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Dictation Time Length: 37:36
March 16, 2022
RE:
Melissa Foca

History of Accident/Illness and Treatment: As you know, I previously evaluated Ms. Foca as described in the reports listed above. She is now a 42-year-old woman who again asserts that on 09/10/10 she was weighing a 65-pound dog and was jerked with the leash wrapped around her right hand and arm. As a result, she believes she injured her lower back, neck, shoulder, arms, and hands, but did not go to the emergency room. She had further evaluation leading to what she understands to be a final diagnosis to be “a torn disc at L5-S1.” She underwent anterior and posterior fusion at that level on 03/16/11 and 10/25/11. She is not under active treatment at this point. She again revealed that in 1993 she was involved in a motor vehicle accident. This led to laminectomy at L5-S1 in 1998.
Additional records show the Petitioner was seen by Dr. Cataldo on 04/22/15 who offered an assessment of permanency. She also was seen psychologically by Dr. Tobe on 05/14/15. Treatment records show she was seen by Dr. Polcer on 06/03/15. He diagnosed failed back syndrome and had her on oxycodone, oxymorphone, and Klonopin. He deemed she had reached maximum medical improvement. She was unable to work, but deferred her final work status to Dr. Ponnappan. She saw Dr. Polcer again on 08/16/17. He wrote she appeared uncomfortable and had an antalgic gait. She was considered at high risk relative to drug use. She had a history of psychiatric illness including posttraumatic stress disorder, depression, etc. At that juncture, she was going to move to South Carolina. He recommended she be seen by a local provider. They also discussed further weaning of her medications with which she was not interested. She was taking MS Contin, oxycodone, and Klonopin.

Ms. Foca presented herself to Kennedy Emergency Room on 06/26/15 complaining of left lower quadrant abdominal pain for the past three days. She had a CAT scan of the abdomen and pelvis to be INSERTED. She also had an ultrasound to be INSERTED. They diagnosed her with abdominal pain, constipation, and left ovarian cyst. She had a history of chronic back pain, neck and back pain, as well as right ankle tendonitis.

At the referral of Dr. Polcer, she had a lumbar MRI on 09/02/16 to be INSERTED. On 10/13/16, she had a CT of the lumbar spine at the referral of Dr. Momi. On 05/16/17, he had her undergo a preoperative diagnostic study in anticipation of hardware removal. That will be INSERTED here.
She first presented to Dr. Momi on 10/07/16 with lower back pain and burning and stabbing pain to the right lower extremity. He noted her course of treatment and that she had been made maximum medical improvement by him in April 2014. However, she reported worsening of her lower extremity symptoms. He reiterated that those could not be explained by her imaging studies at the earlier visit in 2014. He noted she underwent right discectomy on 07/08/98, anterior fusion on 03/19/11, and lumbar laminectomy decompression and fusion on 10/25/11. He summarized her course of treatment to date. This included the 03/06/11 surgery by Dr. Cervantes, which was anterior lumbar intervertebral fusion at L5-S1. On 10/25/11, Dr. Ponnappan performed L5-S1 posterior revision and instrumentation along with an L5-S1 decompression. She had been seen by Dr. Polcer. She had undergone CAT scan on 10/18/12 and an MRI in 2016 the latter of which she described. His assessment was low back pain with lumbar radiculopathy and thoracic or lumbosacral neuritis or radiculitis. He referred her for a CAT scan of the lumbar spine without contrast. This was done on 10/13/16 to be INSERTED. She followed up with Dr. Momi on 10/17/16 when he noted its results. He did feel that surgical intervention was warranted and would be work related as there was adjacent level deterioration caused by her initial fusion. They discussed L4-L5 anterior-posterior fusion with revision decompression bilaterally and an L5-S1 revision and possible resection of hardware if there is in fact compression of the iliac artery. She was tentatively scheduled for surgery in December. On 10/31/16, she was seen by vascular surgeon Dr. Haas who would assist in the anterior approach for anterior exposure for the lumbosacral surgery. She saw Dr. Momi afterwards and signed consent for surgery. However, he noted that at that point she was being treated by a urologist. She had a stent implanted for an acute kidney stone and she was scheduled for what sounded like lithotripsy on 11/28/16. This obviously took precedence over her anticipated low back surgery. She returned to Dr. Momi on 05/02/17 in a wheelchair stating because her symptoms are so severe. She has to drag her right leg while walking. She had seen Dr. Vaquero who recommended new imaging prior to surgery. They referred her for new MRI anticipating further surgery.

On 04/18/17, Ms. Foca was evaluated by Dr. Vaquero. He diagnosed low back and bilateral leg pain. Her diagnosis was junctional degeneration. Pain appeared to be in the L3-L4 distribution and an MRI from 2016 revealed mild to moderate stenosis at the L3‑L4 level. Dr. Momi’s report discussed only operating at the L4-L5 level so he recommended an MRI to be done within six months of any planned procedure. If it shows evidence of critical stenosis at L3-L4, that would be the level #1 we have to focus on for the level of surgery to avoid a failed surgical procedure. Therefore, he ordered another lumbar MRI.

She was seen by Dr. Okonneh on 10/30/17. His report was dozens of pages long so we will have to go through that to mark what is relevant and insert it here. She continued to see this pain specialist and his colleague named Dr. Aronoff through 08/13/18.

Ms. Foca went to the emergency room on 12/13/17 at the referral of the pain clinic for concern of bowel and bladder incontinence. She had a prior history of lumbar spinal fusion nine years ago with a history of chronic back pain. She had an appointment with her physician that day where she experienced an episode of bowel and bladder incontinence the previous day. She was evaluated and underwent a thoracic spine MRI to be INSERTED here. That same day, she had a lumbar spine MRI to be INSERTED here. She was prescribed pain management and was deemed safe for discharge.

On 03/07/19, the Petitioner underwent a cervical spine MRI with a history of cervicalgia. The referring provider was not listed. On 01/24/18, she had an EMG by Dr. Mandell. This was done of the right lower extremity and was basically normal. There were mild nonspecific chronic neurogenic changes in the L4 myotome. Clinical correlation was required. On 03/12/18, she was seen by Dr. Holbrook who offered a diagnosis of cervical radiculopathy and recommended epidural steroid injection at C5-C6. On this occasion, the Petitioner stated she injured her back and her neck in 2010 when a dog pulled her down at work as a veterinary tech. (There is a paucity of documentation relative to the cervical spine treatment prior to this). Dr. Holbrook had her continue medications. His last follow-up visit was on 04/10/19.

Ms. Foca went to Piedmont Medical Center on 04/15/18 with uncontrollable bowel movements for the last three days. She underwent a lumbar MRI to be INSERTED here. She was seen on 08/23/18 by a psychologist named Dr. Alexander. A diagnosis of chronic pain syndrome along with adjustment disorder, mixed anxiety and depressed mood were rendered. She participated in a functional capacity evaluation on 10/05/18. This was an update after beginning the functional restoration program previously. It was observed she demonstrated variable levels of effort with her program activities with her best effort and attitude exhibited the last week of the program. She listened attentively and learned quickly. She was independent with initiating her exercises and documenting in her exercise binder. She was encouraged to continue a home exercise program including walking and exercise.

The Petitioner presented herself to another emergency department on 11/23/18 with acute on chronic lower back pain radiating down her right leg. It felt like a severe electrical shock like pain that started the previous evening. She had loss of control of her bowels and keeps going to the bathroom to urinate but cannot. She feels numb around her rectal area and weak in her lower extremities and numb in her lower extremities. She had a spinal fusion in 2010 and was “between doctors” and does see pain control. She underwent laboratory studies and a lumbar MRI to be INSERTED here. Imaging was unremarkable for cauda equina or acute neurological emergency. It was recommended that she be given pain control and follow up with Dr. Ziewacz. She recently left New Jersey and had no follow-up here in South Carolina until December 17. She was given a pain medication prescription and was discharged home. It was thought her neurologic symptoms were chronic. She was also seen on 06/19/19 by Dr. Svedberg with both psychological and physical symptoms. She was diagnosed with lumbar postlaminectomy syndrome. The patient was requesting pain cream and that it helped her in New Jersey. She did not know if Workers’ Compensation was going to pay for it. She continued to be seen by this provider through 08/17/21 when she was seen by Dr. Park. Her assessments at that point were chronic low back pain with a history of lumbar surgery and fusion, lumbar spondylosis, lumbar radicular symptoms, chronic cervicalgia with cervical spondylosis, history of upper extremity radicular symptoms, bilateral epicondylitis improving, and myofascial pain syndrome. She had undergone cervical MRI in March 2019 and a CT lumbar spine in September 2019. INSERT those reports here or as marked from this note. Dr. Park engaged her in an opioid treatment agreement and was going to continue MS Contin and oxycodone for breakthrough pain.

Nevertheless, on 11/29/18, she went to the emergency room again at the referral of her attorney to obtain further pain control. On 09/20/19, she went to the emergency room again with similar symptoms. She wanted it placed in the records that she sees Dr. Girault and was having trouble with Workers’ Compensation. She underwent a CAT scan of the lumbar spine to be INSERTED here after which she was treated and released. It was noted allergies included Lyrica causing petit mal seizure, OxyContin demonstrated leading to mental disturbance, and topical Fentanyl resulting in palpitations.

On 11/06/19, she was seen by a neurosurgeon named Dr. Vemuri. On exam, there was give-way weakness in the right lower extremity. Clonus was absent bilaterally. He continued to follow her through 11/27/19 when seen by Dr. McGirt. Her diagnosis was degenerative disc disease. He explained she had dynamic instability at L4-L5 which was the adjacent segment and extending her fusion one level would be his recommendation and the likely cause of the mechanical axial back pain. If her flexion and extension x-rays do not show more than 3 mm of instability, then we will have her continue her medical injection and physical therapies outside of this surgical department.

On 08/11/11, Ms. Foca was seen in New Jersey by Dr. Reich. He noted her history and performed an exam and also referenced my earlier report. He reviewed the cervical MRI from 03/07/19. Upon exam, she had marked difficulty walking with a limp on the right side. She was unable to toe walk, but can briefly elevate herself in a single leg stance. The same is accomplished with heel walking. There was some diffuse give way motor strength weakness in the upper extremities. She had normal reflexes. He observed she had attempted extensive and abundant treatment of the lumbar spine including surgical intervention with marginal improvement. She is on narcotics for an extended period of time. In my report, he noted she had numerous Waddell signs and concerns with the examination. His examination revealed no evidence of radiculopathy or myelopathy. He explained even if he were to identify an organic cause of numbness, burning and tingling, the best surgical intervention of the cervical spine would to be 50%. She clearly had no compressive pathology which would explain the constellation and distribution of her symptoms combined with the weakness. He explained there was no role for any consideration of any spine diagnostic, therapeutic or surgical intervention as her neuroforamina and spinal canal were widely patent. He had nothing to offer her from a spine standpoint. He deemed she had reached maximum medical improvement.

Prior records show the Petitioner was seen by Dr. Gopal at the referral of a chiropractor named Dr. Barry on 12/07/93. She had sustained injuries in a motor vehicle accident on 05/15/93. Dr. Gopal performed an EMG that was consistent with cervical radiculopathy based on paraspinal denervation at C5-C6 on the right side. Her clinical impressions were posttraumatic right-sided cervical radiculopathy, chronic traumatic lumbar strain and sprain, and cervicogenic cephalgia responding to chiropractic treatment. She wrote cervical MRI was normal excluding herniated disc as the cause of her injured nerve. She prognosticated as a result of this type of injury, the Petitioner was likely to suffer long-term symptoms of radiating pain, sensory complaints, and weakness. (This portended her subsequent response and chronic symptomatology even after the subject event). On 12/28/93, she was seen by a family practice physician named Dr. Scardigli. Her low back symptoms were persistent and not really addressed in the rheumatologist’s or orthopedist’s letter. He wanted those addressed prior to her next visit. His assessment was concussion, cervical sprain associated with radicular symptoms, and a lumbosacral sprain associated with radicular symptoms.
On 05/14/96, the Petitioner was seen orthopedically by Dr. Ponzio with respect to a motor vehicle accident three years earlier. She had been under the care of a chiropractor. His assessment was internal derangement at L5-S1 with a bulging L5-S1 disc. This was based upon review of an MRI. She had been seen by Dr. Myers who recommended an EMG and two MRI studies. She had yet to participate in active physical therapy. Dr. Ponzio’s first recommendation was psychiatric counseling for depression. He felt the patient was unmotivated and does not perform her daily activities with any regularity or any consistency. She stays home and receives tutoring as opposed to staying in school. She notes she has to leave school because of pain. However, when she goes home, nothing seems to relieve the pain and therefore it does not make sense that she should need a tutor. He wrote she should be able to stay in school. He observed she was yet to begin a program of active physical therapy. He would not recommend that she do this immediately to become more functional. He did not see any surgical means of addressing her problem. If she remains refractory to treatment including bracing, TENS unit, Ultram and antiinflammatories as well as Tylenol, that he would refer her for steroid disc injections at Jefferson University Hospital. On 12/17/97, she had lumbar discography and CAT scan to be INSERTED here.
PHYSICAL EXAMINATION

GENERAL APPEARANCE: She at first appeared to be in moderate distress. She, however, complained of pain throughout the evaluation and demonstrated facial grimacing and wincing with the slightest maneuver.
UPPER EXTREMITIES: Inspection of the upper extremities revealed no bony or soft tissue abnormalities. There were no scars, swelling, atrophy or effusions. Skin was normal in color, turgor, and temperature. Right shoulder flexion was to 150 degrees with tenderness. Motion of the shoulders, elbows, wrists and fingers was otherwise full in all spheres without crepitus, tenderness, triggering, or locking. Fine and gross hand manipulation were intact. The deep tendon reflexes were 2+ at the biceps, triceps, and brachioradialis. Peripheral pulses, pinprick, and soft-touch sensations were intact bilaterally.  Manual muscle testing was 5/5 in bilateral hand grasp, pinch grip, and throughout the upper extremities. There was no significant tenderness with palpation of either upper extremity. 
LOWER EXTREMITIES: Inspection of the lower extremities revealed no bony or soft tissue abnormalities. There was no leg length discrepancy with the examinee supine, as measured at the medial malleoli. There were no scars, swelling, atrophy, or effusions. Skin was normal in color, turgor, and temperature. Motion of the right hip was full, but internal and external rotation elicited low back tenderness. Motion of the hips, knees and ankles was otherwise full in all spheres without crepitus or tenderness. Deep tendon reflexes were 2+ at the patella and Achilles bilaterally. Peripheral pulses, pinprick, and soft touch sensations were intact bilaterally. Manual muscle testing was 4/5 for right hamstring strength and 4+/5 for right quadriceps strength, but was otherwise 5/5. There was no significant tenderness with palpation of either lower extremity.

CERVICAL SPINE: Inspection of the cervical spine revealed normal posture and lordotic curve with no apparent scars. Active extension was to 45 degrees, rotation right 65 degrees and left to 50 degrees. Active flexion and bilateral sidebending were full. She was tender in the lower right paracervical musculature in the absence of spasm, but there was none on the left. Spurling’s maneuver was negative.

THORACIC SPINE: Normal macro
LUMBOSACRAL SPINE: She ambulated with a limp on the right using a cane in her left hand. She kept her heel in the air. She was able to stand on her heels and toes. She changed positions slowly complaining of pain and was able to squat to 20 degrees with support. Inspection of the lumbosacral spine revealed normal posture and lordotic curve. Inspection revealed a midline 3-inch longitudinal scar consistent with her surgery. Active flexion was to 30 degrees and bilateral rotation, sidebending and extension were full in all spheres. Range of motion was accomplished fully on an active basis in flexion, extension, sidebending, and rotation bilaterally. She was tender to palpation at the sacroiliac joints bilaterally as well as the right sciatic notch and paravertebral musculature in the absence of spasm, but there was none on the left. There was no palpable spasm or tenderness of the iliac crests, greater trochanters, or midline overlying the spinous processes. Sitting straight leg raising maneuvers were negative bilaterally for low back or radicular symptoms at 90 degrees. No extension response was elicited and slump test was negative. Supine straight leg raising maneuvers on the right at 50 degrees elicited only low back tenderness without radicular complaints. She had a positive reverse flip maneuver for symptom magnification. On the left, at 80 degrees, she experienced only low back tenderness without radicular complaints. Lasègue’s maneuver was negative bilaterally. Braggard's, Linder, and bowstring's maneuvers were negative for neural tension. She had a positive reverse flip maneuver on the right and a positive trunk torsion maneuver for symptom magnification.
IMPRESSIONS and ANALYSES: Based upon the history, record review, and current examination, I have arrived at the following professional opinions with a reasonable degree of medical probability.

Melissa Foca was injured at work on 09/11/10 while handling a large dog. She has had an extensive diagnostic workup and course of treatment lasting more than a decade. This included surgery on the lumbar spine on at least one occasion. She has seen numerous specialists and had other treatment modalities and diagnostics. She has remained subjectively refractory to any of these treatments. She has relocated to South Carolina and saw several physicians while there. I will not repeat the additional treatment she had since seen here in 2015, but may incorporate certain MRI and CAT scan studies. Notably, Dr. Reich observed she had breakaway weakness and what seemed like signs of symptom magnification. Of note, Ms. Foca was involved in a motor vehicle accident in 1993 in which she injured her cervical and lumbar spines. She had treatment at that time. Dr. Gopal prognosticated she would have permanent symptoms in these regions. She was by Dr. Ponzio on 05/14/96 who noted the lack of discrepancy between her activities at home and at school. He opined she did not require a tutor in the home. This unfortunately was a prognosticator of this Petitioner’s reaction to the subject event. Dr. Ponzio found her to be very unmotivated. Even her more recent rehab specialist noted she had been less than motivated during functional rehabilitation.
My opinions relative to permanency and causation will be the same as marked in my most recent report.
