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Part 1 and 2

Dictation Time Length: 31:05
February 18, 2022
RE:
Stephanie McCormick

History of Accident/Illness and Treatment: Stephanie McCormick is a 43-year-old woman who reports she was injured at work on 01/12/16. She was delivering and picking up a treadmill and bent over and then could not get back up because of back pain. She was seen at Kennedy Emergency Room afterwards for back and left leg pain. She had further treatment including three-level lumbar fusion on 11/17/16 and 07/12/19. At this point, she is simply receiving pain management from Dr. Rudolph.

As per the treatment records supplied, Ms. McCormick was seen at the emergency room on 01/12/16. She stated several months ago she was lifting a treadmill. Then today at work, she reinjured herself and locked up her lower back. This was associated with radiation of pain to the left leg. She underwent diagnostic testing and was rendered a diagnosis of low back pain and radiculopathy for which she was treated and released.

She then came under the care of American WorkCare. On 01/22/16, she had lumbar x-rays compared to a study of 10/21/13 (that obviously speaks to a previous back problem). There was very minimal osteophyte at L3-L4. Flexion and extension views demonstrated slight mobility but preservation of normal vertebral alignment. She was seen by Dr. Bojarski on 01/22/16 as described in his report of 01/26/16. In addition to the above, he learned her past medical history is significant for low back pain on and off for the past two to three years. She does not take any medications on a daily basis. She relates having primarily low back pain with radiation into her left buttock. He also observed that Ms. McCormick had been delivering parcels to his office for greater than five years. She had related to him that her back locked up in pain when she tried to pick up a treadmill on a truck that she was to deliver. She was unable to continue working. She stopped into his office for treatment. Since this is work related, he advised her he could not treat her without authorization from her Workers’ Compensation insurance company. She then was referred to the emergency room as noted above. Dr. Bojarski diagnosed lumbar strain and left-sided lumbar radicular pain. He placed her on Motrin and Norco and gave her samples of Movantik 25 mg and Gralise (extended release gabapentin). He referred her for physical therapy and canceled her orthopedic appointment since her treatment would be unchanged. She continued to see Dr. Bojarski on 01/25/16. She was instructed to continue Motrin. Her Norco was discontinued, but she was placed on Dilaudid. He followed her progress over the next few months. On 02/23/16, he noted a lumbar MRI revealed a left foraminal disc protrusion at L3-L4 contacting the L3 nerve root. At L4-L5, there was a left foraminal disc protrusion. There was a trace grade I retrolisthesis at L3-L4. Prior flexion and extension x-rays did not reveal any instability. He observed physical therapy was discontinued since it aggravated her back pain. He then referred her for EMG studies prior to her evaluation with Dr. O’Shea. She followed up with Dr. Bojarski on 12/01/16, having undergone surgery on 11/16/16. He ordered laboratory studies and diagnosed opioid-induced constipation and questionable drug-induced hepatitis secondary to Vicodin. She was excused from work by Dr. O’Shea. She last saw Dr. Bojarski on 12/07/16. He noted her lab studies were normal on OxyContin 10 mg and no further studies were required. He placed her on Movantik 25 mg daily for relief of opioid-induced constipation. He did not need to see her in follow-up, but she was instructed to continue with Dr. O’Shea. We are going to INSERT the 02/15/16 MRI results.
On 08/20/16, she underwent a repeat MRI that was compared to the 02/15/16 study to be INSERTED.
Ms. McCormick was seen by Dr. O’Shea on 03/01/16. She related in November 2015 she was lifting a dresser and a bed when she hurt her lower back. She went to the doctor at work and was later given cortisone injections that did not provide any relief. She was then involved in a Workers’ Compensation accident on 01/12/16. She was picking up a treadmill to place it on a dolly and began experiencing immediate lower back pain. She went to the doctor at her job again and was told that nothing could be done. She later went to Kennedy Emergency Room where x-rays were done and she was told it was arthritis. Following that, she saw her primary care physician named Dr. Pasetti who ordered a lumbar MRI. He told her there were “slipped discs.” He suggested physical therapy that she attended for six weeks, but this actually made her pain get worse. She was given hydromorphone that she took six times per day as well as gabapentin three times per day. Her EMG was scheduled for later that day at 8 p.m. She also complained her left foot was swollen since a few days ago. She was unable to get her shoes on. She was unsure whether this was related. She denied numbness and tingling. After evaluation, Dr. O’Shea diagnosed lower back pain extending into the left buttock and left leg. She also had degenerative disc disease from L3 through S1 for which she suggested lumbar epidural injections. At follow-up on 08/02/16, it was noted she had undergone one lumbosacral epidural, two lumbosacral facet blocks, and one left sacroiliac joint injection with Dr. Sackstein and Dr. Josephson with no relief. Upon exam, manual muscle testing breaks easily throughout the entire left leg at 3/5. She had a normal gait and normal tandem gait with intact reflexes. Dr. O’Shea observed her symptoms were out of proportion to the findings. She explained there was a small left L3-L4 and L4-L5 herniated disc and a small L5-S1 herniated disc with normal EEG. It was recommended she continue with lumbosacral epidural injections and oral medications with Dr. Sackstein. She also recommended physical therapy and cleared her to work in a modified duty capacity. Ms. McCormick had stopped smoking tobacco three months earlier. On 09/28/16, she recommended a discogram with Dr. Josephson for possible surgical planning. She described these results on 10/25/16. There were herniated discs from L3 to S1 and degenerative disc disease from L3 to S1 with a positive discogram from L3 to S1 for pain and positive grade IV tears. She then suggested a posterolateral interbody fusion at L3-L4, L4-L5 and L5-S1 with which the patient agreed.

She was seen for her first postoperative visit on 12/13/16. She related not having any improvement yet status post surgery. She had not been compliant with using her bone stimulator. EMG was done on 03/01/16 and was normal. She also referenced a CAT scan of the lumbar spine on 10/10/16, to be INSERTED.
She followed up with Dr. O’Shea on 01/10/17 stating the medication helped her fall asleep, but by 4 a.m. she is awake and unable to fall back to sleep. She started physical therapy the previous day, but reported she was sick with the flu for two weeks. She currently remained out of work. She was sent back to Dr. Josephson for possible neuropathic medications and follow-up with repeat x-rays to Dr. O’Shea in about one month. At the follow-up of 02/07/17, she related being about 25% compliant with her bone stimulator and was noncompliant with undergoing the new lumbosacral x-rays. (These are examples of the Petitioner’s noncompliance that likely contributed to her outcome). She noted 03/15/17 lumbar x-rays showed good fusion. Lumbar MRI on 02/15/17 showed posterior lumbar interbody fusion at L3-S1 with good decompression, but there is granulation tissue seen in the bed of healing path of the decompression. On 03/20/17, Dr. O’Shea cleared her to return to modified duty with no lifting over 50 pounds. She deemed the Petitioner had reached maximum medical improvement from a neurosurgical and orthopedic spine standpoint. She was going to follow up with Dr. Josephson for pain management.
The EMG was done by Dr. Gallagher on 03/01/16. Despite her history that suggests radiculopathy, he saw no evidence of radiculopathy upon extensive testing. This is another red flag inconsistency.
On 03/08/16, she was seen by a pain specialist named Dr. Lee. He recommended an epidural steroid injection for lumbosacral radiculitis. She continued to follow up with the various pain specialists in this group over the ensuing many months running through 04/07/17. Mr. Biskup wrote review of her FCE was incomplete. She was placed at maximum medical improvement from a surgical standpoint. They were going to wean her off the opioids, but she would still continue gabapentin and home exercise program. She was deemed to have achieved maximum medical improvement and would follow up with her primary care physician. She did undergo injections on 03/17/16, 04/06/16, and 06/20/16 as well as a discogram on 10/10/16 to be INSERTED here. Unfortunately, the Petitioner did not tolerate the procedure well as it was complicated by pain and restlessness. She was sent for a post-discography CAT scan. Assessment of each disc for the discogram portion was made with respect to the volume of contrast, discometry, pain provocation and nucleogram at each disc level.
Ms. McCormick went to Kennedy Emergency Room on 05/24/16. She reported sudden back pain. She was walking back to her house after dropping her daughter off at the bus stop when she suddenly began experiencing sharp mid/low back pain that was described as “the worst she has ever felt.” The pain was non-radiating and was worse with extension. She used to work for FedEx, but had not been working since January 2016 after a back injury when lifting a 150-pound treadmill. On this occasion, she denied any trauma that precipitated her pain. She was treated and released on ibuprofen, Flexeril, and Vicodin.

She went to the emergency room again on 07/16/16. She complained of tingling and sharp pain from the lateral left back down her leg. She had initially injured her back at work in the winter and was followed by the Workers’ Compensation doctor. MRI showed disc issues, but EMG was normal. She states the pain also was going down her left arm. She again was treated and released on Percocet and prednisone for lumbar radiculopathy and cervical radiculopathy. On 11/16/16, Dr. O’Shea’s associate Dr. Bussey performed surgery to be INSERTED here. Postoperatively, she had lumbar x-rays done on 11/16/16 perhaps concurrent with the procedure. These showed status post posterior fusion of the L3-S1 vertebral bodies.
On 11/17/16, she underwent a consult by Dr. Nguyen for constipation. She had an obstruction series that showed some constipation and some fecal retention within the right colon and fecal residue in the descending colon. There was an intrauterine device in place. There was hardware along the lumbar spine and S1. There was diffuse gaseous distention of the small bowel. Most of the small bowel was top normal in caliber and slightly distended. His assessment was chronic constipation, narcotic bowel syndrome, and abdominal distention. She typically used Ex-Lax as needed after about two to three weeks without going to the bathroom. She underwent lumbar x-rays on 01/09/17 to be INSERTED. These were repeated on 02/15/17 to be INSERTED. Also, on 02/15/17, she underwent a lumbar MRI compared to the radiographs done that day.
Ms. McCormick went to Virtua Emergency Room on 11/21/16 having had back surgery on Wednesday. She complained of abdominal distention and absence of bowel movement since last Tuesday. She tried MiraLax without relief. She felt bloated with abdominal pain. After assessment, she was diagnosed with constipation. She was admitted to the hospital on 11/12/16. This was under the care of Dr. Fisher. She had obstruction series done to be INSERTED here. On 11/22/16, Dr. D’Auria assessed her for constipation. He noted her laboratory studies, clinical exam, and abdominal obstructive series showed no acute findings, but did have persistent constipation.
The Petitioner participated in a functional capacity evaluation on 03/02/17. Its results will be INSERTED as marked from the last page of that report. She was seen by Dr. Jarmain on 03/09/18 who performed lumbar epidural injection.

On 09/29/17, Ms. McCormick was seen by Dr. Testaiuti. He reviewed the lumbar MRI from 03/21/17. It did not show any significant compression of the nerve roots or significant foraminal stenosis, etc. There were postoperative changes with interbody spacers at L3-L4 through L5-S1. Pedicle screws also appear to traverse the pedicles in the proper trajectories. She was also released by Dr. Josephson. She saw other physicians who told her that “she would need further surgery with hardware removal and reoperation.” She denied any significant bowel or bladder difficulties at the present time. While she was going through treatment, she had been released from employment in Federal Express. She had not worked since 03/21/17 having been released to light duty with a 15-pound weight limit. However, she was unable to work as a result of the restrictions. Dr. Testaiuti wrote comments that will be INSERTED as marked from the last two pages of that report.
She underwent a CT myelogram on 12/15/17 to be INSERTED. She had an EMG by Dr. Shaw on 12/20/17 to be INSERTED.
She returned to Dr. Testaiuti on 12/20/17 after an Independent Medical Evaluation by him in September 2017. He performed another exam and reviewed her CT myelogram that was done on 12/15/17. He wrote now that they had such a study it appeared that her left lower extremity radiculopathy could be coming from the breach of the S1 screw on the left that could be contacting the S1 nerve root. This is further corroborated by a chronic left L5 and S1 radiculopathy seen on a recent EMG which was essentially negative per her. Dr. Testaiuti referred her for pain management with Dr. Jarmain.
On 01/24/18, Ms. McCormick was seen by pain specialist Dr. Jarmain to assess for possible injection therapy. He recommended lumbar facet injections. Epidural injections had not yet provided her relief. She followed up with Dr. Testaiuti on 08/02/18. She describes she had difficulty with Workers’ Compensation scheduling her appointments. She did not get any relief from the injections from Dr. Jarmain on 03/09/18. As a result, there has been a five-month delay in her treatment. Her symptoms had continued to worsen since her last visit. He reviewed her electrodiagnostic study by Dr. Scholl as well as the CT myelogram results. He noted she was discharged by Dr. O’Shea three months postoperatively from L3-S1 fusion. He concluded she had not yet reached maximum medical improvement. She returned to Dr. Testaiuti on 09/06/18 when they discussed another surgical intervention. On 05/04/19, she returned. He wrote she needed a new lumbar MRI as her previous CAT scan myelogram was from 2017. She did undergo a lumbar MRI shortly thereafter to be INSERTED here. She saw Dr. Testaiuti again on 07/15/19 to prepare for surgery. He then performed surgery as will be INSERTED here. She followed up with him postoperatively over the ensuing months. Her last visit was on 08/05/20. She had improved left lower back pain since revision surgery, but continued to have symptoms throughout her left lower extremity. He noted a new CAT scan showed a solid appearance of her fusion without loosening or lucency of the hardware. Regardless of her good postoperative outcome, she was still experiencing significant symptoms from what appears to now be permanent nerve damage. He therefore again recommended left L5-S1 epidural steroid injection versus caudal injection. From a surgical perspective, she was deemed at maximum medical improvement. He did observe that a peripheral nerve stimulator may be appropriate in the future.

She was then seen by Dr. Cooper on 03/14/18 due to her pain. She was prescribed Percocet for chronic pain syndrome. Ms. McCormick followed up with various pain specialists in these groups over the next many months. She saw Dr. Scaringe last on 03/27/19. Ongoing pain medication was prescribed.
On 01/09/19, the Petitioner was seen by neurosurgeon Dr. Greenwood. He wrote following her surgery the pain worsened and she developed left leg symptoms which were not present prior to the surgery. This actually does not appear to be accurate. He also noted in the ER record of 01/12/16 it stated “the patient reports history of back injury several months ago.” However, she told Dr. Greenwood this was not true. In regards to Dr. Testaiuti’s records, he describes CT showing pseudoarthrosis and a misplaced screw. In view of the changes seen on EMG and Dr. Testaiuti’s report, he would agree that Ms. McCormick is most likely suffering from pseudoarthrosis and irritation caused by the S1 screw. He agreed that prior surgical hardware should be taken down and replaced and a new fusion performed.
On 01/24/19, Dr. Greenwood wrote an addendum. He expressed “there were no preexisting comorbid conditions prior to the injury sustained in the accident of 01/12/16.” This does not correlate with what I recall to be a prior diagnostic study of 2013. He deemed she had not reached maximum medical improvement and was unable to work at that time. He did not see any evidence of malingering although with FCE, they did feel she did not give a true effort and their opinion was “inconclusive.” On the current exam, range of motion was definitely impaired and she had a slight tilt secondary to spasm.

On 07/22/19, she was admitted to Kennedy Hospital for surgery. This was done by Dr. Haas in conjunction with Dr. Testaiuti that will be INSERTED here. She was discharged from the hospital on 07/30/19. As of 07/25/19, she was doing much better and her lower back pain had improved compared to her preoperative status and it was more like spasm than her preoperative symptoms. She denied any lower extremity radiculopathy and was tolerating up and out of bed with physical therapy and occupational therapy. She was voiding without issue and had admitted to multiple bowel movements. Because she was doing well and she wanted to go home, she was given discharge instructions.

PHYSICAL EXAMINATION

GENERAL APPEARANCE: She had an odd affect throughout the evaluation. She complained of numbness and tingling in her hands for the last three months.

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 both hips was full, but bilateral internal and external rotation elicited low back tenderness. Motion of the knees and ankles was full in all planes 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 5/5 at the extensor hallucis longus and throughout the lower extremities bilaterally. There was no significant tenderness with palpation of either lower extremity.

CERVICAL SPINE: Normal macro

THORACIC SPINE: Normal macro

LUMBOSACRAL SPINE: She ambulated with a limp on the left, but did not use a hand-held assistive device. She was able to stand on her heels and toes. She changed positions fluidly and was able to squat to 70 degrees and rise. She sat comfortably at 90 degrees lumbar flexion, but actively flexed to 45 degrees and extended to 15 degrees with tenderness. Bilateral rotation was full to 45 degrees. Sidebending was initially limited, but with repetition was normal to 25 degrees bilaterally. She had superficial tenderness in the midline from L3 through S1 as well as left greater trochanter, iliac crest, sacroiliac joint, and paravertebral muscles in the absence of spasm, but there was none on the right. Supine straight leg raising maneuver on the left at 45 degrees elicited only low back tenderness with no radicular complaints. There was a positive reverse flip maneuver for symptom magnification on that side. On the right, at 90 degrees, no low back or radicular complaints were elicited. She did have positive axial loading and trunk torsion maneuvers for symptom magnification. She had a pair of paramedian longitudinal scars. The one on the left measured 2.5 inches and on the right 3.5 inches. To the far right lateral area was a 1.5 inch longitudinal scar. She had anterior abdominal scarring subumbilical that was 3 inches in length.

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.

Stephanie McCormick alleges to have injured herself at work on 01/12/16 when picking up a package. However, she also related injuring herself when lifting a treadmill three months before. After the subject incident, she went to the emergency room where x-rays were done and she was treated and released. She followed up with Dr. Bojarski. She had an MRI scan done on 02/15/16, to be INSERTED here. She also was seen neurosurgically by Dr. O’Shea. EMG was done by Dr. Gallagher on 03/01/16 to be INSERTED.
She accepted numerous injections to her lower back as well as physical therapy that made her feel worse. Accordingly, Dr. O’Shea performed surgery to be INSERTED here. She did have follow-up diagnostic studies postoperatively as well as monitoring of her progress. She underwent an Independent Medical Evaluation by Dr. Testaiuti on 09/29/17. He had her undergo EMG as well as CT myelogram both of whose results will be INSERTED here. She underwent additional treatment that will be dictated shortly. Along the way, she was diagnosed with narcotic bowel syndrome for which she was prescribed Movantik. She seems to have had constipation from an early stage.

There is 15% permanent partial total disability referable to the lower back regardless of cause. Degenerative disc disease contributes to this assessment. That likely was caused by simply aging, obesity, and tobacco abuse. You have informed me that Dr. O’Shea discharged her from care on 03/20/17. Dr. Sackstein placed her at maximum medical improvement due to a positive urine drug screen. She demonstrated a self-limited incomplete performance during functional capacity evaluation. She did follow up with Dr. Testaiuti who found her at maximum medical improvement from a surgical perspective on 08/05/20. He suggested she be seen by Dr. Purewal for a trial of a peripheral nerve stimulator in the left S1 nerve root foramen to see if this relieves her symptoms. If so, she can proceed to a permanent implantation. Dr. Sackstein had noted she showed a risk for opioid misuse/abuse/diversion on 11/11/20. He renewed her gabapentin, amitriptyline and ibuprofen.
Salient issues include a preexisting low back issue, excessive narcotic use leading to opioid-induced constipation, as well as functional overlay. Accordingly, it is not surprising that she had a suboptimal result to her treatment.
