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Dictation Time Length: 37:45
May 19, 2022
RE:
Darryl Foster
History of Accident/Illness and Treatment: Darryl Foster is a 49-year-old male who reports he was injured on 01/22/20 when he fell down into a deep hole. As a result, he believes he injured his neck and lower back, but did not go to the emergency room afterwards. He had further evaluation and treatment, but is unaware of his final diagnosis. He states he did not actually get treatment on his neck. He did not undergo any surgery and is no longer receiving any active care. Mr. Foster revealed he injured his lower back in 2003 while at work. This led to L5-S1 surgery. Afterwards, his back tweaked occasionally.
As per your cover letter, he has filed several previous claims not all of which he currently discussed. As per his Claim Petition, he alleged on 01/22/20 he slipped and fell down a mount of frozen clay resulting in injuries to his neck and lower back. Treatment records show he was seen at Concentra on 01/22/20. They noted a history of laminectomy on the lower back in 2003. On this occasion, he had x-rays that showed no fractures. There were L5-S1 degenerative and possible postoperative changes. He was diagnosed with a contusion of the buttock and lower back for which he was begun on ibuprofen and ice packs. He followed up at Concentra on 01/24/20. He went to his primary care physician who recommended an MRI with contrast. The patient was advised that his injury would be managed and if one was indicated, it will be ordered. After evaluation, he was started on methylprednisolone. An additional diagnosis of left-sided low back pain with sciatica was rendered. The Petitioner did not offer symptoms involving his cervical spine. He continued to see Concentra frequently. On 02/04/20, he complained of pain in his neck, mid to lower back and radiating down his left leg. On 02/04/20, he was rendered another diagnosis of left-sided low back pain with sciatica. He was using Relafen as needed through his family physician. Dr. Brown at Concentra referred him for a course of physical therapy. Activity modifications also remained in place. On 02/20/20, the Petitioner related he did miss two physical therapy appointments due to car issues, but his symptoms were resolved as far as his back pain. He still had pain in the left buttock only. He again did not convey any cervical spine symptoms. Dr. Brown then referred him for a lumbar MRI.

Lumbar MRI was done with done on 03/05/20. That report will be INSERTED here. He returned to Concentra on 03/30/20 to discuss these results. He stated his cervical spine was getting worse and the back spasms are worse. Nothing was getting better. This was quite contradictory to his more recent declarations and his symptoms had significantly improved. In any event, he saw Dr. Brown through 04/10/20. She spoke with the nurse case manager who stated the cervical spine would not be authorized for treatment. The patient was informed that the cervical spine will not be treated by Concentra.

On 05/20/20, Mr. Foster was evaluated by Dr. Ruggiero. He noted Mr. Foster had been involved in previous work-related injuries involving his spine. In about 2011, he was diagnosed with what sounded like a cervical strain and sprain as well as a herniated disc at C6-C7. These were treated with spinal injections, specifically epidural steroids in 2014. He also received facet block injections in 2014. The diagnosis in 2011 was a C6‑C7 disc protrusion. Dr. Ruggiero also cited the subject event. He opined Mr. Foster was in need of further diagnostic studies and specialist evaluations in reference to it. This included an MRI scan of the cervical spine. He also removed Mr. Foster from work.

On 05/27/20, he came under the pain management care of Dr. Buck. He noted the course of treatment to date including a lumbar MRI. He had a laminectomy in 2003 at L5-S1. He had a history of previous work-related incident in 2003 treated with physical therapy. He also had submitted to acupuncture, TENS unit, and lumbar injections in the past. Dr. Buck then initiated him on medications for pain. These were adjusted over the next several months during his course of treatment. On 06/23/20, a lumbar epidural steroid injection was administered. On 10/28/20, lumbar facet joint injections were given. Follow-up with Dr. Buck continued through 02/04/21. He was doing fairly well overall. He was continued on medications despite which he stated his pain is still very bad. He was deemed to be at maximum medical improvement and could return to work in a light‑duty capacity. He also recommended a work hardening program followed by full duty.

Neurosurgical consultation was performed by Dr. Mitchell on 02/01/21. We will INSERT what is marked, virtually his entire note citing previous diagnostic studies, clinical exam and his opinions. He ascertained that Mr. Foster had symptoms since 2016. He indicates they are worse, but this is subjective only and there are no objective findings to substantiate the “worsening.” Furthermore, Dr. Mitchell opined there were no objective imaging changes. On 05/24/11, a cervical MRI was performed at the referral of Dr. Gaffney. There were no studies for comparison. INSERT the results of that MRI here.
Prior records show on 12/13/02 he underwent lumbar myelogram to be INSERTED here. On 10/21/03, he had a lumbar MRI post surgery to be INSERTED here. On 11/14/05, surgery was done on this knee to be INSERTED here.
On 03/21/07, the Petitioner came under the neurosurgical care of Dr. Delasotta. INSERT what is marked from his report, which is pretty much the whole first page and second page. He was examined and able to walk on his heels and toes. Lower back revealed restricted range of motion in all directions. Straight leg raising was negative at 90 degrees bilaterally. The deep tendon reflexes were present and symmetrical. Dr. Delasotta’s assessment was status post microlumbar discectomy at L5-S1 and lumbar radiculopathy. He prescribed Vicodin and ordered a lumbar myelogram CT. This study was done on 04/06/07 to be INSERTED here.
Dr. Delasotta referenced the results of that study and if we did not have the report we will INSERT it from his description. He also reviewed the lumbar MRI from 02/20/06 to be INSERTED from that progress note also. Dr. Delasotta authorized him to remain out of work until testing was completed. On 07/30/07, it was noted he was injured in 2002 and underwent surgery in 2003. He had recurrence in 2004 with a negative MRI. Symptoms subsided with conservative treatment. He was doing well until July 2007. INSERT what is marked from that page. He was assessed with having status post lumbar microlumbar discectomy at L5-S1 with lumbar radiculopathy. A lumbar myelogram was ordered. Follow-up here continued on 07/30/07. He was going to follow up with an orthopedic physician as recommended by Dr. Petersohn, who has deemed to have achieved maximum medical improvement from a neurosurgical standpoint. Dr. Delasotta reiterated this conclusion on 08/07/07.

At the referral of Dr. Delasotta, he did undergo lumbar myelogram and x-rays on 03/28/07 and 04/06/07 to be INSERTED here.
On 06/22/07, Mr. Foster came under the pain management care of Dr. Petersohn. In addition to the work injury of March 2002, he was injured on 07/13/06 when he was pulling up carpet at work and felt instant pain and a popping sensation. Dr. Petersohn diagnosed L5-S1 facet syndrome on the left, to rule out discogenic pain. He recommended diagnostic medial branch blocks. On 02/21/08, Dr. Petersohn offered diagnostic impressions to be INSERTED as well his plan as marked on the second page of that progress note. As of 04/18/08, Dr. Petersohn opined he was at maximum medical improvement and saw no further need for curative pain management care.

The lumbar facet injections were given on 06/26/07. Lumbar discography followed by a CAT scan was done on 07/10/07 to be INSERTED. At the referral of Dr. Cristini, he underwent an MRI of the left hip with an arthrogram. There was no evidence for internal derangement.
Dr. Cristini did evaluate Mr. Foster on 09/19/07 at the referral of Dr. Petersohn for pain of the left hip. He recommended the aforementioned MRI arthrogram. He continued to be seen by Dr. Cristini on 12/03/07 when they reviewed these results. He explained although the arthrogram only was successful in placing a small amount of dye in the hip, the impression by the reporting radiologist was indicative of no internal derangement of the hip. This coincides with Dr. Cristini’s impression based upon physical exam that the continuing complaints referable to his buttock and left lower extremity are related to injuries to the lower back area. On 01/10/17, Dr. Cristini wrote a report to the Petitioner’s attorney. He explained Mr. Foster had continuing complaints of lower back pain radiating into both lower extremities. He summarized the course of treatment to date and performed a physical examination. We are not in receipt of the concluding pages of this report.

On 09/26/08, Dr. Demorat wrote correspondence in regard to the surgical denial for Mr. Foster. This was pertaining to an injury to his shoulder that occurred over two years ago. He had an MRI of the shoulder done that was negative for acute injury, but arthrogram was not obtained. Dr. Demorat’s interpretation of the MRI was that it revealed an anterior inferior labral tear, but not a SLAP tear. It also revealed a partial articular-sided tearing in the supraspinatus. He recommended surgical intervention. On 12/01/10, Dr. Demorat indeed saw him for the injury of 09/26/08. This involved his right shoulder when lifting a heavy trashcan full of debris into a dumpster. He had an MRI that was negative for acute injury. Dr. Demorat diagnosed right shoulder strain concerned for labral and/or rotator cuff injury. He recommended a new MRI. On 12/15/10, he reviewed this study that showed signal change in the articular attachment of the supraspinatus consistent with partial tearing. There was also some tearing at the anterior inferior labrum. He recommended right shoulder surgery. The surgical report on the right shoulder will be INSERTED here assuming we have it. On 02/04/11, Dr. Demorat noted he was status post right shoulder arthroscopy, decompression, and debridement with partial cuff tear. He was going to start physical therapy.

On 04/16/13, the Petitioner saw Dr. Demorat again. He had not worked since July 2012. He denied any new injury to the right shoulder since last evaluated. He tried to do some home therapy and intermittent antiinflammatory medication, but remained symptomatic. Dr. Demorat did see causality to his current right shoulder complaints to the work injury in question from 09/25/08. He wrote it is well known that partial rotator cuff tears may go on to recurrent symptoms without new injury, which has occurred in Darryl’s case. He recommended a new MRI be obtained. In regard to his neck complaints of stiffness and soreness, he did not see causality to the work injury in question. He had been released back to full duty in April 2011 and will be expected to continue to be able to do so despite his symptoms. He did undergo an MRI that will be INSERTED as marked. On 05/14/13, Dr. Demorat referenced an MR arthrogram to be INSERTED here. He then administered a corticosteroid injection to the shoulder. Dr. Demorat monitored his progress. On 12/03/13, he was three months out from right shoulder arthroscopic labral repair and decompression. He was doing well overall. He was going to continue with an additional two weeks of therapy to transition to a home program. He was seen all the way through 11/05/13. He was cleared for modified work activity and was going to wean down from his pain pill. On 07/11/14, Dr. Demorat referenced EMG that was done postoperatively and was normal. On this visit, Dr. Demorat recalled recommending he undergo an updated MR arthrogram of the shoulder and EMG/NCV. He did undergo new diagnostic studies that will be INSERTED as marked from the bottom of page 1 of his progress note. They then discussed treatment options including possible surgical intervention. He evidently submitted to another surgery on the shoulder to be INSERTED here. On 09/12/14, he was nine days status post right shoulder arthroscopic Bankart capsulorrhaphy on a revision basis. He had one episode of pain that led him going to the emergency room, but other than that he had been doing well. He was out of work since surgery, which was appropriate. The Petitioner also was seeing Dr. Zabinski as on the visit just mentioned in this practice. On 11/14/14, he wrote the Petitioner had been somewhat poorly compliant with physical therapy, missing several visits. Once he was going to reach maximum medical improvement, it was anticipated an FCE would be done and the Petitioner would be released from care. On 12/08/14, Dr. Zabinski noted he did not appear to any of his additional physical therapy visits since the office visit on 11/14/14. He made comments that will be INSERTED as marked from the bottom of that note. On 10/01/08, he had plain x-rays of the right shoulder at the referral of Dr. Patterson. These were read as negative. He was also seen on 10/01/06 at HealthMed. This was in reference to an injury on 09/25/08. He was working as a subcontractor at Trump Wrap-Up Construction Site. He was turning a trashcan and because of the wind, he lost his balance and sprained his right shoulder. He heard a popping cracking sound. He went to Atlantic City Medical Center where he was treated and released on pain medications, without x-rays. X-rays were done in the office and were negative for any fracture or dislocation. Dr. Patel diagnosed him with a right shoulder sprain and strain and had him continue Naprosyn. His progress was monitored by Dr. Patel through 10/17/08. The patient was insisting on some time off, but was advised he had some light duty work that was available. This was a harbinger of what ended up being drug‑seeking behavior on Mr. Foster’s behalf relative to the subject events of my evaluation. He had a right shoulder MRI on 10/22/08 that was read as negative.
On 12/01/09, he was seen by Dr. Maslow. His diagnoses were right shoulder sprain, cuff tendinopathy, and labral tear as well as a plexus stretch injury on the right. However, he explained that his exam confirmed the electrical test finding that he does not have a brachial plexitis anymore. He did not feel additional treatments for his neck where there had been cervical sprain and some elements of cervical radiculitis on the right side were necessary. Prognosis was guarded with respect to the shoulder. He has disc abnormality identified on MRI to the left at C6-C7 and all his symptoms were on the right. He did not feel additional intervention to the cervical spine was indicated or required as a result of the injury incurred in September 2008. He concluded this man cannot return to his normal employment because of his shoulder injury in 2008.

On 06/08/10, Mr. Foster underwent an evaluation at Shore Orthopedic Group. He described a burning pain in the trapezius area and paraspinal musculature area of the cervical spine. This occasionally radiates into the upper arm associated with a burning sensation at times. The pain was centered around the shoulder. He had been unable to work out, but did some work around the home. He did not work out at the gym. It was recommended he undergo another MR arthrogram of the shoulder and was cleared for sedentary capacity work. On 12/10/10, he underwent MR arthrogram at the referral of Dr. Demorat to be INSERTED here. On 01/26/11, Dr. Demorat performed surgery to be INSERTED here. The Petitioner was seen on 12/27/11 by Dr. Gaffney. This was in reference to the work injury of 09/25/08. He related he sustained injury to the right shoulder and neck region on that occasion. Mr. Foster complained of pain in the right shoulder on a daily basis as well as diminished range of motion and weakness. He also had persistent neck pain on a daily basis. This is right sided with radiation of pain, burning and numbness into the right shoulder down into the right arm. He also has radiation of pain up into his head with occasional headaches. All of his activities were limited including routine daily activities, household activities, and work-related activities. He had limitations with his grandchild. He utilized Percocet 10/325 mg provided by his primary care physician along with over-the-counter pain medications. Dr. Gaffney offered numerous diagnoses pertaining to the shoulder. With respect to the neck, he diagnosed persistent cervical radiculopathy, cervical fibromyositis syndrome, and chronic pain in the cervical spine. He offered estimates of permanency as 62.5% at the right shoulder. There was also 35% at the cervical spine. This obviously reflects Mr. Foster having previous cervical spine symptoms before the subject event.
On 01/06/12, he was evaluated by Dr. McClure. He surmised the patient injured his lower back at work in August 2002 leading to low back surgery by Dr. Delasotta. He had also injured his right shoulder at work. Dr. McClure learned he also had complaints at the left base of the neck since the incident in question and he will feel both soreness or stiffness as well as a tingling sensation. This all was supposedly due to an injury at work in September 2008. Dr. McClure found guarded cervical motion slightly and there was no focal spasm or crepitus. He had no distal radicular complaints and was neurologically intact in the upper extremities. He offered 4% partial total disability at the right shoulder. At the cervical spine, he did not have a diagnostic workup. The medical record did not document bridging complaints, but Mr. Foster on the other hand indicated that complaints had been present at the left base of the neck including sensory complaints as well as pain. Dr. McClure did not see any radiculopathy, but current cervical complaints warrant some further investigation regardless of cause. A CT of the abdomen was done on 02/21/12 to be INSERTED here.
PHYSICAL EXAMINATION

UPPER EXTREMITIES: Inspection of the upper extremities revealed no bony or soft tissue abnormalities. Inspection revealed healed portal scarring about the right shoulder, but no swelling, atrophy, or effusions. Skin was normal in color, turgor, and temperature. Motion of the right shoulder was full in all spheres, but flexion elicited crepitus and no tenderness. Motion of the left shoulder as well as both elbows, wrists, and fingers was full in all planes 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: Normal macro
CERVICAL SPINE: Inspection of the cervical spine revealed normal posture and lordotic curve with no apparent scars. Active flexion was mildly limited to 45 degrees eliciting low back tenderness inexplicably. Extension was full to 60 degrees as was right sidebending to 45 degrees without discomfort. Left sidebending was mildly limited to 40 degrees as was left rotation to 60 degrees. Right rotation was limited to 50 degrees with tenderness. There was no palpable spasm or tenderness of the paracervical or trapezius musculature nor was there any in the midline overlying the spinous processes. Spurling’s maneuver was negative.

THORACIC SPINE: Normal macro
LUMBOSACRAL SPINE: The examinee ambulated with a physiologic gait. No limp or foot drop was evident. No hand-held assistive device was required for ambulation. The examinee was able to walk on his heels and toes without difficulty. He changed positions without difficulty and was able to squat and rise fluidly. Inspection of the lumbosacral spine revealed a midline 1.5-inch longitudinal scar with preserved lordotic curve. He sat comfortably at 90 degrees lumbar flexion, but actively flexed to 50 degrees. Extension, bilateral rotation and sidebending were accomplished fully. There was no palpable spasm or tenderness of the paralumbar musculature, sacroiliac joints, sciatic notches, 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 maneuver on the left at 60 degrees elicited only low back tenderness without 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. There were negative axial loading, trunk torsion, and Hoover tests 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.

Darryl Foster alleges to have injured his lower back and neck as a result of a work-related fall on 01/22/20. He underwent an extensive course of treatment as noted above. This was superimposed upon numerous prior injuries and treatment that will be listed from your cover letter and marked. His current examination was fairly benign. He had mildly decreased cervical range of motion with inexplicable low back tenderness. He had variable range of motion about the lumbar spine. Provocative maneuvers there were negative for clinically significant disc pathology, spinal stenosis, radiculopathy, or facet arthropathy.

I still need to dictate the second half of the records that will flesh out this section more fully and help with causation determination.
