she suffered subluxation
 of the fibular head.  He also injected her left knee with Depo-Medrol and Lidocaine, and recommended she return in two weeks.  (Dr. Carreira chart note, April 20, 2010).

38)
On April 22, 2010, Employer filed a “Revised controversion” replacing its three prior controversions, and stating:

There is no medical report indicating that the applicant’s nosebleed, which apparently involved a “tiny drop of blood” had any relation to the June 13, 2009 incident, or that this incident was the substantial cause of this condition and need for medical treatment, if any.

All other medical billings which have been received to date have been paid in accordance with the Act, and the employer and carrier are unaware of any outstanding medical billings.  The carrier has agreed to pay for additional testing for the alleged knee condition, but has not received any reports to date indicating that the incident of June 13, 2009 is the substantial cause of any knee or other conditions.

39) 
On May 6, 2010, Claimant returned to Dr. Carreira having had the recommended CT scan of her knees.  Dr. Carreira reported the scan indicating diffuse atrophy of the quadriceps muscle and atrophy of the gastrocnemius
 with disuse osteopenia.  The alignment of the fibular head was normal, and there was no evidence of subluxation.  Dr. Carreira assessed left complex regional pain syndrome (CRPS), left lower extremity atrophy, left equinus contracture and knee pain.  He recommended an Achilles lengthening procedure to help her with her gait pattern.  He recommended PT, including desensitization, for ongoing treatment for strengthening, especially in the presence of nerve injury.  He did not recommend any additional injection in the knee as Claimant reported the previous injection did not provide much relief.  Claimant was to continue the Neurontin and return in two weeks.  (Dr. Carreira office note, May 6, 2010).

40)  
On May 27, 2010, Claimant returned to Dr. Carreira for follow-up.  Dr. Carreira noted Claimant’s husband accompanied her as always, and he is the person communicating more directly with the doctor.  Claimant was continuing to report left knee pain, “like two joint surfaces don’t line up well with each other.”  Dr. Carreira noted Mr. Mow stating he does not believe Claimant has CRPS as she is comfortable at home when she is not walking any significant distances.  On physical examination Dr. Carreira noted significant ankle contracture into dorsiflexion.  Her leg circumference is asymmetric compared to the opposite side.  His assessed Sural neuritis, resolving CRPS, chondromalacia left knee, Achilles contracture and left lower extremity atrophy.  Dr. Carreira discussed with Claimant and her husband that he still believed an Achilles lengthening procedure would be of benefit to her.  (id.)

41)
Dr. Carreira noted however  “Given the complexity of this problem and the difficulties and given the legalese associated with her treatment, I am recommending that they seek treatment with another orthopedic surgeon.”  In response to Claimant’s request for a permanent partial impairment (PPI) rating, Dr. Carreira noted he does not perform PPI ratings and was unable to recommend another physician who did.  He did recommend two possible orthopedic surgeons she might consult for ongoing care. In withdrawing from his position as Claimant’s treating physician “given the complexity…and the difficulties…and given the legalese associated with her treatment,” Dr. Carreira is presumably referring to the at least thirteen formal letters Claimant directed to Dr. Carreira between April 7, 2010 and May 26, 2010, authored by Mr. Mow for Claimant’s signature, sent by facsimile, first class mail or both, and notifying Dr. Carreira of items normally conveyed to a physician’s office staff by telephone, or to a physician at a scheduled appointment, such as multiple written confirmation of “telephonic change(s)” to appointment times or dates made by Dr. Carreira’s staff;  Claimant’s “notif[ication] that the steroid injection treatment I received yesterday in my left knee had me incapacitated for the whole day.  I am having increased pain, swelling, my left knee feels heavy, and I have great difficulty walking;” the contradictory assertion “it appears…the left knee injection and the neurontin may be having some positive effect with my chronic pain…I look forward to…another left knee injection on Thursday;”  alleged miscoding by Dr. Carreira on orders for an MRI;  written notice to Dr. Carreira a radiology report was ready and he should call radiology to have the report faxed to him; written notice of an incorrect spelling of Claimant’s last name on one chart note; at least two documents titled “REQUEST TO AMEND MY MEDICAL RECORD PURSUANT TO HIPPA PRIVACY RULES AND FLORIDA LAWS;” written notice stating “I am in receipt of your April 20, 2010 medical report…the copy…provided to me has ‘dark spots’ all over it…Please provide me with a clear copy...;” further correspondence concerning the dark spots resulting from the physician’s “malfunctioning printing/copying equipment”  (emphasis in original); and on May 26, 2010, a letter marked “URGENT,” “SUBJECT: REQUEST FOR MEDICAL TREATMENT – DETERIORATION OF MY CONDITION IN THE REGION OF THE LEFT KNEE, “…I have an appointment scheduled for tomorrow; however, I would like to be seen today.  During ambulation I feel the tibia bone is moving in the opposite direction of the femur bone.  Sometimes I feel the tibia bone “IS NOT THERE”.  I NEED MEDICAL TREATMENT TODAY.  I WANT TO RECEIVE THE NECESSARY MEDICAL TREATMENT TO SAVE MY LEFT LEG FROM DETERIORATION AND/OR AMPUTATION.” (all emphasis in original)(id.).  After providing Claimant with a referral, Dr. Carreira received at least four further formal written letters from Claimant between June 2, 2010, and June 12, 2010, including further requests to amend medical records, and a request for medical reports stating his medical opinion on causation. (Various letters from Claimant to Dr. Carreira, June 2, 2010 – June 12, 2010).

42)
On June 21, 2010, Employer filed a “Supplemental Controversion Notice,” denying TTD benefits and stating “The employee’s condition is medically stable and no additional TTD is due.  The employee has been paid all PPI based on the rating provided to date and has been paid job dislocation benefits in a timely manner based on her selection of these benefits.  There is an overpayment of TTD.”  (Supplemental Controversion Notice, dated June 17, 2010).

43)
On July 12, 2010, Claimant was seen by Roland D. Kaplan, DC for examination for a PPI rating.  Dr. Kaplan’s report reflects a review of medical records, an interview with Claimant, and a physical examination of Claimant’s upper and lower extremities ranges of motion.  Dr. Kaplan recommended further evaluation, probably an MRI of the lumbar spine and a spine work up as Claimant may have had “concomitant injury to the lumbar spine in association with her form of injury.”  He noted Claimant would benefit from a triphasic bone scan to further delineate and clarify the diagnosis of RSD, and would benefit from a podiatric evaluation for proper shoe usage and possibly ankle foot orthosis, and is in need of a ganglion block for the history of RSD, which should be postponed until the bone scan is completed.  Dr. Kaplan noted that while further treatment is recommended, should Claimant decline further treatment, it would be appropriate to provide an impairment rating of 13% whole body impairment based on clinical judgment and review of the AMA Sixth Edition Guidelines to the Evaluation of Permanent Impairment.  Dr. Kaplan did not cite specific pages or tables in the AMA Guide to support his impairment rating.  (Dr. Kaplan evaluation report, July 12, 2010.)

44)
No additional medical records have been filed.

45)
On August 19, 2010, Employer filed a Controversion Notice denying penalties and interest, and stating all benefits owed had been accepted and paid in a timely manner.  (Controversion Notice, dated August 16, 2010).

46)
On August 19, 2010, Claimant filed a Medical Summary containing Dr. Prevost’s chart notes from July 1, 2009, July 17, 2009, August 18, 2009, September 29, 2009, October 14, 2009 and December 2, 2009, each accompanied by Claimant’s “Request to Amend” portions of each medical record, which request contained the portion of the medical record Claimant sought to amend with underlined interlineations of the additions Claimant sought to have made to each report.  Dr. Prevost’s office responded:

Dear Ms. Mow:  This is to notify you that Anchorage Fracture and Orthopedic Clinic has received your request to amend your medical records.  We will incorporate your letter, which outlines the information you feel was incorrect, into your medical records.

Any records releases from this date forward will include this letter along with the records release. 

(Letter from Julie Veronick, HIPAA Privacy Officer, Anchorage Fracture & Orthopedic Clinic, June 21, 2010).

47)
On August 30, 2010, Employer filed a Supplemental Controversion Notice, denying medical billings for hand, arm, and neck problems, stating no medical reports had been received stating the employment, including the broken ankle of June 13, 2009, is the substantial cause of the employee’s treatment for hand, arm and neck problems, and contending the hand, arm and neck problems did not arise out of or in the course and scope of employment, which is not the substantial cause of any need for medical treatment involving the hand, arm or neck.  (Supplemental Controversion Notice, dated August 26, 2010).

48)
On October 4, 2010, Employer filed a further Supplemental Controversion Notice, denying a reimbursement request from Claimant for $600.00 for Dr. Kaplan’s examination.  The Notice contends the reimbursement request is not supported by billing information or payment documentation,  Employer has requested a copy of Dr. Kaplan’s billing from Claimant, and upon receipt will submit it for review consistent with the fee schedule.  The Notice avers Claimant advised Dr. Kaplan is not her treating physician and was not a referral from a treating physician.  (Supplemental Controversion Notice, dated October 4, 2010).

PRINCIPLES OF LAW

AS 23.30.001.  Intent of the legislature and construction of chapter.  It is the intent of the legislature that

1) This chapter be interpreted so as to ensure the quick, efficient, fair, and predictable delivery of indemnity and medical benefits to injured workers at a reasonable cost to the employers who are subject to the provisions of this chapter;

2) Worker’s compensation cases shall be decided on their merits except where otherwise provided by statute. . . 

AS 23.30.005.  Alaska Workers’ Compensation Board.
. . .

(h) The department shall adopt rules . . . and shall adopt regulations to carry out the provisions of this chapter. . . .  Process and procedure under this chapter shall be as summary and simple as possible.

The board may base its decision not only on direct testimony, medical findings, and other tangible evidence, but also on the board’s “experience, judgment, observations, unique or peculiar facts of the case, and inferences drawn from all of the above.”  Fairbanks North Star Borough v. Rogers & Babler, 747 P.2d 528, 533-534 (Alaska 1987).

AS 23.30.095.  Medical treatments, services, and examinations.

. . .

(k) In the event of a medical dispute regarding determinations of causation, medical stability…degree of impairment, functional capacity…the amount and efficacy of the continuance of or necessity of treatment, or compensability between the employee’s attending physician and the employer’s independent medical evaluation, the board may require that a second independent medical evaluation be conducted by a physician or physicians selected by the board from a list established and maintained by the board. . . .

AS 23.30.110. Procedure on claims. (a) Subject to the provisions of AS 23.30.105,  a claim for compensation may be filed with the board in accordance with its regulations at any time after the first seven days of disability following an injury…and the board may hear and determine all questions in respect to the claim.

AS 23.30.110(g).  An injured employee claiming or entitled to compensation shall submit to the physical examination by a duly qualified physician which the board may require.  The place or places shall be reasonably convenient for the employee…

Regulation 8 AAC 45.090(b) provides for orders requiring an employer to pay for an employee’s examination pursuant to §095(k) or §110(g).  Section 095(k) and §110(g) are procedural in nature, not substantive, for the reasons outlined in Deal v. Municipality of Anchorage, AWCB Decision No. 97-0165 (July 23, 1997) at 3; see also Harvey v. Cook Inlet Pipe Line Co., AWCB Decision No. 98-0076 (March 26, 1998).  Considering §135(a) and §155(h), wide discretion exists under AS 23.30.110(g) to consider any evidence available when deciding whether to order an SIME to assist in investigating and deciding medical issues in contested claims, to best “protect the rights of the parties.”  Hanson v. Municipality of Anchorage, AWCB Decision No. 10-0175 at 18 (October 29, 2010).

The Alaska Workers’ Compensation Appeals Commission (AWCAC) in Bah v. Trident Seafoods Corp.,  AWCAC  Decision No. 073 (February 27, 2008) addressed the board’s authority to order an SIME under §095(k) and §110(g).  With regard to §095(k), the AWCAC referred to its decision in Smith v. Anchorage School District, AWCAC Decision No. 050 (January 25, 2007), at 8, in which it confirmed, as follows:

[t]he statute clearly conditions the employee’s right to an SIME . . . upon the existence of a medical dispute between the physicians for the employee and the employer.

The AWCAC further stated in dicta, before ordering an SIME it is necessary to find the medical dispute is significant or relevant to a pending claim or petition and the SIME would assist the board in resolving the dispute.  Bah v. Trident Seafoods Corp., AWCAC Decision No. 073 (February 27, 2008), at 4.  
The AWCAC further outlined the board’s authority to order an SIME under §110(g), as follows:

[T]he board has discretion to order an SIME when there is a significant gap in the medical or scientific evidence and an opinion by an independent medical examiner or other scientific examination will help the board in resolving the issue before it (id. at 5).

Under either §095(k) or §110(g), the AWCAC noted the purpose of ordering an SIME is to assist the board, and is not intended to give employees an additional medical opinion at the expense of employers when employees disagree with their own physician’s opinion (id.).  When deciding whether to order an SIME, the board typically considers the following criteria, though the statute does not require it:

1)  Is there a medical dispute between Employee’s physician and an EME?

2)  Is the dispute significant? and

3)  Will an SIME physician’s opinion assist the board in resolving the disputes?
Deal v. Municipality of Anchorage (ATU), AWCB Decision No. 97-0165 at 3 (July 23, 1997).  See also, Schmidt v. Beeson Plumbing and Heating, AWCB Decision No. 91-0128 (May 2, 1991).  Accordingly, an SIME pursuant to §095(k) may be ordered when there is a medical dispute, or under §110(g) when there is a significant gap in the medical or scientific evidence.  

AS 23.30.135.  Procedure before the board. (a) In making an investigation or inquiry or conducting a hearing the board is not bound by common law or statutory rules of evidence or by technical or formal rules of procedure, except as provided in this chapter.  The board may make its investigation or inquiry or conduct its hearing in the manner by which it may best ascertain the rights of the parties. . . 

AS 23.30.155…(h) The board may upon its own initiative at any time in a case in which payments are being made with or without an award, where right to compensation is controverted, or where payments of compensation have been increased, reduced, terminated, changed, or suspended, upon receipt of notice from a person entitled to compensation, or from the employer, that the right to compensation is controverted, or that payments of compensation have been increased, reduced, terminated, changed, or suspended, make the investigations, cause the medical examinations to be made, or hold the hearings, and take the further action which it considers will properly protect the rights of all parties.

AS 23.30.155(h) allows for board-ordered medical evaluations in controverted cases.

AS 23.30.395. Definitions.  In this chapter 

. . .

(27) “medical stability” means the date after which further objectively measurable improvement from the effects of the compensable injury is not reasonably expected to result from additional medical care or treatment, notwithstanding the possible need for additional medical care or the possibility of improvement or deterioration resulting from the passage of time; medical stability shall be presumed in the absence of objectively measurable improvement for a period of 45 days; this presumption may be rebutted by clear and convincing evidence;

8 AAC 45.092.  Selection of an independent medical examiner…

(g)  If there exists a medical dispute under AS 23.30.095(k)…


(3) the board will, in its discretion, order an evaluation under AS 23.30.095(k)…if



(B) the board…determines an evaluation is necessary.

8 AAC 45.130.  Findings and awards and orders.  The board will prepare and serve the findings and award as well as all other orders in these proceedings.

ANALYSIS

Should an SIME be ordered, and if so, on what issues, and by what specialist or specialists should it be conducted?

A second independent medical evaluation may be ordered under three distinct statutes: §095(k), §110(g), and §155(h).  Each has its own set of circumstances under which a medical evaluation may be appropriate.  

Under §095(k), an SIME may be required if certain factors are met, beginning with a medical dispute between Claimant’s attending physician and the EME, or a “gap” in the relevant medical evidence.  Looking first to see if a medical dispute exists between Claimant’s attending physician and the EME, or if there is a “gap” in the medical evidence, the facts show Claimant’s treating physicians Dr. Prevost and Dr. Carreira diagnosed Claimant with RSD or CRPS, and EMG and NCV evaluation results demonstrated neurophysiologic evidence of left peroneal neuropathy, absence of superficial peroneal sensory response, active denervation changes in the left Tibialis Anterior, and reinnervation changes in the left Peroneus Longus.   Dr. Bell, EME, opined the origin of Claimant’s left lower extremity chronic pain was psychogenic, rather than the result of any nerve injury, an in the absence of RSD or CRPS. Dr. Ballard, EME, suggested Claimant’s continuing left lower extremity complaints were simply the result of disuse.  Dr. Carreira diagnosed left knee chondromalacia, and Dr. Kaplan, through later radiological studies of Claimant’s knees, felt Claimant needed a spine work-up to assess whether she suffered concomitant injury to the lumbar spine in association with the work injury.   They opined, in  contrast to EME Dr. Bell’s opinion, the cause of Claimant’s additional musculoskeletal complaints of back, hip, and knee pain are mechanical consequences of her altered weight-bearing as a result of her accepted injury.  Claimant’s loss of bone density has been variously diagnosed as osteoporosis, osteopenia, and as disuse osteopenia.  These are just a few of the medical disputes pertaining to diagnosis and causation of Claimant’s complaints.

Furthermore, Dr. Ballard opined Claimant was medically stable on January 29, 2010, but Dr. Prevost found she was unstable on December 21, 2010;  Claimant sought and received treatment for her left lower extremity in hospital emergency rooms on February 18, 2010 and March 16, 2010, after her move to Florida but before she established a treatment relationship with a Florida orthopedic physician.  On April 6, 2010, Claimant began treating with Dr. Carreira, who administered an injection to address her left knee pain, recommended surgery to lengthen her contracted Achilles tendon, recommended PT, including desensitization, for ongoing treatment for strengthening, especially in light of her nerve injury, and prescribed Neurontin, which Claimant indicated was providing some pain relief.  Therefore, there appears to be a dispute as to whether and when Claimant became medically stable, if she is now medically stable. 

A further dispute exists with respect to Claimant’s degree of permanent impairment.  Dr. Ballard rated Claimant with a 5% whole person permanent impairment, while Dr. Kaplan rated her with a 13% whole person impairment.  Dr. Kaplan’s evaluation, however, was premised on Claimant’s medical stability, which he found existed only if further treatment recommendations were declined by Claimant, or were otherwise not provided to her, and her treatment was concluded.  

The doctors further disagree over the efficacy or necessity of further medical treatment.  Dr. Prevost recommended sympathethic nerve blocks, but noted he would defer to Dr. Roderer’s alternate recommendation of implantation of a trial spinal cord stimulator.  Dr. Bell, however, opined sympathetic nerve blocks are not indicated and any improvement in symptoms a block might provide would be temporary, having only a placebo effect.  Dr. Bell also opined “a spinal cord stimulator would be absolutely contraindicated,” will not be effective in treating the underlying cause of Claimant’s pain.  Dr. Bell believes is psychogenic, and so a spinal cord stimulator would be outside the realm of acceptable medical practice under the particular facts in this case.  Dr. Bell stands alone in her recommendation Claimant undergo an independent psychiatric evaluation with MMPI profile before any further treatment is commenced, although the validity of any such testing given the cultural and language differences between Claimant and the MMPI study group is questionable.  Dr. Prevost and Dr. Carreira recommended an Achilles tendon lengthening procedure, although Dr. Ballard opined he did not believe an Achilles tendon lengthening will make any improvement in her symptoms, and no further surgical or invasive procedures will change her subjective complaints of pain. Dr. Bell recommended Claimant’s left heel contracture be treated with a night splint to prevent further Achilles tendon shortening, which “should not be delayed.” Dr. Kaplan recommended a triphasic bone scan to further delineate and clarify the diagnosis of RSD, opined Claimant would benefit from a podiatric evaluation for proper shoe usage and possibly ankle foot orthosis, and is in need of a ganglion block for the history of RSD, which should be postponed until the bone scan is completed.
Accordingly, there are medical disputes between Employee’s attending physicians and the EME physicians concerning diagnosis, causation, medical stability, degree of impairment, and the continuance of or necessity for further medical treatment. 

The next question is whether the medical disputes are significant.  Claimant reports continuing pain and disability in her left lower extremity, as well as back, hip and knee pain, and seeks additional medical treatment.  While Employer has not controverted medical care for Claimant’s left lower extremity, and does not deny Claimant suffers continuing pain as a result of her work injury, Employer’s experts, Dr. Ballard and Dr. Bell, have disapproved as contraindicated or outside the realm of accepted medical practice, several modalities recommended by Claimant’s treating physicians, including sympathetic nerve blocks, Achilles tendon lengthening, and a spinal cord stimulator, and recommended in advance of any further treatment a psychiatric evaluation.  The question whether an injured worker needs additional medical care or treatment to address the effects of a work-related injury, and what treatment is reasonable and necessary, is always a significant factor to consider, as medical care to enable an injured worker to recover and return to work is one of the Act’s most valuable benefits.  

Furthermore, Claimant has not worked since her June 13, 2009 injury. Employer contends Claimant attained medical stability by January 29, 2010, it was entitled to cease paying TTD benefits on January 29, 2010, and overpaid TTD for six months until it ultimately terminated payments in June 2010.  If Claimant was not medically stable in January, 2010, and her disability beyond January 29, 2010, is the result of her work injury, she might be entitled to additional  TTD benefits and interest.  Conversely, if Claimant’s continuing disability is not caused by her employment injury, Employer is not liable for TTD or interest.  Accordingly, the medical disputes in this case are clearly significant in this case.

Finally, the third consideration in whether an SIME will assist the fact-finders in resolving the case.  Experience shows in many cases an SIME is very helpful to fact-finders.  An SIME opinion will likely assist the fact-finders in evaluating the parties’ respective positions in any hearing on the merits in this case. Therefore, under AS 23.30.095(k), it is appropriate in this instance to order an SIME.  

Similarly, for the same reasons set forth above, it is appropriate to require Claimant to submit to a physical examination by a “duly qualified physician” under AS 23.30.110(g) because she is an injured Employee “claiming” compensation.  It is also appropriate to cause “medical examinations” under AS 23.30.155(h), because Employee’s “right to compensation is controverted” and much of her compensation has been “terminated.”  Such an examination will properly protect the rights of all parties.   

Finally, given the current stalemate in this case, an SIME will likely help insure the quick, efficient, fair, and predictable delivery of indemnity and medical benefits to Claimant at a reasonable cost to Employer, if Claimant is found entitled to further benefits.  If it is ultimately determined she is not entitled to additional benefits, the SIME will likely assist the fact-finders in establishing this legal result.  Either way, the medical evaluation will encourage a more summary and simple procedure then what has transpired in this case to date. 

In keeping with the legislative mandate discussed above, and to ensure the quick, efficient, fair and predictable delivery of indemnity and medical benefits to Claimant, if she is ultimately entitled to them, at a reasonable cost to Employer, a physician will be selected to perform the SIME.  The selection will ensure a more summary and simple process and procedure.  Claimant  has been evaluated by numerous medical specialties, both of her choosing, and through Employer’s evaluators.  These specialists have included orthopedic physicians and a neurologist. Given the complexity of symptoms sustained, Walter Ling, M.D., a Board-certified neurologist, will be selected to perform the neurology SIME, along with an orthopedic physician specializing in the lower extremities.  The parties will be directed to attend a prehearing conference to resolve any SIME issues not addressed in this decision.
CONCLUSIONS OF LAW

An SIME, including an orthopedic physician specializing in the lower extremities, and a neurologist, will be ordered to address the issues of diagnosis, causation, medical stability, and if stable, PPI, and further medical treatment.  Board designee Ronald Ringel, Esq. will be directed to hold a prehearing conference at the earliest possible date, to address any questions pertaining to procedures for this medical evaluation.  

ORDER

1) Claimant’s petitions for SIME are granted.
2) An SIME shall be conducted to address the issues of diagnosis, causation, medical stability, if stable, PPI, and further medical treatment.  
3) The SIME panel shall consist of neurologist, Walter Ling, MD, and an orthopedic physician specializing in the lower extremities, who shall be selected by the board designee.
4) Board designee Ronald Ringel, Esq. is directed to hold a prehearing conference at the earliest possible date, to address any questions pertaining to procedures for this medical evaluation.  

5) The prehearing conference is hereby scheduled to take place on May 18, 2011, at 9:00 a.m. Alaska time, at which further questions concerning the SIME will be addressed.  

6)   The board's designee, at the time of processing, may include additional issues or exclude listed issues in his or her letter to the SIME physician.

7)
The parties may agree to other SIME or non-SIME issues that may have arisen since the     case was heard, to save time and expense.

8)  In order to expedite the process the following deadlines are established: 

      Employer shall make three copies of all of employee's medical records in its possession, put the copies in chronological order by date of treatment, starting with the first medical treatment and proceeding to the most recent medical treatment, number the pages consecutively, put the copies in three binders, and serve the binders on Claimant with an affidavit verifying that the binders contain copies of all the medical records in Employer’s possession. The binder shall contain Claimant’s Medical Summary dated August 16, 2010, containing Claimant’s Amended Medical Reports, and AFOC’s June 21, 2010 letter.  This must be done by May 13, 2011.

9)   It is emphasized that the records must be placed in chronological order with the initial treatment record on top (at the beginning) of the binder. The most recent treatment record or report is to be placed at the bottom (end) of the binder. The binders will be returned for reorganization if not prepared in accordance with this order.

10)
Claimant must review the binders. If the binders are complete, she must file the binders with the Board together with an affidavit verifying that the binders contain copies of all the medical records in her possession. If the binders are incomplete, she must make three copies of the additional medical records missing from the first set of binders.  Each copy must be put in a separate binder (as described above). Then, three of the supplemental binders, two sets of the first sets of binders, and an affidavit verifying the completeness of the medical records must be filed with the Board. The third supplemental binder must be served upon the opposing party together with an affidavit verifying that it is identical to the binder filed with the Board. The binders must be served on the opposing party and filed with the Board by May 30, 2011.

11)  The board designee shall submit the questions to the SIME physician.

12) Only questions developed by the designee shall be submitted, but the designee may     consider and include questions submitted by the parties.

13)   If any party objects to the questions submitted, they must file a petition within 10 days.      Any such petition may be heard on a procedural date or preserved for consideration at the  hearing on the merits. 

14)  The employee must hand carry to the evaluation, copies of all x-rays, MRI's or similar    films which relate to her work related injury.

15)  Other than the film studies which Employee hand-carries to the SIME and the    employee's conversation with the SIME physician(s) or physician's office(s) about the examination, no party may contact the SIME physician(s), physician's office(s), or give the SIME physician(s) anything else, until the SIME physician's final report has been submitted to the Board.

Dated at Anchorage, Alaska on   April 13, 2011.





ALASKA WORKERS' COMPENSATION BOARD






Linda M. Cerro, Designated Chair






John Garrett, Member






Robert Weel, Member

RECONSIDERATION
A party may ask the Board to reconsider this decision by filing a petition for reconsideration under AS 44.62.540 and in accordance with 8 AAC 45.050.  The petition requesting reconsideration must be filed with the Board within 15 days after delivery or mailing of this decision.

MODIFICATION
Within one year after the rejection of a claim, or within one year after the last payment of benefits under AS 23.30.180, 23.30.185, 23.30.190, 23.30.200, or 23.30.215, a party may ask the Board to modify this decision under AS 23.30.130 by filing a petition in accordance with 8 AAC 45.150 and 8 AAC 45.050.

EXTRAORDINARY REVIEW

Within 10 days after the date of service of the Board’s decision and order from which review is sought and before the filing of a timely request for reconsideration of the Board decision and order from which review is sought, a party may file a motion for extraordinary review seeking review of an interlocutory or other non-final Board decision or order with the Alaska Workers’ Compensation Appeals Commission under 8 AAC 57.072 and 8 AAC 57.074.

However, the parties are advised the Commission decided in Municipality of Anchorage v. McKitrick, AWCAC Decision No. 136 (June 30, 2010), it has no jurisdiction to hear appeals from interlocutory decisions and appellate review must be made to the Alaska Supreme Court.  The Commission may or may not accept a petition for extraordinary review and a timely request for relief from the Court may also be required.

CERTIFICATION

I hereby certify that the foregoing is a full, true and correct copy of the Interlocutory Decision and Order in the matter of REMEDIOS V. MOW, employee v. PETER PAN SEAFOODS, INC., employer, TOKIO MARINE c/o SEABRIGHT INSURANCE COMPANY, insurer; Case No. 200907878; dated and filed in the office of the Alaska Workers' Compensation Board in Anchorage, Alaska, on April 13, 2011.







Kimberly Weaver, Office Assistant I
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� At a February 2, 2011 prehearing conference, Claimant did not request a Tagalog interpreter be provided at the hearing.  In an email to the board designee on February 4, 2011, however, Claimant noted she was mailing a Request for Conference to address a request for a Tagalog interpreter at hearing, and a request for permission to file “oversized” briefs.  The February 2, 2011 prehearing conference summary reflects the parties had already been granted permission to file overlength briefs of up to 20 pages.  On March 16, 2011, Claimant filed a 65 page hearing brief.  At a March 17, 2011 prehearing conference, Claimant failed to raise the issues of a Tagalog interpreter or overlength briefs.  Given Claimant’s self-represented status, and the volume of petitions for consideration at the March 24, 2011 hearing, Claimant’s 65 page hearing brief was accepted and the parties notified at the start of the hearing it would be considered.


�  The distal tibia, distal fibula, and talus bones make up the ankle joint. These three bones are bound together by the joint capsule and surrounding ligaments. http://emedicine.medscape.com/article/85224-overview#a0106.


� A small hemorrhagic spot…blue or purplish patch.  Dorland’s Illustrated Medical Dictionary, Twenty-fifth Edition (1974).


� The fibula is the outer and smaller of the two bones of the leg.  Dorland’s Illustrated Medical Dictionary, Twenty-fifth Edition (1974).


� The lateral malleolus is the rounded protuberance on the lateral surface of the ankle joint, produced by the m. lateralis fibulae.  Dorland’s Illustrated Medical Dictionary, Twenty-fifth Edition (1974).


� Compartment syndrome is a serious condition involving increased pressure in a muscle compartment.  It can lead to muscle and nerve damage and problems with blood flow. www.nlm.nih.gov/medlineplus/ency/article/ 001224.htm; www.ncbi.nlm.nih.gov/pubmedhealth/PMH0002204/.


� A hinge joint formed by the articulating of the tibia and the fibula with the talus below.  Also called mortise joint, ankle joint, talocrural joint.  http://medical-dictionary.thefreedictionary.com/ankle+joint.


� Pertaining to bone and cartilage. Dorland’s Illustrated Medical Dictionary, Twenty-fifth Edition (1974).


� Reduced bone mass due to a decrease in the rate of osteoid synthesis to a level insufficient to compensate normal bone lysis.  Dorland’s Illustrated Medical Dictionary, Twenty-fifth Edition (1974).


� A name applied to redness of the skin produced by congestion of the capillaries, which may result from a variety of causes.  Dorland’s Illustrated Medical Dictionary, Twenty-fifth Edition (1974).


� Reflex sympathetic dystrophy, also known as complex regional pain syndrome (CRPS) or causalgia, is a chronic pain condition.  The key symptom is continuous, intense pain out of proportion to the severity of the injury, which gets worse rather than better over time.  It most often affects one of the arms, legs, hands, or feet.  Typical features include dramatic changes in the color and temperature of the skin over the affected limb or body part, accompanied by intense burning pain, skin sensitivity, sweating, and swelling.  Doctors aren’t sure what causes it.  In some cases the sympathetic nervous system plays an important role in sustaining the pain.  Another theory is that it is caused by a triggering of the immune response, which leads to the characteristic inflammatory symptoms of redness, warmth, and swelling in the affected area. www.hinds.nih.gov/disorders/reflex_sympathetic_dystrophy/reflex_ sympathetic_dystrophy.htm.


� A ganglion cyst is a tumor or swelling on top of a joint or the covering of a tendon.  It looks like a sac of liquid.  Inside the cyst is a thick, sticky, clear, colorless, jellylike material.  Depending on the size, cysts may feel firm or spongy.  http://www.emedicinehealth.com/ganglion_cyst/article_em.htm.


� Reflex sympathetic dystrophy, also known as complex regional pain syndrome (CRPS) or causalgia, is a chronic pain condition.  The key symptom is continuous, intense pain out of proportion to the severity of the injury, which gets worse rather than better over time.  It most often affects one of the arms, legs, hands, or feet.  Typical features include dramatic changes in the color and temperature of the skin over the affected limb or body part, accompanied by intense burning pain, skin sensitivity, sweating, and swelling.  Doctors aren’t sure what causes it.  In some cases the sympathetic nervous system plays an important role in sustaining the pain.  Another theory is that it is caused by a triggering of the immune response, which leads to the characteristic inflammatory symptoms of redness, warmth, and swelling in the affected area. www.hinds.nih.gov/disorders/reflex_sympathetic_dystrophy/reflex_ sympathetic_dystrophy.htm.


� It appears Dr. Ballard is referring here to Dr. Roderer, rather than Dr. Stinson, both of whom practice at Advanced Medical Centers of Alaska.  Dr. Prevost’s August 18, 2009 chart note informs Dr. Prevost was referring Claimant to Dr. Stinson at Advanced Medical Centers of Alaska for evaluation and consideration of a sympathetic nerve block.  Dr. Ballard may have been uncertain whom Claimant saw at Advanced Medical, as both Dr. Stinson and Grant T. Roderer, MD practice at Advanced Medical Centers of Alaska.  Claimant was ultimately seen on referral from Dr. Prevost by Dr. Roderer on October 13, 2009.  There are no medical records reflecting Claimant was seen by Dr. Stinson at any time.


� Pertaining to a trochanter. The greater trochanter is a broad, flat process at the upper end of the lateral surgace of the femur, to which several muscles are attached. Dorland’s Illustrated Medical Dictionary, Twenty-fifth Edition (1974).


� The combined tendinous insertion on the medial aspect of the tuberosity of the tibia of the sartorius, gracilis, and semitendinosus muscles.  http://www.merriam-webster.com/medical/pes%20anserinus.


� The ankle joint is composed of the bottom of the tibia (shin) bone and the top of the talus (ankle) bone. The top of the talus is dome-shaped and is completely covered with cartilage—a tough, rubbery tissue that enables the ankle to move smoothly. A talar dome lesion is an injury to the cartilage and underlying bone of the talus within the ankle joint. It is also called an osteochondral defect (OCD) or osteochondral lesion of the talus (OLT). “Osteo” means bone and “chondral” refers to cartilage. Talar dome lesions are usually caused by an injury, such as an ankle sprain. If the cartilage doesn’t heal properly following the injury, it softens and begins to break off. Sometimes a broken piece of the damaged cartilage and bone will “float” in the ankle. www.footphysicians.com/footankleinfo/Lesion.htm.


� A bluish discoloration, applied especially to such discoloration of skin and mucous membranes due to excessive concentration of reduced hemoglobin in the blood. Dorland’s Illustrated Medical Dictionary, Twenty-fifth Edition (1974).





� Any disorder of a plexus, especially of nerves.  http://medical-dictionary.thefreedictionary.com/plexopathy.


� Disease of the nerve roots.  Dorland’s Illustrated Medical Dictionary, Twenty-fifth Edition (1974).





� But cf August 2, 2010 letter from Mr. Mow to Ms. Rose, designating Matthew Wells, MD, as her treating physician.  See also Ms. Rose’s August 6, 2010 letter to Mr. Mow notifying him Claimant is not entitled to simultaneously select two attending or treating physicians under the Act, and requesting he advise which of physician, Dr. Caldwell or Dr. Wells, Ms. Mow has selected, and informing Claimant that once she is advised which physician has been selected, she will advise the selected physician Claimant has an open workers’ compensation claim and request the bills and reports be forwarded to the carrier for payment in accordance with the Act.  


� Pertaining to the calf of the leg.  Dorland’s Illustrated Medical Dictionary, Twenty-fifth Edition (1974).


� Tinel's sign: An examination test that is used by doctors to detect an irritated nerve. Tinel's sign is performed by lightly banging (percussing) over the nerve to elicit a sensation of tingling or "pins and needles" in the distribution of the nerve. http://www.medterms.com/script/main/art.asp?articlekey=16687.


� Sural neuritis is the inflammation of the sural nerve.  http://footcare.ygoy.com/2010/02/17/sural-neuritis/.


� Peroneal tendinopathy is an injury to the peroneal tendons. These tendons run along the outside of each ankle bone. Pain can be acute or chronic. www.med.nyu.edu/content? ChunkIID=500523.


�The third compartment of the knee, formed by the kneecap (patella) and the front part of the femur.  http://www.hss.edu/conditions_patellofemoral-arthritis-knee-overview.asp.


� Softening of the articular cartilage, most frequently in the patella.  Dorland’s Illustrated Medical Dictionary, Twenty-fifth Edition (1974).


� Neuropathy is a general term denoting functional disturbancs and pathological changes in the peripheral nervous system.  The peroneal nerve originates in the sciatic nerve and innervates to the calf and foot.  The common peroneal nerve is a branch of the sciatic nerve, one of the largest nerves in the lower half of the body.  It lies between the tendon of the biceps femoris muscle and the lateral head of the gastrocnemius muscle in the calf.  It passes around the neck of the fibula.  It then passes anteriorly through a foramen near the attachment of the long peroneal muscle group, where it divides into two branches, the superficial peroneal and the deep peroneal nerve.  The common peroneal nerve is more frequently subjected to trauma than any other nerve in the body.  http://www.healthcentral.com/encyclopedia/408/212.html.


� The tibialis anterior muscle dorsiflexes and inverts the foot.  Dorland’s Illustrated Medical Dictionary, Twenty-fifth Edition (1974).


�  The peroneus longus muscle abducts, everts, and plantar flexes the foot.  Dorland’s Illustrated Medical Dictionary, Twenty-fifth Edition (1974).


� An incomplete or partial dislocation.  Dorland’s Illustrated Medical Dictionary, Twenty-fifth Edition (1974).


� The largest muscle in �HYPERLINK "http://dictionary.reference.com/browse/the"�the� calf of the leg, the action of which extends the foot, raises the heel, and assists in bending the knee. http://dictionary.reference.com/browse/gastrocnemius.
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