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Dictation Time Length: 21:55
April 29, 2022
RE:
Frank Florence

History of Accident/Illness and Treatment: As you know, I previously evaluated Mr. Florence as described in the report cited above. You have now kindly provided with some additional documentation to consider in this matter, not all of which was previously available. As per the information provided by the examinee, Mr. Florence is now a 54‑year-old male who reports he injured his back, neck and leg at work in 2013, but did not provide a mechanism of injury. He did disclose he underwent spinal fusion at L4-L5 and L5-S1 in 2013. This was followed by a revision surgery by Dr. Delasotta.
As per his Claim Petition, Mr. Florence alleged he was removing Jacuzzi pumps on 04/22/13 and injured his neck and lower back. He did receive an Order Approving Settlement on 04/22/16 to be INSERTED. He then applied for review of that award on 12/08/17.

Amongst the additional documentation provided were his family practice physician notes beginning 09/28/09. Dr. Bejaran treated him over the ensuing years for a variety of medical ailments. On 12/30/11, he was seen for a follow-up on his hypertension and lab results. He complained of pain in his right shoulder, but he still did not see rheumatologist Dr. Soloway. He is in construction and he is in a lot of pain. On a visit of 09/13/13, which appear to be the first notes subsequent to the event in question, Mr. Florence asserted he was injured at his job on 04/29/13 and he was on disability. Since then, he has been fighting a Workers’ Compensation case. He also states medication he was taking for pain caused a GI bleed. Dr. Bejaran sent him for numerous laboratory studies and prescribed medication including tramadol. He had already been seen by Dr. Albert, an orthopedist, and had 15 physical therapy sessions, and two epidural injections by Dr. Corda. He is waiting for a discogram order by Dr. Glass to go for possible surgery. He continued to be seen parallel to his treatment for the work injuries. On 01/09/14, he had a preoperative evaluation for lumbar spine surgery. On 06/17/14, he related undergoing lumbar fusion surgery in January 2014. He was still complaining of pain and claims his left leg gets numb and weak. 11 days ago, he fell down and landed on his buttock at his house due to losing his left leg strength. He also complained of ankle and foot pain from this along with blood in his stool. Ongoing care with Dr. Bejaran continued through 01/19/18. Mr. Florence complained of congestion on that occasion. He said an ankle sprain three weeks ago as a result of work-related back injury caused neuropathy in the left leg and has therefore caused an unstable gait according to the patient.

On 01/13/14, he was seen by a cardiologist due to an abnormal EKG prior to back surgery. He quit smoking one year ago and drinks two beers daily. He had also cut down on this recently in preparation for surgery. On 04/30/16, he was seen by Dr. Matusow for colonoscopy.
On 06/11/15, he was attended to by BLS personnel complaining of neck and back pain. He stated he struck two-part golf carts and was thrown over the handlebar of his bicycle and landed on his left side on the boardwalk. He did not lose consciousness. He did not want to move until EMS arrived because he had surgery on his back at L5-S1 a year ago and he was concerned a lot about it. He had abrasions on his left knee and elbow, but no edema or deformity. He had movement in all four extremities although had a tingling sensation in his left leg. He was immobilized and transferred to the emergency room.
He was seen there that same day relating he was riding a bicycle on boardwalk when he hit a golf cart and fell. He complained of low back, left hip and thigh pain. He underwent several x-rays and CAT scans to be INSERTED here.
On 07/01/15, the Petitioner was seen by Dr. Delasotta for a need-for-treatment evaluation. He had a history of work connected injury on 04/22/13. He was under a crawlspace pulling out spa pumps when he injured his lower back. He underwent subsequent surgery in the form of an instrumented PLIF at L5-S1 on 01/29/14 by Dr. Glass. Since then, he continued to have complaints of constant low back pain and intermittent numbness down the left lower limb. He disclosed on 06/11/15 he was riding his bike on the Atlantic City boardwalk when a security guard who was driving a golf cart collided into him causing him to fall to the back of the golf cart onto his left side. He asserted his low back symptomatology did not change after this incident. He had last seen Dr. Glass on 01/06/15 when he was deemed to have achieved maximum medical improvement from neurosurgical care. Dr. Delasotta rendered diagnoses of lumbago with radicular component, status post PLIF by Dr. Glass at L5-S1 on 01/29/14. He noted the more recent and earlier documentation provided. He recommended further diagnostic workup in terms of a lumbar myelogram followed by a CAT scan.

On 07/16/15, he underwent x-rays of the left ankle and knee to be INSERTED here. On 07/22/15, he underwent a CT myelogram to be INSERTED here.
I was previously in receipt of progress notes from Dr. Delasotta during the period 12/17/18 through 11/20/19. Additional treatment records from him began on 07/31/15. He noted the results of the myelogram, CT and lumbar MRI from 06/06/13 that showed multilevel degenerative change, more pronounced at L5-S1 without evidence for neural compromise. He had been out of work in maintenance since the accident in April 2013. He explained to the patient the results of the CT myelogram did not reveal any surgical pathology. His current symptoms are chronic and permanent in nature. He deemed Mr. Florence had reached maximum medical improvement from a neurosurgical perspective. He had an MRI of the left ankle on 06/14/16 at the referral of Dr. Bejaran to be INSERTED here. He had an MRI of left knee on 06/20/16 also at the referral of Dr. Bejaran. He underwent surgery on the left knee on 12/23/16 to be INSERTED here. On 12/29/16, he followed up orthopedically with Dr. Bundens. A course of physical therapy was ordered. Follow-up with Dr. Bundens ran through 04/27/17. A corticosteroid injection was administered to the left knee on that visit.

On 01/11/17, he was seen by a podiatrist named Dr. Rosenfeld. She treated him over the next several months. On 04/13/17, he had x-rays of the right knee that were unremarkable. On 07/31/17, Mr. Florence was seen by Dr. Cancell for pain in the left ankle that had been ongoing since a golf cart injury one and a half years ago. He had about six cortisone injections to the ankle as well as therapy. Orthotics also did not help. He had recently been seen by a podiatrist for possible surgical intervention. He recommended a new MRI prior to ankle arthroscopy. On 08/07/17, left ankle MRI was done to be INSERTED here. He had preoperative cardiology clearance for this on 09/12/17. He saw Dr. Cancell to review his ankle MRI on 08/16/17. The plan was to pursue ankle arthroscopy with debridement and osteochondral drilling of the lesion for the future. He did not feel the Petitioner required a Brostrom procedure. Ongoing care was rendered by Dr. Cancell through 01/15/18. A corticosteroid injection was administered to the left ankle on that visit. He was complaining of increase in numbness from his mid leg down to the ankle. He stated that this had been present since his knee issue. On 10/23/17, the Petitioner admitted that he overdid it a great deal immediately postoperatively and this would have caused all of his problems.

He saw Dr. Delasotta again on 07/05/21 for a need-for-treatment evaluation. He noted the previous examinations performed. He recommended updated diagnostic testing including lumbar flexion and extension x-rays and a lumbar MRI. He had undergone a repeat left ankle MRI on 08/07/17 to be INSERTED here.
On 12/21/18, he had a lumbar MRI to be INSERTED here. On 11/14/19, he underwent flexion and extension x-rays of the lumbar spine to be INSERTED here. Another lumbar MRI was done on 07/26/21 to be INSERTED. That same day, flexion and extension x‑rays of the lumbar spine were performed and will be INSERTED. He followed up with Dr. Delasotta on 07/28/21 to review these results. He recommended a course of physical therapy for the next four weeks. His progress was monitored through 10/18/21 by which time his course of physical therapy had been completed. There was improvement only in flexibility. There was no change in complaints of low back and left lower extremity pain. Dr. Delasotta once again deemed he had reached maximum medical improvement. He was to continue staying active with the home exercise program and bike riding was encouraged.

PHYSICAL EXAMINATION

GENERAL APPEARANCE: He stated he went to Florida to visit some friends. He did ride his bicycle while there. He drove his friend’s van down to Florida. He returned to New Jersey for the current evaluation.

UPPER EXTREMITIES: Inspection revealed callus formation, dirty palms, dirt under his fingernails, fissuring of the skin and a rough texture. There was also black paint on his cuticle area. He admitted that he was painting a boat. There were no scars, swelling, atrophy or effusions. Skin was otherwise normal in color, turgor, and temperature. Range of motion was accomplished fully at the shoulders, elbows, wrists, and fingers bilaterally without crepitus, tenderness, locking, or triggering. 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. Inspection revealed psoriatic lesions of both knees. Skin was otherwise normal in color, turgor. and temperature. Motion of the hips was full in all spheres without crepitus, but internal and external rotation on the left elicited low back tenderness. Motion of the knees and ankles was full in all planes without crepitus or tenderness. Deep tendon reflexes were 1+ at the patella bilaterally and 2+ at the Achilles bilaterally. Peripheral pulses, pinprick, and soft touch sensations were intact bilaterally. Manual muscle testing was 4+ for resisted left plantar flexion and 5​– for left extensor hallucis longus strength. Strength was otherwise 5/5 bilaterally. There was no significant tenderness with palpation of either lower extremity.

CERVICAL SPINE: Inspection of the cervical spine revealed normal posture and lordotic curve with no apparent scars. Active flexion was full to 50 degrees and decreased his pain. Extension was to 15 degrees, sidebending right 25 degrees and left to 20 degrees both with tenderness along with right rotation to 45 degrees and left to 40 degrees without tenderness. When distracted, he had improved range of motion in all spheres with no outward signs or discomfort. Spurling’s maneuver was negative.

THORACIC SPINE: Normal macro
LUMBOSACRAL SPINE: He ambulated with a limp on the left, but did not utilize a handheld assistive device for ambulation. He was unable to stand or walk on his left heel or toes. Inspection of the lumbosacral spine revealed a midline 3-inch longitudinal scar consistent with his surgery, but preserved lordotic curve. Active flexion was to 75 degrees. Motion was otherwise full in all spheres. He was tender to palpation about the left sacroiliac joint, but not the right. Palpation of the left greater trochanter inexplicably elicited tingling down his entire left leg. He complained of tenderness overlying the spinous processes incorporating his scar. 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 maneuver on the left relieved pressure on his back, but did not reproduce any low back or radicular complaints. On the right, at 90 degrees, no low back or radicular complaints were elicited. Lasègue’s maneuver was negative bilaterally. Braggard's, Linder, and bowstring's maneuvers were negative for neural tension. He did have 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.

On 04/22/13, Frank Florence reportedly injured his spine as marked in my prior report. Since evaluated here in 2021, he returned to Dr. Delasotta. Updated diagnostic studies were performed of his low back. Dr. Delasotta concluded he did not have any neurosurgically amenable abnormalities. Physical therapy was rendered through 10/13/21.

Please incorporate the EMG by Dr. Skinner on 05/03/19 and the operative report from 06/14/19.
The current examination of Mr. Florence found that he focused on his subjective complaints from the outset. He asserted “they make me feel like I committed a crime by getting hurt.” He did have skin changes on his upper extremities that he admitted were from painting a boat. This obviously is quite a physically demanding task. He drove some friend’s van down to Florida where he has been riding his bicycle. He had variable mobility about the cervical and lumbar spines. He also had unusual responses to palpation of certain areas as cited above. Rest of that section is normal.

My impressions relative to causation and permanency will be INSERTED here as marked from my 2021 report.
