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CALDWELL REPORT
3839 Gieen Valley Circle

Suite 203

Culver City, CA 90230
310-670-2874

FAX 310-670-7907

June 2z, 2016

HAME: Dan Doran

AGE: &Y

SEX: Male

EDUCATION: 11 years

MARITAL STATUS: Widowed
REFERRED BY: Daphna Slonim, M.D.
DATE TESTED: June 21, 2018

TEST ADMINISTERED: Minnesota Multiphasic Personality Inventory-2 (MMPI-2)

TEST TAKING ATTITUDE

Attention and Comprehension: His score on the Variable Response

Inconsistency seale (VRIN) was unelevated; his item responses were gelf-
consistent throughout the inventory. This suggésts that he was clearly able
to read and comprehend the test items, that he was attentive in considering
his responses, and that he consistently matched the item numbers in the
booklet to the corresponding numbers on the answer sheet. He does not
appear to have had any difficulties in understanding the content or
responding to the format of the inventory.

nd Approach: HBe was very quarded, denying, and self-favorable in
i oach to the inventory. The clinical scale elevations he obtained
may b& suppressed and incomplete and the pattern somewhat distorted.
Considering Just scales L, F, and K, the interpretive statements are
probéply aceurate, bub they may understate the severity of his problems and
hig level of disturbance.

He wade a considerable number of atypical and rarely given responses to
the items ogeourring in the last half of the inventory (scale F-back). This
was in céntrast to the relative absence of atyplecal responses to the earlier
MMPI-2 items (scale F). It may be significant to clarify whether, during
the latter parxt of the inventory, he began: (1) to struggle to sustain his
attention, (2} to overstate his level of disturbance, (3} to regpond
carelessly to some items, or (4) otherwise to make errors in recording his
responses Lo these later items. His moderately elevated score on the F-back
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scale recommends some caition in the interpretation of deviant scores on the
supplemental scales veported on the second.page of extra scales {page 2,
MMPI-2 gubscales). .

Socio-cultural Influences vs. Congcious Distortion: The supplemental
validity scales suggest that his'éélf~favofableness in responding to scale K
derived largely if not almest entirely from an intentional effort to "look
good" on the MMPI-2. He showed a moderate level of consciocus defensiveness,
responding "tco positively" to many of the MMPI-2 items. In contrast, his
score on the scale (8s) measuring his currently attained, recently
experienced, or self-perceived spcioceconomic status was below average. He
appears to be someone of less than average sccloeconomic status
identification who deliberately tried to make a favorable and controlled
presentation in responding to the MMPI~-2. Some of his clinical scales are
apt to be significantly under-elevated, and the following report may
significantly understate his level of disturbance, His elevation on the 1
scdle, like his elevation on K, reflects considerable guardedness and
dénial, a comscious avoidance of admitting any faults or improper actions
that might be held against him. The elevation om L should not be
interpreted as reflecting more than a mild amount of ingrained properness or
characterplogical self-control, These scores strengly suggest the
possibility that he had to take the MMPTI-2 "againet his will" and that he
was very cautiously seélf-protective as to how the test results might reflect
badly on him or be used against him.

An additional contradicticn must be noted. In contrast to his high
needs to make a good impression, he showed a slightly above average
willingness in some areas to emphasize his symptoms and complaints {(scale
Dg).  This would not rule out some cenfusion in making his responses or
uncertainty about how the results of the testing are to be used. This
atypical approach to the items would add some doubt as to the validity of
his profile, and the level of severity reflected in the following
interprétation may need a careful arsa-by-area evaluation in interviews.

SYMPTOMS AND PERSOMALITY CHARACTERISTICS

The profile indicates that he would readily become preoccupied with a
V@I%éty of causes of physical pain and suffering. At least some
cté‘ £ localized pain, gensral malaise, weakness, &nd fatigue are apt to
n as beyond medical expectations for his current physical status,
mesAs G.I. paln Or other G.T. complaints, hypertension, vascmotor
and headache are often associated with this profile. If there
injury, his complaints are likely to be seen as increased by
2l factors. Various issues involwing his eating habits would
. Eypical. Many patients with similar profiles have shown intractable
-omes especially postoperatively. 8pells such as fainting, crying,

iness a¥e suggested aleng with other symptoms involving the head or
‘i nees of constiocusness., At times he would show an unexpected
gptance of his physical symptoms and indifference about their
consequentes in his life, The secondary depression tests as moderate to
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severe, as limitedly denied and covered over, and as extensively expressed
through the physical apprehensions. There may be 'smiling depression®
elements and from time to time open breakthroughs of anguish. Crying and
loss of appetite are likely expressions of his depression. The current
level of his day-to-day coping and immediate practical self-sufficiency
tests as s&verely digorganized in many areas.

He denied wany wminor faults and trivial moral deficits that most
subjects readily admit. Others may see him as "atraightlaced", perhaps with
rural or "small town® values. These may derive from a strlctly religious,
foreign, or otherwise culturalWY’atyplcai upbringing. He could "follow the
rule book” in literal and unbending ways and be seen as "rubbing elbows
poorly" with coworkers.

Similar patients often developed anxiety symptoms or acute panic
attacks. They became phobic about physical illnesses, fearful of leaving
home, and had other ampecific points of focus for their acute anxieties.
Unable to accept aggressiveness in themselves or others, they reacted to
stresses with clinging and petulantly demanding behaviors. They were
unrealistic about money with childish fears over managing responsibility.
Changing homes and other environmental and work changes were especially
threatening to them.

Talkative about his physical symptoms and concerns, he tests as
represgsive of internal feelings, as inhibited and avoiding of hig conflicts,
and as poorly facing his personal problems. His symptoms may gain him
reassuring attention and consideration, or effectively allow him to avoid or
to say "no? to unwanted demands. He tests as naive and lacking in 1n519ht,
and his acceptance of his angry feelings and sexual wishes appears poor.
Otliers are apt to see him as much more self- centered, demanding, irritable,
and emctional than he sees himself. Others may see him as having simplistic
if not Victerian values; these may derive from a strictly religious, rural,
foreign, or ctherwise provincial childhood upbringing. Outbursts of anger
are likely to be infrequent but dissociated. He is also prone to
frustration with his place in 1ife, but he would have seriocus dllecultles
in facing this.

His efforts to be contented, coopsrative, friendly, and cheertul would
reflect his 1deals but cover over his strong emotional reactlons; 5
rejectlans, tc frustrations of his demands and wishes, and to- 1osses ‘oL
efgtional support. He would be especially wvulnerable to the death ef a
family wemb&r or other separation from an emctlanally'supporting*person,
tendlng to idealize the lost person and to reject CrlthLsm of t m :
pamtern indicates serious emotional iselation from loved’ dnes; -
1mmaturity, distrust of =melf and others, and confusion in hls self ‘i ge.
His explanations of his symptoms and of bodily functioning are apt to ‘he odd
if not cenfused. These trends may be part of a psychotic reaction ér a
«ulnerablllty'to such a development. Such characteristics as immature,
egocentrlc, and manipulative of others are indicated, He would bBé- Seen as
stersotyped vand inflexible in his handling of emoticnal problems . He tests
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as mildly shy socially, His overall balance of masculine and feminine
interests is within the normal range for his age and educatdon.

Similar patients have been described as being at a "threw in the
sponge" phase of their lives at the time of testing. Multiple childhood
rejections and deprivaticns were reported, including pdor or alcoholic
fathers, emotionally ill parents, fathers or mothers whe had died during the
patient’s childhood, and families that lacked affection either because of
strict and rigid attitudes or through an immoral and disorganized pattern.
Ag children these patients handled stresses by repressiveness and by
learning passive and dependent roles. However, their emotional reactions’
became attached to atrong psychophysiologi¢ reaction patterms as well-as
being expressed through symbolic cotiversions of their anxiety. It has been
speculated that these life-long conditioned avtonomic reactions directly
contributed to their high incidence of organic breakdowns and
psvchophysiologic disorders. They tended to marry adaptable and well-liked
wives on whom they depended in subtle if mot open ways, but they rejected
their children’s demands rather as they Bad been rejected in their own
childhoods. The onset of symptoms then appeared to follow an upheaval of
their balance of negative input over positive gratifications, especially if
such an upheaval coincided with physical symptoms that produced- a. 1arge
increase in the person’s sense of wvulnerability.

DIAGNOSTIC IMPRESSTON

Diagnoses of conversiom, pain, and hypochondriacal disorders and of

" peychophysiologic disorders are the most commen with this pattern. Some of

thease patients were seen as having depressive disorders with a strong
somatlc empha51s Howeveyr, the clinical and diagnostic picture appears nore
mixed and severe than usuval. It should be re- emphasized that his Feherally
guarded and self-favorable responding together with his understatémént of
his problems and his idealized self-presentation make his profile more
ambiguolis than most.

TREATMENT CONSIDERATIONS

He is disposed to repeated medical contacts for phy81cal comglalnts,
ﬂ ymptoms could perszst for years w1th little change 1n theix se

_ndlcatléns werp unclear and equ:vocal

Psychotherapeutlc intérvention is difficult where the patient is go
stronglv oriented toward physical illnesses and sgomatic explanatlons % his
dlfflcultles Fam1¢y consultation can be gquite beneficial to evaluate the
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secondary gaina and to arrange to minimize them. It cah be beneficial to
inform them fully as to his current physical status, treatment needs, and
capacity for work and activity. Streases should be minimized if Ffeasible,
and work with the family may improve currently .frustrating or rejecting
relationships even if he does not identify them as such. His responses

.suggest a careful review of his sexual history.

The profile anticipates that he would be markedly cautious in
interviews about any possibly improper reactions he. felt he was being asked
to reveal if not at times concrete and morally simplistic. Any public
occasions in the past when he seriously lost self-control, openly violated
his own moral self-expectations, or felt Judged by others to be “crazy®
could have contributed to his vulnerability to shame. If he is currently
going through an intense 1life crisig, then he may show fairly rapid and
extensive emotional changes. Subseguent retesting is apt to be more than
usually infeormative for reevaluating such shifts and for updating treatment
directions and goals.

2 few similar patients have been able to benefit from the release of
stored-up emotions. Often their perscnal eonflicts were identified in part
by what they specifically denied tc be problems. BEmotional catharsis is apt
to relate to past rejections, hurt feelings, and unsatisfied needs for care
and protection. Fregquently this opened up around a loss of emotional
support through separation from a loved one or unresolved grief over a loss
such as the potentially permanent defeat of a crucial personal goal or the
death of 2 parent or other family member. @imilar patients had great
difficulties in working through the anger phasss of grief processes.
Awareness of his self-centered wishes and inhibited impulses is apt to come
very gradually, as also would am increased acceptance of the intensity of
his emotional reactions and of limitations in himself and others.
Termingtion typically has involved some “face-saving® against the
implication that his problems were zll psychological; efforts to make such a
face-saving adaptive rather than surgically self-destructive or otherwise
self-defeating have been reported as beneficial.

Thank you for this referral.

P A & . 3 ﬁ
(26 e Capstioddt £6, )

alex B. Caldwell, Fh.D.
Diplomate in Clinical Psychology

The preceding analysis is basically actuarial and probabilistic in
nature in that the symptoms and personality characteristics présented in the
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report have been identified as disproportionately frequent among individuals
obtalning similar scores and patterns of scares on the MMPI-2 (tm). The
diagnosis of any individual, however, needs to be based on the integration
of information from personal contacts, the person’s history, other test
regults, and whatever independent data ave relevant and available.

This report has an overall focus on psychotherapy intake, differential
diagnosis, treatment planning, and related pergcnality-dependent
determinations. It provides assistance in the diagnostic process by
providing an extended set of clinical hypotheses, the largest part of the
basiz for which is data from traditional psychiatric settings. The
application of these hypotheses to an individual requires independent
confirmation of them by the clinician and an allowance for the specific
context of testing if it differs substantially from the primarily
paychotherapeutic database.

This report was prepared for our professional clientele. In most cases
this iz confidential information and legally privileged. The ongoing
protection of this privilege becomes the respconsibility of the professional
person receiving the attached material from Caldwell Report.
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THE ADAPTATION AND ATTACHMENT HYPOTHESES SUPPLEMENT:

The following paragraphs present my current hypotheses as to etiologic
and developmental factors that likely contribute to the behaviors associated
with the codetype to which this profile best conforms. The following
description characterizes a relatively serious if not severe level of
disturbance. Typically an individual with a moderate although not severely
elevated profile will show an intermediate level of sensitization so that
the adaptive responses to the aversive shaping experiences described below
are demanding of but not overwhelming of the person’s attentional energy and
somewhat less disruptive of day-to-day functioning. THIS DESCRIPTION IS NOT
MODIFIED OR ADJUSTED TO THE LEVEL OF DISTURBANCE OR SECONDARY VARIATIONS OF
THIS PERSON’S PROFILE: IT IS AN BTIOLOGIC PROTOTYPE FOR ANYONE WITH THIS
GENERAL PATTERN TYPE. It is intended to generate hypotheses as to how the
individual "got this way®. This prototype material will always be the same
for any profile corresponding to his code type. At least three fourths of
the reports currently procesged will have these paragraphs--the other
quarter are of more or lesgss rafely’occurring codeg, and for want of code-
specific data they will not have these paragraphs at this time.

My belief is that all behaviors are adaptive given the person’s
kiclogic/constitutional makeup and life experiences. An awareness of
adaptational benefits is potentially helpful: (1} in understanding the
origing and adaptive self-protections of the person’s present béhaviors, (2)
in providing test-result feedback to the client as well as in explaining the
person’s conduct to judges and any other parties appropriately irvolved, and
{3} in guiding psychotherapeutic intervention. These inductive hypotheses

are based on an extengive searching for developmental information on pattern-

matched cases., Some interpretations are supported by published data (e.g.,
Gilberstadt & Duker, 1965, Hathaway & Meehl, 1951, Marke & Seeman, 1963},
etc., and others are based on ¢linically examining any cases I have been
sble to access on whom pertinent information has been available. Your
feedback to me will be much appreciated regarding: (1) whatever in the
material that Ffollows is clearly a misfit te this individual, {2) wore
precisely targeted word choices, phrasing, and especially the pergon’s own
words for cruecial experiences, and (3) behavioral characteristics that are
likely to gensralize to the code type but are migsing here. Far évérynne's
gakes, don’'t hesitate to send me a note. '

PROPOSED DIAGNOSIS: INTENSIFIED PAIN-FEAR CONDITIONING

ADARFTATION TO: experiences of gimultaneous intense fear and acute bodily
pain and suffering

TRADITIONAL DIAGNOSIS: pain and conversion disorders ({which latter
elifiically have been mainly complaints of pain, much less often other more
egoteric, "classical’ symptoms) .
PROTOTYPIC CHARACTERISTICE: persisting physical distress concerns with a
related Forus on personal hopes as well as on potential medical and
smotional Bources of pain and distress relief. Especially when emotionally
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upset, the rarge of physical discomforts and/or the intensity of reported
distress are greater than medically expected, even though there may be well-
defined and understandably distressing organic medical disorders from which
the person is suffering.

The individual frequently presents as very trusting: "I am a very
friendly, reasonable person to whom this painful malady has befallen. I‘ve
had te be so brave". Pollyanna attitudes mark the avoidance of the pain of
face-to-face anger. Always being "nice" increases the hope for solace

vwhen suffering. Failures to anticipate or "see" interpersonal conflicte or
other imminently negative and upsetting outcomes can become a sort of

"éwotional blindness". At the extreme, e.g., 3-Hy over 85 or 90, this
blindness seems unbelievable to many observers, who then think it must be
faked, "nobody could be that unaware!® But the shifts of attention

described below can be quite total. At age 12 my own mother lost her
mother; she could never understand my sister’s enjoyment of mystery programs
on TV: "Somebody always dies".

CONTRIBUTORY SHAPING HISTORY: In those cases with health issues dating back
to garly age lévels (perhaps minimized or denied by the person but confirmed
by family members), such factors as multiple rejections and deprivations,
poor families, vrigid family values, and emotionally disorganized families
e¢an’ et the stage for the inhibiting of any negative emotional expressions,
of always "looking the other way" in order not to mske a painful situation
worse. MNote the incidence of pre-pubertal parental deaths in Marks & Seeman
(1963): 60% of their 13/31 patients reported a "parent death" which was
more than any other code type (the related 231 was at 55%; all of their
other codes were at least somewhat less). My hypothesis is that familial
inhikition of open expressions of emotional anguish {e.g., your father just
died and you are teold, "Be quiet--You must be brave") would tend to orient
attention onto how badly yéur body feels, perhaps establishing or
conglderably enhancing a fear/distress to body pain association.

The intense fear can also be contigucus with bodily sensations.
Repeated or extreme associations of fear with a specific sensory input can
lead to an alteration of the perceptlon of that input. For example,
repeated exposure to terrifying sounds can lead to a reductien of h&aring
and "hysterlcal deafness®. Caldwell Report will scon have avallable cn
coples of a radio dramatization of Starke Hathaway's treatmeit of hysterlcal
deafness in an adolescent girl {on a 1solated Minnesota farm, the other
tnree famlly démbers were all deaf but could lipread, and & suggestlble 15
yedr ¢ld girl was the only source of warning and alarm for dahgerous séunds
during the night). A conditioned activation, night after night, of the
ollvocochlear bundle that inhibits transmission from the cochlea to the
central Rervous system would offer a potential explanatory wechanism’ for a
walid perceptual reduction of what is heard. A selectivé deaLness (what
aotivated her fears and hence the neural bundle) eventually spread and she
"discovered" that she was deaf but could "lipread®. Thus the conversion
metaphor, her fears "converted® her desperate need not to hear into
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hysterical deafness. Note that hypothegizing the same distress-fear
conditioning eticlogy for pain disorders as for conversion disorders makes
the DSM separation seems a guperficial if not arbitrarily symptomatic
digtinction.

In adult onset cases this profile pattern is often seen after a
terrifying injury or other bedily trauma. This is usually physically
dramatic to the individual, e.g., a large cbject falls, crashing down on
one’s head (with little wmore than a momentary loss of consciousness), or in a
health-dangerous environment a soldier falls ill or is in acute physical
pain in the anticipation or midst of horrifying combat, e.g., Gulf War
Syndrome. THE SIMULTANEOUS EXPERIENCING OF ACUTE BODILY PAIN WITH AN
EXTREME FRIGHT CONDITIONS THE ASSOCIATION OF THE TWO, i.e., UNEXPECTED PAIN
ARQUSES A STRONG SENSE OF FEAR, AND OCCASIONS OF FEAR ACTIVATE DISTRESSING
BODILY SENSATIONS. For example, the threat of a tragic loss or of an angry
confrontation, when one has become acutely pain-fear sensitized, can guickly
arouse fear-associated physical symptoms and thus an immediate sgense of
danger to the person’s sense of physical well-being. Conversely, an
increment of pain or other somatic distress can arcuse a heightened if mnot
intense level of fear; so much fear can generate a misattribution of the

perceived seriousness and the cause of the pain or an increased pensitivity

and awareness of any concurrent and previcusly mild or unnoticed

discomforts. For example, fear due to the experience of an unexpécted
increase in a particular pain can set the stage for an at least transitory
"conversion® symptom {e.g., an accelerated heartbeat when rhreatened with a
major loss or someone’s sharp attack, “Ch, my heart doesn’t feel right. Did I

~have some kind of a heaxt attack? I don’'t know if the tests the doctor made

were good enough') . Toward the extrems, some who are strongly pain-
sensmtlzed seem to lose the basie ability to distinguish emotional pain from
bodlly pain, so that an acute or potentially overwhelming emotional pain is
only experienced and expressed as physical anguish.

The longer-term impact of such conditioning is the suppression of the
healthily normal range of emotional expressions of anguish and grief at the
time of an emotional upset as well as the confounding of subsequently self-

owned anger {(consider, "That hurt me, and I am p..... off. I dom’t want you
to say that to me again'. In contragt to, "What you said wasn‘t real nice;
it wadn’'t as sénsitive as I know you can be®). Focusing on pOlntSFOT hope

operates to mitigate or inhibit upsets. T believe the shift of attenﬁlon

© toward. a focus of hope {however faint and tenuous} is reinforced not ohly by

reduc d annoyance and social avoidance by others at an 1nterpe15anal level
but’ 56’ at a neurophysiologic level by conditioned metenkephalln/ﬂpx01a
gynthesis. Egpecially strong or autonomically dominant perlpheral
vasoconstrlction responges may have a significant commecdting effect between |
Lear and the somatic focus, that is, peripheral vagoconstrigtion 1n responee
t5 | fear threatenlng stimulug would focus the attention on "what i
happenlﬁg in my body". To my awareness, whether injuries erthance gubsequent
periphéral vasoconstriction iz not known.

I believe these heightened sensitivities to any perceived threats to
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the person’s hopes or sense of well-being lead to AUTOMATIC SHIFTS OF
ATTENTION lest a surge of pain become overwhelming. Over time these shifts
become so automatic and smooth as not £o be poticed by the person (nor éven
by many professional observers if not attuned to wabch for them}.
Specifically, I consider REPRESSION be the outcome of inmumerably repeated
shifts of atténtion away from some painful memory whemever a cue of that
memory is even remotely approached. The repetitive opiocid reinforcements of
these shifts of attention away from thé threat of the painful memory can
progressively make thdat memory inaccessible and hence "repressed”. For
example, a woman in her early 70‘s presented with cowplaints of declining
memory and impaired attentiom, which did not test as neuropsychologically
nor neurclogically explainable. 2 vear or so earlier, a bit before the time
of the onset of her symptoms, her husband had choked to death at the dinner
table. .She had not recalled that, at age 5 she was looking ocut a window of
her home and saw her father run over and killed by a truck, for many decades
until the too-similar tragedy precipitated obtaining treatment for her
sympLoms; treatment eventually led to the memory, Thus, her distress
appeared to haveé been sharply intensified by the prior unresolved but
inaccessible grief, and successful treatment focused on resolving that
accnmulated_grief.

A persisting CONVERSION symptom is the outcome of a repetitive ghifting
of attention away from a distressing threat onte a familiar and habituated
physical pain, e.g., pressure to do something stressful is seen as :somnehow. a
danger te physical systems such as an undue strain on onefs vulnerable
heart. Belle indifference is the abaence of emotional/fear arousal due to
the habituation together with the effectiveness of the automatic shifting of
attention in blocking the distress response to an imminent interpersonal
threat.

DENIAL is the shift of attention away from an immediately distresgsing
input. A postoperative patient was asked about her husband who rarely
vigited her in theé hospital. Without a pause she said, "Oh, he was hers two
days ago. Look at those beautiful flowers over there, Mrs. Freund brought
those from her garden. Aren’t they gorgeous!® Or, after a noticeable
pause, another 31/13 patient reacted to Rorschach card VIIT, "Sucﬁ,
colors! What do othér people see in them"? It can be 1nstruct1Ve
alert to such shlfts in an 1mterv1ew and.p0881blg in therapy to i

mltlgate or avoid hope breaklrg 1nputs

The Hy scale readily partitions into two limitedly correlated halves.
The degree Ggf emphasis can vary w1dely from one person td an@ther
have hlgh elevatlons on the somatic part (Hy Obvious or Hyd + # ot
much elevatlan an the interpersonal part: the person is body guffe j
f'cused and congolation--and care--needy. Others can have h”gh &
ori the lnterpersonal trust part (Hy Subtle or Hyl + Hy2 + HyS} >
ploblem deny;ng, Pollyanna, and approval-needy; a singular conver51on
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symptom can emerge in a period of intense stress and perceived threat.
the preceding, I have dttempted to illuminate the underlying conmnections
between these halves, * The subscales give us this balance.

For codetype information see Gilberstadt and Duker, 1965; Gynther,
Altman, and Sletten, 1973; Marks and Seeman, 1963; Marks, Seeman, and
Haller, 1974; Prokop, 19B8.
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Name: Dan Doran

Date:  06/21/16

MMPI-2 CRITICAL ITEMS

Only the items shown in boldface were answered in the critical direction.

Distress and Depression

5. §am easily awakened by noise. (TRUE)
24. Evil spirits possess me at tmes, {Trus)
73. I am certainly lacking in seff-confidence. (TRUE)
130. I certainly feel useless at times. (TRUE)
140. Most nights I go to sleep without thoughts or ideas
bothering me. (FALSE)
146. | ery éasily. {True)
165, My memory seems to be all right, (FALSE)
170. I am afraid of losing my mind, (TRUE)
180, There is sgmething wrong with my mind. {Trus)
233. | have difficulty in starting to do things. (TRUE)
289, 1 cannot késp my mind on one thing, (Trus)
301. 1 feal anxiety about something or someone almast
all the time. {True}

Suicidal Thonghts

71. These days { find it hard not to give up hope of
ameunting to something, {True)
75. { usually feel that lifs is worthwhile. [False}
180, Bometimes | feel as if | must injure either myself ar
someone else, {True)
215, | brood 3 great deal, (True)
234. 1 believe 1 am a condemned person. (True)
2486, | believe my sins are unpardonable. {True}
303. Most of the time [ wish I were dead. (TRUE)
454. The future seems hopeless to me, (TRUE)
506. | have recently considered killing myself. {True)
520, Lately | have thought a lot ahout killing myself.
{True}
524, No one knows it but | have tried to kill myseif.
{True)

Tdeas of Reference, Persecution, and Delusions

42. if people had not had it in for me, ] would have
been much fhdre successiul. {True}
9¢. Somagne has it in Tor me, (True)
138. I'believe | am being plotied against, {True}
144. 1 believe | am being foliowed. {True}
162, Somaeohe has been trying to poison ma. (True)
228, There &ré personis who are trying to steal my
thaughts and idgas. {True}
314. | have no énémies. who really wish to harm me.
{Falsg}
333. People say insulting and vulgar thinga sbout me.
{True}
336. Someone has control over my mind. {True)
361, Someone has heen trving to infiuence my mind,
{True)
466. Sometimes | am sure that other people can tell
what | am thinking, {True}

Peculiar Experiences and Hallucinations

32. 1 have had very peculiar and strange experiences.
{TRUE)
60. When | am with people, | am bothered by haaring
very queer things. {Trus)
98, | see things aor animals or people sround me that
others do not see. (True}
198. i often haar vaices without knowing where they
come from. {True)
298, Peculiar odors ceme to me at times, (TRUE)
311, I often feel as if things were not real. (TRUE)
3186. | have strange and peculiar thoughts, {True
319, | hear strange things when | am alone. (True)
356. At one of more times In my life | felt that someons
was making me do things by hypnotizing me.
{Truel

Aggressive Impulses

37. At times | feel like smashing things, {Trug)
85, At times | have a strong urge to do something
hrarmful or shocking. {True)
134. At times | feel iike picking a fist fight with
sameone. {Trus}
213. | get mad easily and then get over it soon. {True)
389. I am often said to be hotheaded. (True)

Authority Problems and Poor Contral

35, Sometimes when | was young | stole things. (True}
50. 1 have often had to take orders from someone who
did not know as much as I did. (TRUE)
84. | was suspended from school one or more times for
bad behavior. {True)
105. In schaol | was sometimes sent 1o the grincipal for
Bad behavior. {Tryel o
240. At times it has been irpossible for me to keep from
stealing or shoplifiing something. (Trug)
266. | have never baen in trouble with the law, (False}

Sexual Difficulties

12. My sex life is satisfactory. (FALSE}
34. | have niaver been in trpuble because of rmy sex
behavior, {False]
82,1 have ofter wished | were a girl, for if you are
a girl} | have never been sorry that I'am a girl.
Maie: {True) Female: (False] ) .
121. k have never indulged in any wiusual sex practices,
(FALSE) -
166, 1 am worried about sex, {TRUE)
268. T wish 1 were 1ot Bothered by ¢hioughts about sex.
{TRUE) .
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Name: Dan Doran

Dater  06/21/16

MMPI-2 CRETICAL ITEMS

Only the items shown in boldface were answered in the critical direction.

Alcohol and Drugs

168. I have had perlods in which ] carried on activities

without knowing Iater what | had been doing. (True)
22%9. 1 have had blank spells in which my activities were

interrupited and 1 did not Jatow what was going on
around ine. (TRUE)
284, | have used aloohol excessivaly. {True}
487. I' have enjoyed using marijvana. (TRUE)
4889. | have a drug or alcohol problem. [True)
511, Ones & week or more [ get high or drunk. {True)
D27, After a bad day, ! usually nesd a few drinks 1o relax,
. {True)

540. | have gotten angry and broken furniture or dishes

when { was drinking, {True)

Family Discord

21, At times | have very much wanted to leave home.
{True}
83. I have very few quarrals with members of my
family. {False)
125, I belleve that my home life is as pleasant as that of
fitost. people 1 know, (FALSE)
190. My people treat me mare like a child than a
grown-up. {True)

The accompanying report may also contain individual test items

195, There is very little love ahd companionship in my
family as compared to other homes. {Trus}
217. My relatives are nearly all in sympathy with me.
{FALSE)
288. My parents and family find more fault with me that
they shouid. {True)

Somatic Concerns

2. I have a good appetite. (FALSE)
10, I am about as able to work as I ever was. (FALSE)
18, 1 am troubled by attacks of nausea and vomiting,
(TRUE) )
47. I am almost never bothered by pains over the
hgare or in my chest. (FALSE)
101, Often | feel as If there were a Yight band about
my head. (Trusi .
111. I have a great deal of stomach tronble. (TRUE)
141, During the past few years I have been weil most
of the time. (FALSE}
164. l seldom or never have dizzy spells. (False)
175. | feel weak all over much of the time, (TRUE)
176. I have very few headaches, (FALSE)
224. 1 have few or no pains. (FALSE)

from the MMPI-2. They are used with permission: Reproduced from
MINNESOTA MULTIPHASIC PERSONALITY INVENTORY-2 By Permission.

Copyright (c) by the Regents of the University of Minnesota 19
i Riﬁhts Reserved. Licensed through

{(renewed 1570), 1989, A

National Computer Systems, Minneapolis, Miunesoia.

42, 1843
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F

Name : Dan Doran

Referred by: Daphna Slonim, M.D.

Date Tested: 06/21/16

2-D and Subscales

RAW
D {full scale) 39
D1 Subjective depression 20
D2 Indecision-retavdation 10
D3 Health pessimism 8
D4 Mental dullness 11
ns Brooding, loss of hope 5]

3-Hy and Subscales

RAW
Hy {full scale) 46
Hyl Denies social anxiety 6
Hy2 Need for affection 7
Hy3 Lassgitude - malaise 14
Hy4 Somatic complaints 13
Hy5 Iphibits aggression 4
4-Pd and Subscales

RAW
Pd (full scale) 23
Pdl Family digcord 3
Pdz BAuthority problems 3
PA2 Social disinhibition 5
Pd4 Social alienation 5
Pd5  Self-alienation 5
5-Mf and Bubscales

RAW
ME {£ull acale) 28
GM Gender masculine 26
GF  Gender feminine 27

8087

a1 -

85
76
91
21
68

111
61
51

i02

101
55

67
58
47
57
56
58

54
30
48

Page 1 (MMPI-2)

Subscales

6-Pa and Subscales

Da

Pal
Paz
Pa3

8-8c¢

S¢

Scl
S8c2
Sc3
Sc4
S¢S
8ce

9-Ma

Ma
Mal
Maz2

Maz
Ma4

8i

ai1
siz
8i3

(full.scale)

Persecutory ideas
Poignant sensitivity
Moral righteousnesgs

and Subscales

{full scale}
Bcoclal alienation
Emetional alienation
Ego defect, cognitive
Ego defect, conative
Defective inhibition
Sensorimotor
dissociation

and Subscales

{full scale)
Cpportunism
Peychomotor
acceleration
Imperturbability
Ego inflation

and‘Subscales

(Full scals)
Shyness and
self-congciocusness

Social avoidance
Alienation -

self and others

12

[ N ]

1=

RAW
i6

53]

10

57
52
62
46

87
47
78
84
g2
47

99

459
42

39

52
50

358
62

65

G307 077 05814732
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'Name: Dan Doran
. Referred by:
Date Tested: 06/21/16

Major Clinical Variables

. RAW

ES Ego strength 23
MAC-R Potential

alcoholism 18

SAP Teen drugs/alcohol 14

AAS 2

ML College maladijustment 31
N-P Neurotic-paychotic
profile balance

Interpersonal Style Variablesg

RAW

ER-8 Ego resiliency 13
EC-5 Ego control 13
ORIG Need novelty 26
INT Abstract interests 39
Do - Need for autonomy 12
Dy  Need reassurances 22
Pr Intolerance 14
Re  Value rigidity 19
Bt Ethnocentrism 10
st Status mobility 18
R-8 Repression-

sensitization 63
Lbp Low back pain i5
C-H Overcontrolled

hostility 16
Ho Cynical hostility 22
Ba Good teamworker 42
Distress-Control

RAW

A Level of distress 23
R Emotional

constriction 20
Ca Caudality-distress 22
Cn Control-facade .20
So-~-r Life as desirable 25
Th-¥ Tired housewife 25
Wh~r Worried breadwinner i8
PK PTED 22

8087

Daphna Slonim, M.D.

20

46

62

46
81

20

16
87
55
34
38
60
61
47
48
51

68
79

62
54
41

68

61
80
48
38
8¢
70
73

" Page 2 (MMPI-2)

Subgcales

Validity & Stability

RAW

VRIN Response inconsistency 4
TRIN T-F incongistency 8
F-back Rare answerg - back 10
F{p) Psychiatric infrequency 3
= Superlative

self-presentation 23
Ds Overemphasize-fake gick 17
Mp Consciously fake good 13
sd Consciously fake good 18
Bs SES identification 31
Response Bias Scale 16
Re Retest-congistency 14
Ic Retest-item change 32
T Retest-gcore change 22
Content Scales

RAW

HEA Health concerns 27
DEP Depression 16
PAM Family problems 9
agp Antisocial practicesg &
BNG Anger 8
CYN Cynicism 11
ANX Anxiety 16
OB3 Obsesgiveness 7
FR& Fears - phobias 9
BIZ Bizarre mentation 4
LSE Low self-esteem 10
TPA Type A 8
30D 8ocial discomfort 8
WRE Work interference 12
TRT Negative treatment

indicators 12

71
60
46
56
51
75
56 .
67
57
Y3
48
50
55

69

PEY-5 Perscnality Psychopathology Scales

RAW
AGER Aggressiveness 10
PSYC Psychoticism 2
DISC Disconstraint 9
NEGE Negatiwve
Emotionality/Neuroticism 1z
INTR Introversion .
Low Positive Emoticmality 22

- T

56

44

35
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: by Aaron T. Beck _ r

Birthdate 26 —0Y- jqLL Current AgeS¢  sex: M;(_.F g

uestionnaire are groups of stataments. Please read each group of stataments cara- E

e ane statamaent In sach group witich best describes the way you have hean faeilng 5

t ST WE. | ! Clrcle the number beside tha statemnent you picked. If séveral state- e
ments In the group Seem 10 apply equally well, circle 8ach ane. He sure 1o read ail the statemants in exch . -
group heicre making your choics. ) 3l

1.0 fda bt fest sad. : 1 1am tess intarested in othar pecpia than | used o be.
T iiéel Yag, ) I hava lost most of my interest In other peopla.
r»m 3aad aif the time and | can’t snap aut of i,

2 1am a0 sad or unhapgy that { can't stand i,

2 0 lamhot Rarticularly discouraged about the futyre,
(;]) | ted! disouraged ancut the futura,
. I'teei that the future is hopeiasa and that thinga can. .
0 tgonot feel flks a faiiurs,

not imaorova.
HseL 1 have failad more than the avefage parson,
2 As llook bagk on my Hifa, alff can 3002 a lot of
failuraa, , :
3 J"f‘gial | am a complefa fallure as a parson.

4 0 Iget as much satistaction out of ihings a3 ! usad ta,
" 1, "1 don’t anjoy:things the way | used to,
(_5}‘ V'am aissatisriad or barsd with avarything,
5 0 Idon't fes] pantiéularty guilty,
1 HHael guiity a g3od par of the tima.
I'eel quite gulity moat of the tima,
3 1 fael guilfy alf of 14 time,
8 0 idon'tfesf particularty quity,
T I'toell may bs punisned,
L2 | Bxpect o ba'punished.
L1oei I am baing punisned,
7.0 don't teed disappointed In myssif.
1 1am disappointed in myself.
{2 1-am aidgustaq with mysaif.
3 Ihate myasif,

T 't feel | am any worze than anybogy eise,
criticai of myself tor my wedknoases of

10 mre irritated now than | aver am,

M. Q14 :
{1) 1 get annoysd o Irittated mors easily than | used ta,
2 | fest Irritaind il {he time now, :

3 radnt get initated at ail by
lesitath ite,

tha things that used ta

12 0 |have not loat intareat in other peopia,

Reproduction withous euthar's axprags written

QIRTE, e ARCH TBocu. M.D:

8087

conzant ia not panmitted,
QRtained fram: CENTER FOR COGNITIVE THERAPY, Aoom 602, 133 South 36th Street, Philzdeipnia, PA 19104,

3 ihave jost alt of my intereat in other pecpis,

& 0 I make decisions about as weil as | gyer couid,
1 1 put off making declsions mare than | used {o.
| have greater difficuity in making decisions than -
belora.
3 lean't maks decislons at afl nymore,

4. 0 tdon't feel | look any worsa than j used to.
1 lain worriéd that § am looking old or unattractive.
2 I teal thit thern ars peimanent changes in my sppaar-
anca that maks ms ook unattfactive. .
(3 baiiava that 1 ook ugly,

18, 0 [can work anout as wel a5 belore,
T 11 takes an extra aifort 10 get started at doing -
Somaething,
@ } have to pusn myssif very hard fo do
3 1can't do any work at all,

8. 8 1can sieep as wetl a3 usysl,
‘(D 1 don't sieap as wait as | used ig,
2 bwakeup 1-2 hours sirller than usual and find it hard
to get back to sieep.
3 Lwake-up several hours sarfler than | used to and
CaRNGL get baik 16 sisep., :
. 0 idon't get more tired than usual,
1 1gat tirad mare sasily than | usad to.
(27 4 at tired trom doing aimost anything.
3 Tam 6o trad to do anything,

anything.

E

6 m’mx af much elsa: .
Fam 50 warrled abaut my phyaicai probiems that |
caniot think'aboit &iyining eise,
Fhave not naticed any recsnt changs in my intersat in
aax,

1 1am tess interasted In sex than | used to os,

2 lam much isaa intoresteg In sex naw.
13) I have lost intersst in sax compietety,

Additional copias and/ar parmigsion 10 use this acali MRy be

MABALE KD mar. 20




Hamilton Anxiety Rajing $6218 1 no1eviscan 55 07212016 10:29 AM 050585 12 058

Patient’s Name DA—N Dog;u\} f Date of First Report {)A A ""Z@fé

|

Diagnosis [ Date of This Report ]
Current Therapy i
Instructions This checkiist is to assist the & None

physician in evaiusting each patient T M

with respect to degree of anxiety and 2 Moderate

pathologicel condition. Please 2 Severe

#lf in the appropriste rating. 4 Severs, grossly disabling
em  f | C/ {% ;‘ fL% Rating fem Rating

" 3

Anxious ' . Worries, anticipation of the worst, Somatic Tinnitus, Wgn, hot and

Mood fearfils tion, 3 g /
oo earful anticipation, rmtability. {Sensory} oldAﬂushes, Ifgs of weakness,

3 picking sénsation.

Tension Feelings of tansion, fatigability, Cardiovascular Tachyeardia, palpitations, pain ig
startle response, maved to tears Symptoms Lhest throbbing of vessels, fainting
easily, frambling, feelings of > feelings, missing beat. !
restlessness, inability to relax. 3
W
Fear Of dark, of strangers, of being Jeft, Respitatory Pressure or constriction in chest,
Aalone, of animals, of traffic, of Symptoms choking feslinigs, sighng, dyspnea.
crowts, -
poAchidsl

Insorninia Difficulty in falling asleep, broken

on waking, dreams, nighimares, fabdominalfuﬁn‘ess nausea, vomit-
night terrors. ing, borborygmi, loosness of

howels, loss of weight, constipation.
T

intellectual Difficulty in concentration,

(Cegnitive] BOQr memory.

Genitourinary Frequency of micturition, urgency
Symptoms of micturition, amenorrhea, menor-
thagia, development of frigidity,

Gastrointestinal Diffigulty in swajlowing, wind,
3@"‘9’9, unsatistying sieep and fatigue 3 Symptoms abdéminai Dain, burning seasations,

impotence,
P albhh-A =

premature efaculation, loss of libida,
2055 OF haa,

Dy mplith, fushing;’
*. fension headdche

Behavior at Fidgeting, restlesefipss or pacing, Somatic Paing and aches, twitchings,
interview Jtremor of hangs, furrowead brov, {Muscufar} stiffness, myoclonit jerks, grinding
strained face/sighing or rapid of teeth, unsteady voice, increased :
respiratio fitéial alior, swaliow- muscular tone. -
ing, belcing, brisk tendon jerks, )
dilatedpupils, Sxdphthaimos.
= \\
[ Total Score

Xanaxe

diprazolam (v

Uo610232

U7

D33

Uouuouonl

ECET K
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DAdlEL Doty
(il

Epworth Sleepiness Scale

The Epworth Sleepiness Scale is used to determine the level of daytime sleepiness. A
score of 10 or mare is considered sleepy. A score of 18 or more is very sleepy. If you
score 10 or more on this test, you should consider whether you are obtaining adequate
sleep, need to improve your sleep hygiene and/or need to see a sleep specialist. These
issues should be discussed with your personal physician.

Use the following scale to choose the most appropriate number for each situation:

0 = would never doze or sleep.

1 =slight chance of dozing or sleeping

2 = moderate chance of dozing or sleeping
3 = high chance of dozing or sleeping

Print out this test, fill in your answers and see where you stand.

Situation Chanee of Dozing or Sleeping
Sitting and reading
Watching TV
Sitting inactive in a public place

Being a passenger in a motor vehicle for
- -anhour or more -

S@re‘iﬁaﬂd ihé scores u}.'))
(This is your Epworth score)

= b ok o Jolb
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eSS D 1 SI R 1 291 8, La Cienepa Blvd., Suie 309, Beverly Hills, CA 80211
oY % 171 Teir {310) 659-8111, (310) 652-324
- Daphna Slonim, M.D. T I 6sul, (10) 6522246 :
39% 5. Barranca Ave. Suile 210, Coving, CA 9i723.

Diplemate American Board of Psychiatry and Nenrology Tel: (626) 332-3431, Fax: (626) 332-8578

Mailing Address: 822 8, Helr Ave, Los Angeles, CA 20035
Fax: {310) 6597350

July 18, 2016

William Green, Esq.
- 3419 Vig Lido, #607 .
“Neéwport Beach, CA 92663

Armber Thomas, Claims Adjuster
: State. Compensation Insurance Fund
P.O. Box 3171

Suistin City, CA 94585-8171

PSYCHIATRIC QUE REPORT

Re: Dan Doran :
Employer: Benedict & Benedict Piumbing Company
D.OB: 06/04/1966

D.OA.: 07/11/12
‘D.OE: 6/21/16

WCAB#  ADJ 8760713

Claim# = 05814232

o Mr Joran was seen for a comprehensive psychiatric evaitxa‘tion at the Q@Wina

‘office 6h 8/24/16 for 3 % hours, plus two hours of testing. :

Mr.. Qoran is @ 50-year-old Caucasian male who reported that he was in\?olvad in
an industrial injury on 7/11/12, while employed by Benedict & Benedict Plumbing
- Company.

The examination consisted of a clinical psychiatric interview. No physical
examinaﬁon was conducted.

The following tests were administered and scored by me in conjunction with this
evaluation:

8087
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Doran 2

The Beck Rating Scale for Depression
Hamilton Anxiety Rating Scale
Epworth Sleepiness Scale

TOMM (Test of Memory Malingering)
MMPI

91 RN

Mr. Doran was employed by Benedict & Benedict as a plumber since 2009 until his
injury on 7/11/12. '

" on 1112, M Doran cut through a wall with a saw. A chunk of the iz
b above and struck him on the right wrist and '

 Hoine, as it was the end of his shift. Mr. Dor .
He could not sleep because of the pain. The. ext day,:

f to finish the job.

riday, 7/13/12, Mr. Doran drove himself to ER at Mémorial ospital -ir
X-tays were taken, and he was told he had 3

y splinted it and-taped it.

.went to see-an orthopedic surgeon, who put a ca:
and-EMG. “It hurt terribly.” So, he‘decfdedj‘t

H

sleased Mr. Doran from under His care in's
SDI without even nofifying him. Only in Febr,
1€ to refer Mr. Doran to Dr. Baker for treatment.

Mr Doran saw a psychologist, Dr. Hinze, about 2-3 times over g csupleof y,é,a_rs.
He only received group therapy once a week, with different therapists. "He did not
recgive ahy individual psychotherapy. He felf it was “informative,” but did ot kel
miuch. S

8087
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Doran 3
Mr. Doran was released by Dr. Hinze around Ma
saw QME orthopedist, Dr. Aval.
psychiatric evaluation nor receive

y, 2015, around the same time he
Mr. Doran reported that he was never referied for
d any psychotropic medications, other than Elavil.

Mr. Doran reported that when the spinal cord stimulator -tur s high 1t fakes the
burning pain in the right forearm from 10/10 to 5.6/10. But he also has & buzz in
his kniees, ankles, and hips. The stimulator was placed on 8/28/14.

e the work accident, Mr. Doran has a jerky fremor of th
. He was told by one of the PA’s 4t Dr. Kohan's :

cts of Neurontin, He takes 800mg four tifes per day, ‘ahd v

'Was cut down, the pain increase S

Br. Baker, his pain management doctor, also prescriped: Ef4
¢ -Other than Dr. Baker, Mr. Deran only sées his
I, Ufider MediCal. She treats him for his diabét
ly. He also gets Lipizide, Smy, twice per day, 2
for high blood pressure, name unrecalied. Both,
s been unider control, ’

| Aigust, 2015, When

Mir. Dora

pplied for Social Security in January, 2015, and it was :
ey afid is scheduled for a ﬁeﬂé_rihg‘ on S
ok o i h livess with his g

financial. problems, he' had to'sell mostof his b
as been living in Constant fear that his girlfriend WO

ENTPHYSICAL COMPLAINTS:

has a buming pain in the right forearm up 1o his %ﬁp?w, ratedGﬂGWIth

o1, going up o 10/10 when he tums it 6ff
Hle has pain in the left wrist, rated 9/1 0; with the stimulator, rated 5/10.

Mr. Doran has pain in the anal area constantly, rated 5-10/10.
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Doran 4

He has pain in both knees when moving, rated 5-9/10.

M{Doranhas headaches 2-3 times per week, lasting about one hour, rated 7-

et since shortly after the accident,

- In the chiest o few times a day almost evaiy d:

ometimes he has it when he takes a shower with

dry, apd it makes him feel he is choking. He also hay difficiilty

al pain daily with nausea. He has constant ringing in his gars: He
constipated and has to take stosl softénérs.

céls discouraged about the future and feels dissgtisfied :
- Mr. Doran feéls h2 is being punished. “Maybé my ba

s about killing himself but won't do it.

nable to work and carinot eveh walk his dog. He
ngs. He blames himseif for getting injured. He sh

@ big part of his self confidence. He feels disgustes

H&tasls he ~}é@k§ ugly. “I cannot shave any longer, and I cannot affg ? shave. |
- not fike my fathér and brothers.” Mr. Doran had probiems

He. does not trust his judgment He lefs his girlfriend maké all

Mr. Doran has no energy and motivation. “I feel like a spent nickel. My eritire body
is Sore.” He gats tired from doing almost anything. He has to push himiself very
haid t6 do ariything. He reads the newspapers. He listens to the Dodgers games
on tadio. “l cAnhot even tie & fishing hook to go fishing.”

Mr. Doran has no appetite. He does not eat unil supper. He has to force himself
to eat. He lost all of his interest in sex. He is impotent,

2087
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Doran

ran-has lost most of his interest In other people. He taks with a couple of
efore the injury, he used o socialize about 6-10 hours pér wiggk with
utte dinher or going fishing.

>-to bed around 1:00 am. I takes 1-2 hours 16, fall
. per night 6 9o {6 the bathioorm. |t takes
p arotind 7:30 a'm. In the last fei weeks,

asias

restless, and nervolis, and is unable to relay. Hé
wpatient, but he keéps it all inside. He does not lose h 5te

d of traffic and of crowds. He tries to avoid driving the friééwWays. He
a store where theré afe a lot of people o

Tf)ﬁféi‘ﬁ:s}&‘t'!f{b;_his short term memory. His coricantration s fioi as
to be.-Sometimes when he reads, his mind wandérs. Heé then
the same thing over again.

ormn in Pagadena on 6/4/1966. His father died-in 1998 a
d complicafion of dighétes. He worked for ap ir
an-alcoholic and was not.available etiotionally

ovider. His mother died in 2007 at age 81

fr
‘a housewife and a “gdod mother.”
youngest of four siblings. He has one sister and. twg brothers.
en his mother died, he has not spoken with his sist rofhers,
issues with the inheritance. His older brother is af’ aloholié. Mr.
d° with the mother for a few years before her death and was hér
24 r: But'after the mother's death, they immediately sold the house. He
re€eived a lot less money from the inheritance than his other siblings.

He reportéd his childhood as normal and difficult, as he was not doing well in
school like his siblings. There is no history of psychiatric problems in the family.
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tended St Francis High School until the 11" grade: Hg-did-not
& left home at age 17 and went to work. He took differarit ‘classes
mbing.

.-Doran workéd for a fire sprinkler company, first in
ing. He worked there until age 22. He ther & ifte
edict & Benedict until 1999. Then he moved ‘to'N g
ew homes for threé years. He came back to assist his-mother after

i to Alabama arid worked as a plumber for Dean Plumbing for thiee
1 worked ot East Plumbing for a few yéars.

an moved fo Indiana and worked there as a pluber for three
mes unrecalled, until November, 1997, when he
his father had a stroke. Hé returned to Indiana, but jas very
refurned to Califonia to work. While he was 4 ;- his” wife

“care of his mothier, who had a stroke.

_Hg was laid off and was on Unemployment.

In 2008; hs re-started working for Benedict & Benedict.

LEGAL HISTORY:

None.
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Doran 7

IOUS PSYCHIATRIC HISTORY:

Nene.

CLUIRRENT MEDICATIONS:

Néurontin, 800mg, four times per day; Elavil, 50mg; Metformin, 1000mg, twice per
day; Lipizidé, 5mg; medications for blood pressure, 5mg
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1 pack per day for 35 vears.

. Alitle-wine at dinner for the last sight years; hefore, he used to drink
- beer and whiskey.
- 1 eup per day.

Aé’tatus examination conducted on 6/21/16, Mr. Doran was séen as a
veloped, balding, bearded, weil-nourished, 50-year-old Caiicasian male
appeared 1o be his stated age. He was casually dressed.

H ce on his right wrist. His left upper and lowei extramities were
$ ly. His left side of the mouth sesivied paralyzed. He had to

NS and stand up at imes.

$ somewhat.tensé and il at ease throughout the infefview bijt was
erative, and talkative. His affect was appropriate 1o the ; of
pression;, and worry that he reported. His miood: did 1

stated anxiousness and concem. He was sefiotis throi
re was nothing to suggest malingering.

. memory were slightly impaired.  His general futi f Kric e
) bein the average range, and was judged to be appropriate to his. age,
N ‘and work experience. His concentration was impaired.

Hemade three mistakes on the serial 7’s. He was unable to correctly repaat four
digits backwards.

An essay of Mr. Doran’s thought processes did not reve
loose associationis, and there were n
ideas of referénce.

al any clinical evidence of
o indications of delusions, hallucinations or
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g

His conceptualization ability appeared to be intact, and his capdcity to da;élgstraét
thinkirig was felt to be within normal limits. The patient did not describe, and it was
1o élicit, any evidence of abnormal faatiires in his basic perSonality.

sight appeared to be fair. The patient's motivation to ge
“emotional, physical, vocational viewpoint ap lite
ludgiment for events in his culture and lifestyle 'did not appéar to°

cored 41 (sevére depression) on the Beck Depssion Iivéntsr
cale. . ( Ly e
. scofed 33 (moderate/severe anxiety) on the Hamilfon Anxity
ala. : L

1 scored 2 (not sleepy) on the Epworth Sleepiness Scale.

scored 36/44/47 (not malingering) on the TOMN.

fing (TOMM) provides a s
jists in discrithinating batween bona fidé meme
- The TOMM is a 50-item recognition test for a
s and & retention trial. Duting the two leal
awings- (target picturés) of commen objects for.3 s
vals. The patient is then shown 50 recognition
el contains ong of the previously presénfed t
e patignt is required to select the cofréct pictuire
e learfiing frial). The same procedurs is used on
ept the target picturés are nét re-administered.

ing trials alone are usually sufficient to asséss malingéring:

of the retention trial adds only a few minutes to thé test andhelps

COrfob6a 3 fasults.

1mportant characteristics make the TOMM particularly efféctive for

defecting malingering:

1.

The adminigtration of a large number of visual stimuli gives the impression that
the test i mch more difficult than it really is. Malingerers bélieve the test
would be difficult for people with genuine memory impaiments and intentionally
perform paorly, while non-malingering patients exert their full effoit and do well.

2. The preséntation of 50 pictures also provides the TOMM with good face validity

as a test of learning and memory. This decreases its fransparency as a test of

8087
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malingg-:‘{rjn'g and increases its effectiveness in detecting exaggerated or

deliberately faked memory impairment. o

back to patients on response correctness after each itein widens
en the scofes of memory-impaired patients. and m

Vides: a learning opportunity for highly mofivz .

156 their response accuracy on subsequent trials, whils it aliows

to more accurately track their pefformance afid adjust it

MM is an uncomplicated process. One point is. give
rovided by the patient on the Recognition afit
um score on each of the Recognifioni and Re
s 0, while the maximum score (all answérs cOrtéctyis 50.

lingerers, even those with substantial impairment, score very well.on the
‘Malingerers or suspected malingerers scorg very fow on t
ts that any score lower than 45 on Trial 2 or the.R

cemn that the individual is not putting forth maximum

than chance on any trial indicates the possibility of mial
ased on the fact that a person can corréctly identify 50
uessing. Thus, a score .of 25 represénts. a..c
n the TOMM. Moreover, application of the bir
6) shows that the 95% confiderice intervat for chz
118 to 32. Consequently, scores below 18 are ui

ower than 45 on Trial 2 or the Retention Trial indicates the
ity of malingeéring. Since most malingerers do not obtain below-éhance
most interpretations will rely on the second decision rule, This rule
uses the score on the second frial as its point of reference. Perfoimance o
Trial 2 is very high for non-malingerers regardless of age, neurological
dysfunstion, or psychological symptom. More than 95% of adults obtained a
score of 49 or 50 on the second trail. Most non-demented individuais obtained
-a perfect score on Trial 2. This occurred regardless of the individuals
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performance on fraditional tests of visual and verbal learning. Rarely did a
nen-démerited patient obtain a score lower than 45.

En v&ew of these resuifs, any scare lower than 45 on Trial 2 or on the Retention
ld ra:se cancern that the mdmduai is not puttmg forth maxtmum efor{;

: s{b_ﬁr{y that he had to take the MMPI—Z agamst h:s Wil

of hls prof Ie and the level of severity reﬁected in thé followmg
interpretatioli may need a careful area-by-area evaluation in intérviews.

SYMPTOMS AND PERSONALITY CHARACTERISITCS
The profile indicates that he would readily become preoccupied with a wide vanety

of causes of physical pain and suffering. At least same aspects of localized pain,
general malaise, weakness, and fatigue are apt fo be seen as beyond medical

8087

055144$2

2 j964055' OUUODUUUi U433

1)




8087

SCIF RECE DTE ?}Efﬂf}‘ﬁﬁ VLECAN 55 072112016 10:28 AM 050585 12013

Dorani " 12

expectations for his current physical status. Such symptoms as' G, pain or cther

>:1, “complaints, hypertension, vasomotor instability, and headache are oftén
this profile. If there were a back injury, his complaints arg likely. to

creased by-psychological factors. Various issue i

50 be typical.. Many patierits with similar profiles ha

yndromes especially poﬁstéperati‘\?e!y«, Spells, sucl
ess are suggested along with other symiptoitis
sciousriess. At tines he wolld sh

1ave been described as being at a “throw in the spongs’ phass &
time: of testing. Multiple childhood rejections
cluding poor or alcoholic fathers, emotionally ill;

eculated that these life-long condifioned autonomic re 10
dir d - to .their high incidence of organic... breakdowns . and
psyehophysiclogic disorders. S B ’ o

DIAGNOSTIC IMPRESSION

noses of conversion, pain, and hypochondriacal disorders and of
psychophysiolagic disorders are the most common with this pattern. Some of
thesé patieiils were seen as having depressive disorders with a strong soratic
emphasis. However, the clinical and diagnostic picture appears more mixed arid
severe than usual. It should be re-emphasized that his generally guarded and self-
favorable respénding together with his understatement of his problems and his
idealized self-presentation make his profile more ambiguous than most.
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Doran 13

REVIEW OF MEDICAL RECORDS:

1. Records from U. S. HealthWorks, also including:
.. Hand Rehabilitation notes. Pain 7-10/10. X-rays 100% healad.
- Priloses, DM meds.  Dynamomefer readings. and- ROM
Physical Therdpy assessmert. =~
9, MPT; 10/: Ready for physical theraipy. Cold packs:

A41/812.
d1/8/12,
nt. ' :
1/12/12. Physical Therapy Evaluation, 12/12.
11/12112. Daily Therapy Treatmént Note.

! Huntington Orthopedic Surgical Medical Group, includinig:

ang, MD, 7/17/12. PTP Initial Ortho Evaluation. Right tRumb first
al fracture. Wil need thumb spika cast. He takes Metformin and

Approved physical therapy 2 X 6. Naprosyn. Medrox cresim.

us Report, 7/17/12. Temporarily Totally Disabled uniil /30/12.
2: Temporarily Totally Disabled until 10/30/12,

: /12. Temporarily Totally Disabled until 2/28/13. o

§; MD, 7/24/12, PR-2. Godd aligniment of fracture. Continué cast. '

ly Totally Disabléd until 9/30712. :

4/12, PR-2. Naprosyn, Prilosec.

/12, PR-2.  Should get a thumb spika orthosis for 2-3 weeks.

1erapy 2 X 6.

- 10/4/12, PR-2. Continue physical therapy. Temporarily Totally

sabled until 11/30/12. If not improving, will ask for an MBI,

11.Samme, 12/20112, PR-2. Saw the neurologist who recommended EMG to
right upper extremity. Some numbness on the thumb area. Finished
physical therapy, which has been helpful to improving range of motion.
Diagnosis: (1) first metacarpal fracture; (2) reflex sympathetic dystrophy.

12. Same, 1/3/13. Request for EMG/NCS.
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Doran 14

18. Same 13113, PR-2. EMG done 1/15/13. Showed mild carpal tunnei
fome. Gabapentln to treat poss:bte RSD

me 10/4/12. Temporarily Totally Disabléd until 11!30;’12
1 1/8/13, PR:2. Good callug formation of the fracture area; wal-
i X»rays Refer ’co neurologxst (e} rufe out RSD.

rkers Compensatxon Tetanus injection i
cssimient, 7/13/112. o
I: Lam, MD, 7/13/12. Right thumb X-rays. No fracturd, Soft
‘swelhng

MD 112113, Neurological Evaluation. Diagnosis: (1) pogsible.
syndreme {2) possible Reflex Sympathetic Dystrophy Will -
z| _G

-i‘t‘,us - Metformm 1OOGmg twnce per day Bemgn Essen{!ai
Hyp ensson»BP 138/81. Mr. Doran is medrca!ly cleared for surgety.

9. Barath Kumar, MD, 6/12/13. Three phase bone scan with vascular flow.
Imtediate and delayed images. No evidence of increased vascilarity. Suggesﬂon
’ aly increased activity in the right activity in the right wrist with 3 focal
hent in the right trapezium and right scaploid. This may suggest focal
| injury. Opinion increased activity in the first right metacarpophalanggal

joint.

10. Blood test resuits, 10/10/14, WBC — 13.5.
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15
11. Monish Lexpati, MD, 5/1/14. Norma chest X-rays.

12. Blood and urine test results, 8/15/14. Glucose 111,

13.: CID Management, 6/24/13. Certify Neurontin, 600mg; and Elavil, 100mg,

between 5/31/13 to 8/19/13; L
14: - M, Randall, MD, 9/13/13 (CID Management). Certify: Stellate ganglion

injection. Certify; Neurontin, 300mg; Norco: Docuprene, 100mg; Relafen, 100mg.
Prilosec = fiot-certified. |

Ted Tander, MD, 12/12/13. Certify psychological clearance. Not certify ~

d stimulator fiial.

16. CID Managament, 3120/14. Certfy Neurontin, 900mg; and Noico, 10mg:

Bnan Kgféixhai,MD, 411714, Certify spinal cord stimulator trial. Psycholcgtca{
clearanceé ~ non-certified.

18. Joy Hamilton, MD, 6/2/14. Elavil ~ certified.

189" CID Management, 11/4/14. Cartiy Neuronfin and Norco.

20. Aiexander Francini, MD, 2/5/15. Certify Norco, Neurontin, and Elavil.
21: Numgféus Dalsy Bilis — second reviews — electronic submissions.

22, Hamiifon Chen, MD, 2/27115. Modify Neurontin, Norco, and Elavil for five
reffills to one refill.

23. Same; 3/6/15. Same.
24. Nuperous Providers’ Requests for Second Bill Review.e
25, Mancj Moholicar, MD, 4/29/15. Madify to one refil

26, Heath Hinze, PsyD, 5/7/13. Initial psychological consultation. Scored 29

(moderate anxiety) on the Beck Anxiety Inventory. Scored 37 on the Beck '

Depression Inventory. Average on Somatization scale. Above ,ave,ré"gé
depression scale and below average anxiety scale on the P-3. Diagnosis:
Depressive Disorder NOS (311); Anxiety Disorder NOS (300); insomnia Due to
Paifi (780.52); Male Erectile Disorder (302.72). No Axis Il diagnosis. GAF — 56.
Not-yet permanent and stationary. [Initial trial of six psychotherapy visits over six
weeks. [f evidence of improvement, then 13-20 visits in 13-20 weeks.
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Doran 16

27. Same, with Marsinah Ramirez Trujillo, MFT intern, 7/9/13, PR-2. Beck Anxiety
inventory, 38 (severe). Request authorization for four sessions of CBT.

28. Same, 8/6/13. Same. BDI, 41.

29, Same 9/1 1/13. Notes — chose not to speak. Missed pravious session.

Same, 9/10/13. BDI-H — 41,

5 10/813, PR-2. Angry, depressed, fearful, hopeless.

3 ameNotes 10/22/13. Explore maladaptive thoughts.

o 1§ tes 10/8/13. Hopelessness. Had a panic attack.

35. Saitié, 10/8113. BDUI41, BAL-32.

36. Same, 11/12/13. Notes: Chose fo be quiet.

37, -Sare, 11712113, BDI44; BAV36.

38, sa'hié, 10/29/13. Notes: Rumination about former boss.

39. Same, 11/12/13, PR-2. Request four CBT sessions.

40. Samie, 12/10/13. Notes: Needs to listen to others,

41. Same, 12/10/13. BDI-I-49, BAI-41.

42; Same, 10/3/13. Notes: Logks for way to manage emotions. .

43. Saine, 11/26/13. Notes: Discussed frustration with the system.

44. Same, 1/7/14, PR-2, BAI-43, BDI-52.

45. Héath Hinze, PsyD, 2/4/14. Psychological consultation and clearanqe'af a
spinal cord stimulation trial. BAI-41; BDI-51. The patient indicated he benefifted
from the psychological treatment. He stays busy during the day; more opfirnistic.
Mr. Doran is a qualified candidate to undergo the spinal cord stimulation trial.

46, H. Hinze, PsyD, Rina Varughese, MFT, 2/1 1714, PR-2. Depressed. Flat
affect. Request four sessions of CBT and Authorization Reguest.
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17
47. Same, 4/1/14. Notes: Loss of escape activity.

48. Same, 4/22/14, PR-2. Agitated, depressed, normal affect.
49, Sams, 4/22{14 Notes: Patient “gains solace” coming to the group.
5‘-‘6,;‘_"Same BD! 11-47; BAI43,

51 Samé, 4/20/14, PR-2. BDI45; BAI42,

52 Same, 6/17/14, PR-2. Hopeless, lost motivation.

¥ _414. Notes: No sharing with group.

54, ‘Samie, 7[8[14 Notes: No money for gas.

55. Séé}é,‘ 7)45}14. Notes: Looking forward to spinal stimulation trial.

56. Satnie, 7/22/14. Notes: Will have the procedure in August.

57. Same, 7(22/14. BDIIM49; BAL-44, |

58. Same, 7!2;2{14,‘ PR-2. Unable to sleep due to pain. Depressed, anxious.

58. Samé, 8!4[‘1;—'4, RFA.

60. Same, 8/5/14. Notes: Anger, frustration.

81. Same; 8/12/14. Notes: Frustration, financial problems.

62. Sarne, 8/19/4, PR-2. BAI - 45; BDI - 48,

63. Same, 8/26/14. RFA —four sessions of CBT,

64. Same, 9/4/14. Request Info Re: RFA,

85. Same, 9/4/14. Notes: Had surgery with no change.

86. Heath Hinze, PsyD. Rokhand Soltani, MFT intern, 816114, PR-2. Added
diagnosis; Reflex Sympathetic Dystrophy of upper and lower limb. Falling out of
relationship with partner.

67. Same, 9/23/14. Notes: Pain in back due to the procedure.
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68. Same, 9/29/14. RFA. Four sessions of CBT.
69. Same, 9/30/14. Notes: He “hit rock bottom.”
70. ‘Same, 10/14/14, PR-2. “Appears apathetic, dysphonic euthymic.”

71, Sanie; 1 §f2;1114. Notes: After a specialist changed the setting of stimulator,
he fesl tingling on ather areas of body but no help with the pain.

72: Same, 1;6};2’:7/14. RFA. Four sessions of CBT.

735 Sams, 111814, PR-2. BAI - 50: BDI - 48,

_ 1;{214/14, PR-2. BAl—46: BDI - 48,

75: Samg; 11/24/14. RFA. Four sessions of CBT.

76. Saﬁ“‘e, 12/15/14. RFA. Same,

77. Saine; 1/9/15. Request info on Previous RFA.

78; Same 12/1 6/14. Notes: Frustrated with lack of progress.

79. ‘H. Hinze, PsyD, Nicole Herschler, IMF, 12/30/14, PR-2. BAl—43; BD| - 44.
80. Same, 12/30/14. RFA. Four sessions of CBT.

81 : 'Sarﬁ‘e; 1/13/14. Notes: Mr. Doran wants a setflement with future medical
care; :

82. Same, 1/20/14. Notes: His attorney cancelled doctors’ appointment. Angry.

Feels doctors work against him.
83. Same, 1/27/14, PR-2. Agitated, angry, irritable, hopeless, tense.
84. Same, 1/27/14. RFA. Four sessions of CBT.

85. Same, 10/28/14. Notes: Setting of stimulator fixed.

86. Same, 2/3/15. RFA. Four sessions of CBT.

87. Same, 2/24/15, PR-2. BAI-37; BDI —42.

88. Same, 3/9/15. RFA. Four sessions of CBT.
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89. H. Hinze, PsyD, Jake Edward Goldman, MFT, 3/25/15, PR-2. BAIl ~ 35: BD| ~
59,

90. Same, 4/7/15. Notes: No meds for 11 days. Depression, 8/10; anxiety, 8/10;
pain, 8/10. Cannot use his hand at all. Burning sensation from forearm.

91. Same, 4/14/15. Notes: Cannot sit still. Support gréup to help with isolation.
92. Same, 5/6/15, PR-2. Anxiety regarding pending court date.

93. Same, 5/20/15. Notes: Waiﬁng for setilement fo move. . .

leath Hinze, PsyD, 6/2115,  Permanent and Stationary Psy
on. .BAI - 35; BDI - 46. Diagnosis: Anxiety Disorder:
"NOS. No Axis Il Diagnosis. GAF 60 (15% WPI). ‘Tndstrial i
appoitiened to the injury on 7/11/12. : o

5. Soheil M. Aval, MD, 6/30/25, Ortho QME. Current medication:
; Elavil, Norco. Mr. Doran is permanent and statio
t. 100%.industrial ¢ausation with no appoitiori
auma. wit

5 (S ght ¢ rpal tunnel syndrome, per electr
iary 15, 2013; (4) mild'left hand sirain, secondary fo o

s preciuded from activifies of repefitive or
rquing, and heavy lifting with- the right upp
ity dogs not require work restrictions.  He

‘Aﬁacﬁed.ﬁeview of Diagnostic Studies and Operative Repéﬁs and Med,ga;
Records (49 pages). o S
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96. Edward G. Stokes, MD, 10/15/15. Initial Ortho Evaluation by PTP. . Blood
pressure 162/105. 0 score on the Epworth Sleepiness Scale. Diagnosis: (1)
chronic regional pain syndrome, upper extremity; (2) left upper extremity inténtional
tremors, rule out neuro-degenerative disease; (3) crush injury of right hand; (4)
Major Depression, Recurrent; (5) Amxiety, Unspecified; (8) s/p spinal cord
stimulation placement with residuals. Requesting medical récords. Refeérral for
neurological consult. Referral to Gary Baker, MD, for pain management. On
Gabapentin, 600mg, three times per day (anti-seizure?).

97. Same, 10/15/15. RFA.

98. Gary L. Baker, MD, 2/15/16. Initial Pain Management Eval

With no medications; 5/10 on medications. Current meds: . Elavil;

Mletforimin, 2000mg; Neurontin. History of diabetes and fyperiens
D A

; 99 Work related eye injury in 2010. Diagnosis: Type 2 Corriple Re
syndiome, fight upper extremity. Peripheral neuropathy. Diabete
E!av o0m{ at bedtime; Neurontin, 600mg, four times per day,

100. Same, 2/22/16. RFA.

101, Sanfie, 4/11/16. Insomnia Severity Index. Score —-23, savere.
insormnia. BDI-Il - 45 (severe). o

102, Edwin Haronian, MD, 2/18/13. Doclors First Report of Injur
usion, finger fracture. MRI of right wrist, co '
lons of psychotherapy from de

oer day. Patient is #emporarily totally d

ay, 1
isable

18/13.  Left upper extremity 2% WPI. Right
ibined 11% WPL S

e, 2/18/13. Initial Gomprehensive Ofthopedic E
tinnel syndrome; status post right thumb fracii
1. - Request authorization to refer to Dr. Kohan f
gnostic studies for carpal funnel. Mr. Doran will con

i for his diabetes. o

105. '.,Same, 3/18/13. Neurontin, 300mg, to be increased éyeryv.aggf‘dh»ig»;;three
imes per day. Start Elavil, 25mg, at bedtime. Vitarmin C, 500mg, twice per day.
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106. Same, 4/1/13. Begin Lexapro instead of Elavl. Psychotherapy was
authorized. Do a triple phase bone scan.

107. Same, 4/15/13. RFA.

~ 108. Same, 4/29/13. MRI, normal. Refill meds.

109. Same, 4/23/13. RFA. Bone scan to rule RSD.

110. Same, 4/29/13. Disability status: temporarily totally disabled.

111, Same, 4/29/13, Bone scan requested.

112. - Same, 5/31/13. Defer further handling of medications to Dr. Koha

and Neurontin, increase. Elavil fo 100gm and Neurontin to- GGE}m 32U ‘
rtlmes,per day or use Lyrica.

113. -8ame, 5/31/13. Temporarivly totally disabled.
114. Edwin Haronian, MD, 7/12/13. Glucose 101.

Same, 7/22/13. Did not tolerate Elavil, 100mg. Elavil, 75mg. Stafmegaf

116. -Same, 8/19/13. Consider spinal cord stimulator.

7. ‘§§me, 9/16/13. Pain, 6/10. Elavil, 50mg.

2, 11/11/13.  Minimal benefit from the ganglion block on 10[_,2,113
;psyche]egxcal clearance for spinal cord stimulafion.

122::8aime, 12/4113. RFA

123. Same, 1/17/13. Request for Information on Previous Authorization, Request
(psycholcglca! clearance).

28087
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124. Same, 1/6/14. Dr. Kohan diagnosed reflex sympathetic dystrophy. Awaiting
psychological clearance.

125. Same, 2/17/14. Cleared for spinal cord stimulation,

126. Same, 3/31/14. Request authorization for spinal cord stimulation.

127. Same, 5/12/14. Awaiting placement of stimulator this upcoming Wednesday.
128. Same, 6/23/14. Underwent spinal cord siimufatidn trial on 5/14/14 with.fgiriy
significant improvement in his pain and range of motion. Mr. Doran is an
appropriate candidate for permanent placement. Request authorization.

129. Bame, 6/23/14. Temporarily fotally disabled.

130. Same, 5/12/14. Temporarily totally disabled.

131. Same, 8/4/14. Scheduled for a permanent placement of the stimulator on
8/28/14. ‘

132. Same, 8/4/14. Temporarily totally disabled.
133. Same, 9/15/14. Temporarily fotally disabled.

134. Same, 9/15/14. Surgery was performed 8/27/14. Less burning but is still
symiptomatic. Has difficulty with ADL’s.

135, Same, 10/27/14. Significant RSD in right upper extremity. Témporarily
totally disabled. =

Saime, 12/8/14. Was scheduled to see AME in Novermber, by
‘Authorization request for Elavil and psychological
hs of physical therapy to the cervical spine and both ppggr éxt

137. Same, 12/29/14. RFA.
138. Same,-8/22/14. Same.

139. Jonathan F. Kohn, MD, 4/11/13. Pain Management Initial Report. Pain‘8/10.
i;urreht medications: Metformin, 2000mg; Januvia, 1 00mg; ﬁacjgfgﬁ‘ Cream;
Medrox Patch; Prilosec, 20mg; Relafen, 750mg; Neurontin, -300mg; Lexapro,

10mg. Diagnosis: Possible mild CRPS. Recommend triple phase bone scan.
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140. Same, 5/9/13. Awaiting authorization to be seen by a psychologist and for
acupuncture. MRI on 4/11/13 showed osteoarthritis. Diagnosis: wrist bursitis.
Rule out Complex Regional Pain Syndrome, Type 1. Wil start Elavil, 50mg, at
bedtime; stop Lexapro.
141. Same, 6/13/13. Complaints increase by any frequent use.

142, Same, 7/11/13. Neurontin, 600mg, three times per day. On Elavil sleeps
better; decreased numbness and tingling.

143. Same, 7/25/13. Pain, 610, Elavil, 75mg. Decreased grip sirength.
Neurontin, 700mg X 3. - ) -

144. Same, 8/22/13. Norco, 5mg once per day. Request authorization for stellate
ganglion block on the right side.
145. Same, 9/13/13. RFA for the above.

146. Same, 9/11/13. RFA. Same.

147. Same, 9/19/13. Pain, 8/10. Approved for the procedure. Start Lyrica; 50mg,
twige per day. Increase Norco to 7.5mg twice per day. |

148. S__am_e, 10/1/13. Request information on previous RFA.

148. Same, 10/16/13. Operative Repori. Stellate ganglion block on the right
under fliicroscopy (with attached anesthesia record from Osteon Stirgery Certer).

150 Same, 10/17/13. Pain, 7/10. Tolerated the procedure well. On Ly
X2, Wlf.h no:side éffects. ‘ ‘ '

151 "Same, 10/23113. RFA. Lyrica 100mg,

152 vSam_e, 1114113, Pain, 9/10. He is a candidate for spirial s‘,ﬁmui@tdr_;_’(r}al.

153. Same, 12/513 and 1/21/14. RFA psychological evaluation for clearance for

spinal stimulator trial.

154. Same, 11/14/13. On Lyrica, 100mg, twice per day. Control of neuropathic

pain is sub-optimal. Stop Lyrica. Neurontin, 800mg, three times per day.

155. Same, 12/12/13. Pain, 6-7/10. Awaiting authorization for psychological
clearance.
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156. Same, 1/9/14. Pain, 940, Norco, 75mg, three times per day. Neurontin,
900mg, three times per day, Elavil, 40mg.

157. 8ame, 2/6/14. Pain, 8-9/10. Norco, 10mg, three times per day. Request
authorization for spinal cord stimulator trial. :

158. 3/6/14. Elavil, 40mg, Neurontin, 2700mg.
158. Same, 3/10/14. RFA.

160. Same, 3/19/14. RFA.
161. Same, 4/3/14. Medications not causing side effects.
162, .Same, 4/10/14. RFA.

163. Same, 5/1/14, PR-2. Levaquin, 500mg, three times per day. After the trial,
‘temporaiily totally disabled.

164. Same, 5/7114. RFA.

1685. 5/2/14. Blood test results. Glucose, 110.

166 Same, 5/14/14. Operative Report: Myelogram. Percu_tanegus_ff;”“ ant

0 nal-cord stimulation leads times two, cervical spine undef fiuo'm_»s’jcgpy. “With

attaghed anesthesia records from Kinetix Surgery Center,

grooming aind chores afound the house,

168.7Saiie, 5/19/14. RFA.

169 Same, 6/13/14. More than 70% improvement of symptonis.

170. 'Same, 5/21/14. RFA for medications.
171. Same 6/13/14. RFA for final placement of the spinal cord éfﬁmﬁiétdﬁ
172. Same, 6/19/14, PR-2. Significantly increased depression. Elévil, 50mg

173. . Same, 6/19/14, PR-2. Refill meds. Awaits authorization for permanent
placement. -

174. Same, 6/26/14. RFA — meds.
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175. Same, 7117/14, PR-2. Fager to proceed with parmanent placement.

176. Same, 8/27/14. Operative Report. Implantation of leads times two, cervical

spine. Implantation of pulse generator with attached anesthesia record from
Kinetix Surgery Center.

177. Same,.9/4l14, PR-2. Significant improvement.

178.  Same, 9/9/14, PR-2. The buming pain resolved. Continue same
medrcatlons No sign of infection at the incisions.

179. Same, 10/16/14, PR-2. 50% improvement. Some sympioms on the left
upper extremity.

180. Same, 10/16/14, PR-2. Addressing emotional complaints.

181. Same, 10/16/14. RFA.

182. Same, 10/21/14. RFA medications: Neurontin, XXXXXXXX.

1;83. 'wace per day. -Neurontin, 300mg, three times per day,’ ) E!avil, 50mg.
184. Same, 11/14/14, PR-2. 40% improvement.

185. Same, 12/12/14, PR-2. Current financial situation is the primary s‘tré'ssar

186. Same, 12/12/14, RFA - for meds. The patient was havmg dlff“ culty obtammg
hlS medrcattons In particular, Elavil was denied.

1_{87. ~.§_ame, 1/26/15. RFA.

188, ’Sémé 12117114, RFA.

‘289 Same 1/16/15, PR-2. X-rays of cervical spine do not show any move j,A
Eéads .

190. Same 1421118, PR-2. Feels like his is being shocked by the st:mulator

191. Same 1/28/15. RFA for meds.
192. Same, 1/21/15. RFA. Increase Gabapentin to 600mg X 3.

193. Same, 1/22/15. RFA. Appeal Elavil.
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194. Same, 1/26/15. Same,
195, Same, 1/28/15. RFA —meds.
196. Same, 3/18/15, PR-2. Residual pain addressed by Gabapentin.

197. Same, 4/15/15, PR-2. Addressing psychological symptoms. Anger and
frustration with providers and insurance. Elavil, 50mg.
198. Same, 4/21/15, RFA — medications.

- 199,, Same, .5/13/15, PR-2. Decreased Norco fo 7.5mg once a day; Neurontin,

SOOmg, twice per day; Elavil, 50mg, at bedtime.

200. Same, 6/10/15, PR-2. Neurontin, 1800mg. Pain in left wrist is now cohstant.
Left wrist tendonosis.

201, Same, 7/8/15, PR-2. 50% improvement with the stimulator. Awaiting
request of QME ortho.

.202. Same, 8/5/15, PR-2. Reviewed Dr. Aval's QME Report. Agreed Mr Doran
-had CRP’s f the left upper extremity.

203. :Same, 9/2/15, PR-2. XXXXX requires any opoids. Will be provided with

‘evaluation once in two month. T.7.D.

DIAGNOSIS;

Use of the BSM-IV-TR multiaxial classification ensures that attentfon isigiven”

rt 'ni.iypes of disorders, aspects of the environment, and areas ‘¢

‘ .-‘th_ _might be overlooked if the focus were on assessmg a smgle presenting
'probiem

There are five axes in the DSM-IV-TR multiaxial classification. The first three axes
constftute the official diagnostic assessment.

Axds | Clinical Syndromes:

1. 296.23  Major Depression, Single Episode, Severe.

2. 300.00  Anxiety Disorder NOS.
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3. 316.00  Psychological Factors Affecting Medical Condition.

4. 780.52  Insomnia Due to Orthopedic Pain.

5. 30742  Insomnia Due to Axis | Diaghoses.

6. Rule out: Pain Disorder with Both Psychological Factors and a Medical

Condition.

Auxdis | Personality Disorders and Specific
o Developmental Digorders;

Immature, Histrionic, and Avoidant Personality Traits.

Ax;s i Physical Disorders and Conditions:

(Obtained from medical records and/or patient information).

1.

2.

3.

4.

8. .
6. od pressure, by history, controlled with medxcafzens
7. Type It = coritrofled with medications.

8. gical problems.
-Axis 1V Bsychosocial and Environmental Problems.

Occupational Problems.
Problems with Primary Support Group

Economic Problems

Axis V: Global Assessment of Functioning (GAF)

Current GAF: 55. This is equivalent to 23% WPI.
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SUMMARY AND DISCUSSION:

Mr. Doran is a 50-year-old Caucasian male who was employed as a plumber by
Benedict & Benedict Plumbing Company from 2009 until 7/11/12, when he was
mjured on the job. While he was cutting through a wall, a chunk of the wall feli on
Mr. Doran’s right hand. He sustained an open ‘wound fo his right thumb. He
cieaned the wound and put tape on it. He was in a lot of pain.

A couple of days later, Mr. Doran reported he was examined at the ER at Memorial

Hospital in Pasadena, and he was told he had a fracturg in the
‘ ds from Huntington Hospital from 7/13/12 showed X-fays :
ging ear the first MCP joint distally, like a small forus or'ga_‘ge 1-the bones.
18,2 régult of the axial load biow to the tip of the finger.” R

31 Was seen by George Tang, MD, PTP orthopedic: g0rgeon, oi
that X-rays showed a non—dtspiaced fracture '\
e He put the thumb in & cast. Mr, Doran c’cr‘iﬁn

iter. on; the. doctor also prescribed Medrox. On 11/8/12;.E
‘Réflex Sympathetic Dystrophy (RSD) and ré
ist; as well as to physical therapy. He also refern
evaluation was done by Moshen Ali, MD, on 1/2/13 Who s
ran for EMG. '

Br. Tang added Gabapentm for pam This wa
) dwi

niah ,prowded thumb spika and prescribed Medrox
uld work modlﬁed duties, but kept him s iemp
d work was not available. He détermined 9% WP;

on’ 3!18/13 Br. Haronian prescribed therapeuhc cream, Neurontin, SGOmg, Eiav:i
25mg, and Vitamin C, 500mg.
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On 4/1113, Neurontin was stopped because it gave no benefits but made Mr,
Doran “"spacey.” Mr. Doran did not fike the Elavil, so was swifched to Lexapro, and
the doctor requested authorization for triple phase bone scan.

In his initial report dated 4/11/1 3, Dr. Kohan, a pain specialist, nofed that EMG by
Dr. kevin done on 1/15/13 showed mild right carpal tunnef on the right. The dg
diagnosed possible mild CRPS and recommended to restart Neurontin 3
‘He-wanited to review resutis of the triple phase bone scan bé&foré decidii
.ganglion block.

Nree times per day.

On 6/12/13, Three Phase Bone Scan with Vascular Flow 1
MD. "It Showed increased activity in the first fight MC
: m and scaphoid. On 6/22/13, Dr. Haronian starte
Netirofitin and starfed Norco. .

On 10/16/13, Dr. Kohan did stellate ganglion injection on the right. It did riot-help.

On 10/17/13, Dr. Kohan noted Mr. Doran was on Norco, 7

a, 50mg.
miulater,

J onee per day; Efavil, 50mg, and Lyri
ledrarice for atrial of spinal cord sti

4, Dr. Haronian diagnosed RSD, Depressive

rder, and Sleep Disordér Due t6 Pain,
Dr. Kohan had a trial of spinal cord stim
; Dr. Kohan installed the permanent electrodes f the &g
ads. -

135911‘4{r. Kohan noted that Mr. Doran's burning pain has fes
he stimulator. He continues with Neurontin, 900mg, three

8 1 to:Norco and Elavil. The doctor instructed Mr. Dorain to'y ntir
gradually, orie tablet every fourth day and fo decrease Norco fro; iree to two

fimes & day.
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On 10/16/14, Dr. Kohan noted that Mr. Doran uses the unit around the clock and
reported 50% improvement in his symptoms and in particular the burning pain.

On 12/12/14, Dr. Kohan noted that Elavil was denied as psych is not an accepted
body part. Dr. Kohan appealed it.

Cn 1/16/15, Dr. Kohan noted 40% improvement. Is undergoing physical therapy
but reported buzzing in the left leg.

On 1/5/15, Norco, Elavil, and Neurontin were certified.

on 3/18/15, Dr. Kohan wrote that Mr. Doran's issues of dépression ‘4nd &

shoild be treated aggtessively, yet no referral to a psychiafrist was'g
Dr. Kohahi prescribe any additional psychotropic medications.

On, June.20, 2015, Mr. Doran was evaluated by SoheilM.-Aval, MD. &
aghoses were: (1) right hand traunia with reporied non
ht thumb with possible first metacarpal fracture per in

ent right hand sympathetically mediated pain

al pain syndrome; (3) mild right carpal
ic evalugtion of January 15, 2013; (4)
0 overéompensation.

Dr. Aval found Mr. Doran’s condition to be permanent and_stati
'  festriction's precluded repsiitive orforceful gripp g, fin

heavy liffing with the right upper extremity. Euf
onsultation for flare-up, with physical thers
ies. Mr. Doran should remain under. the
sting, and dispensation of medications

and Dr. Haronian released Mr. Doran from. uf
tdward G: Stokes, MD, PTP ortho. In his repic
left upper extremity intermittent tremors. -
asé dnd recommierided retirological constits
‘ieferred Mr. Doran for pain managemént constltati
d o transfer care as PTP, - L

In his initial feport dated 2/15/16, Dr. Baker noted pain rated 5/10:with
@nd "10/10 ‘without. medications. The patient reported continuous

moderate constipation. Dr. Baker renewed prescriptions for Elavil, /
Gabapentin, 600mg, four times per day. On'4/11/16, Dr. Baker réported pe

F—nTTTT 52
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of 6-7/10 with medications. The patient completed fluoroscopic evaluation of the
spinal cord stimulation on 3/15/16 and reprogramming of the SCS. Inscmma
secondary to pain was worsening. Blood pressure was 158/9? Score on the
Ihsomnia Severity Index was 23, indicating severe clinical insomnia. Heé scored 45

(seVere depression) on the Beck Depression Inventory, and Dr. Baker consrdered'
a referval to a qualified psychiatrist.

| reviewed an initial psychological evaluation by Heath Hinze, PsyD, dated.5/7/13.
it thaf time, Mr. Doran scored 37 (severe depression) on-the Beck sion’
ry and 29 (moderate anx;ety) on the Beck Anxxe’iy" ‘ e

Dey

numércus notes and PR- 2's, all 3sgned by Dr. H;j'".' y Mr.
~-to!d me he only saw Br, Hmze fnr‘ a t@tai of 2-3 tlm

xrety inventory was 41 showmg wcrsenmg [+
hat Mr. Doran beneﬁtted from the psychofog
¢ and clear for the SCS trial. O 6/2/15
and St 'onary Repart, with the same d;agnose
15% WPI.

It is of ofe that the psychologtcal freatment that was given to' Mr
ihan ‘uate While he received very excessive group
cumen‘ced severe depressmn and anx;ety he Wi

i g 16 Mr. Doran, ‘weekly sessions of group therapy
 he told it to Dr. Hinze and to the' dlfferent grou
hiatric” referral for medscahens Reportedly,
did not need med;canons

'tted his anxxety and depressxon are to.som

: e ing. 2t 5
- 'Sep _nmber and expects retroactive pay to January, 2015.

Mr. Doran has a severe Parkinson-ike tremor in his left upper and 16 ower
extremattes and paralysis of the left Side of his mouth. | agree with Dr. Stokes that

8087
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he needs to be evaluated by a neurologist to rule out Parkinson's disease or any
other degenerative disease. However, Mr. Doran reported that he was told the
tremor was a side effect of Neurontin, Thisis a possibility. Thérefore, | believe the
neurologic evaluation should be done on an industrial basis.

1 agree with Dr. Baker that Mr. Doran would benefit from adequate ps hiafric

‘treatment, as this was never provided. However, we are dlinost four y fter

the injury and after an extensive course of two years of grou

those to write this report as a Permanent and Stationary Report.

therapy. Thersfore, |

If, indeed, the parties would chose to send Mr. Doran for psychiatric treatment,
then "His “psychiatric condition would- be congidered a5
‘disabled, tnfil he would be released as permianent and stafiohafy by the
psychiatrist. i

rently, Mr. Doran’s condition meets DSM-IV-TR criteria for Majc
Bisorder NOS, ahd Insominia Due to Axis | Diagiio:

.l he diagnosis of Pain Disorder rieeds to be ruled out.

He .also meets DSM-IV-TR criteria for Psychological Fagtors A ical
ion, as it is clear that at least part of his physical com - 8re - 8iress
?CL . . :A'

Doran denied any previous Psychiatric history. He admitted
s of stress in his life, especially an anal fistula tha
fort. He also admitted being worried by his financial g
lfriend that are caused by these but also by his
lity to fqne’{it{)ﬁ, .

ported his first wife, who suffered from Bipol
as-away in 2001. - His $econd wife, who
>d o him and thei divoreed him a year after t

M. Doran has iprea-sxi'siting diabetes. He also has left:sided neurclogi
symptoms with Parkinson’s-like movements of the left lower and upper extremit

as well as left sided paralysis of his mouth.

Mr. Doran also has pre-existent personality traits,
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DISABILITY STATUS:

At no time ever was Mr. Doran temporanly totally disabled purely from a psychiatric
point of view. At this time, his condition is regarded as permanent and stationary
with moderate psychiatric disability.

CAUSATION:

Industrial causation is preponderant to all other causes combined in the. psychiatric
d ity mf Mr. Doran. Good faith personne! action was nof a or.

Fowever, AOE!COE is a legal and not a medical decision, so. Ividuld leave it to'the
er of Fact.

APPORTIONMENT:

20% is apportioned to pre-existing and non-industrial factors as outlined: dbove.
20% is a fesult of financial worries,

80% is-apportioned to the industrial injury of 7/11/12.

ommignded to refer Mr. Doran to a progtologist for consultati
fon. It is probable that it resultéd from-his. ¢ :
-aside effect of the Néeuronfin. '“

<) canno sleep "’e
i&d dunng the day. The score of 23 (‘
everity Index submifted by Dr. Baker is mij
. Thetéfore, 1 recommend polysomnagram in a good piade 0 Mofe'a
defennme WPI for sleep and arousal issues.
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Doran , 34

OPINION AS TO DISABILITY RATING:

On the basis of this present psychiatric study, 1 believe that Mr. Doran has been
VO 1 ally disabled as a result of the above-described woﬂc—reiated & ]
reports himself suffering from a combination of physical and emotionaf dxs ilitie

Th

ders of this report are advised that the assessment,
;:‘ih xeal disability are beyond the purview of the unc
f ,_ly beleng under the jurisdiction of other medical spec:a ists.

‘m hls‘e" ryday werid N belfeve that f’us present
st, to p_yéhofogrcal factorg, and in my opirion
he résditt of the claimed aceident. ’

¥ opinion that for Workers' Gompensation rating p, :
cal status is permanent and stationary, and is of a mode
ft. B

socially withdrawn, impaired sleep, indecisiveness, not fumcti
ol m the household, impaired concéntration and

dremities, pain in.anal. area, depress:on af
fnhecioma g

'su:cxdai ;deatron

WORK RESTRICTIONS:

Mr. Deran should avoid stresses af work.

TETTITa2

R
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Doran

35
YOCATIONAL REHABILITATION:

This is not indicated from a psychiatric point of view.

FUTURE PSYCHIATRIC CARE:

Mr. Doran would benefit from psychotropic medication and should be under
psychiatric care once a month for at least two years.

No more psychotherapy is indicated at this fime.

More intensive psychological or psychiatric care should be made available in case
of deterioration in the future.
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Doran 36
Work Function Impairment Form:
Work Function Level of Supportmg Data
impairment (Cite Findings)
1. Ablhty to comprehend Slight impaired congentration and
olio A memory.
Very Slight
Slight As above.
Moderate ‘ Impatred concenfrat:on and
memory
Slight : Befng socsaity wi:hdrawn

f.'hts temper

Slight/Moderate

energy and

Moderate

Moderate

3. Géﬁéénfration, persisteﬁce and pace: Slight impairment.

4. Deterioration or decompensation in complex or work Jike setting: Moderate impairment.
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| personally interviewed the patient, conducted the psychiatric examination,
administered and ‘scored _psychological testing, reviewed available medical
records, and wrote the report. My secretary typed the report.

Thank you for referring this interesting patient to me. If | can be of further
assistance regarding Mr. Doran, please do not hesitate to contact me. -

Very truly yours,

Daphina Sloni M.D

Diplomate American Board of Psychiatry and Neurology
California License A 41160 '

[) i4<32
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Doran . 38
DECLARATION

I declare under penalty of perjury that the information contained in this report and
its attachments, if any, is true and correct to the best of my knowledge and belief,
except as to information that | have indicated | received from cthers. As to that
information, | declare under penalty of perjury that the information accurately
describes the information provided to me and, except as noted herein, that |
believe it to be true. ‘ ' ’
Hurther declare under penalty of perjury that | personally performed the evaluation
of the patient oné—f;gﬁ;in Los Angeles County and that, except as otherwise stated
‘herein; the evaluation was performed and the time spent performing the evaluation
was in compliance with the guidelines, if any, established by the Industrial Medical
Council or the administrative director pursuant to paragraph (5) of subdivision () of
Section 139.2 or Section 5307.6 of the California Labor Code.

| further declare under penatty of perjury that | have not violated the provisions of
California Labor Code Section 139.3 with regard to the evaluation of this patient or
the preparation of this report. ) :

I'verify under penalty of perjury that the total fime [ spent on the following activities
is frue and correct. '

a. Face to face time with the patient 3 1/2 hours
b. Review of records 13 % hours
c. Report preparation and edifing 10 1/2 hours

Date of Report: ’A/t/ / %/f é/f

Signed this _ i Z ﬁ:ﬁay of % > , 2016 in Los Angeles County.

Daphna Sionim, MD.
~Di"pfomate, American Board of Psychiatry and Neurology
CA License A 41160

DS/mb

FodUso  QGUOULDUDUT U D 077 Uosid232
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PROOF OF SERVICE BY MAIL
State of California, County of Los Angeles
I am emploved in the County of Los Angeles, State of

California. I am over the age of elghteen vears
and not a party to the within action. My business
address is: 822 S. Holt Ave. Los Angeles Ca 90035

el
Y2

ly 16,1 ‘served.the foregos_ng Mg

on :Lnterested parties in thie action by placing a true
copv thereof, enclosed in a sealed envelope with
postage thereom fully prepaid in the United States
mail at __ LA

California addressed as follows:

{claim #: HDJ 536 23> }
Sl
P. 0. Box 3(?(

Suisum Gty G 945~ 67/

/mw

Executed on

true and correct.

~BHLOMIT TAHAD

Name of Declarant (print)
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