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Dictation Time Length: 22:16
April 6, 2022
RE:
Steven Pacifico
History of Accident/Illness and Treatment: Steven Pacifico is a 61-year-old male who reports he was injured in a work-related motor vehicle collision on 07/12/17. He was stopped in a construction zone when his vehicle was struck from behind by another. As a result, he believes he injured his back, low back, neck, head concussion, ringing in the ears, headaches, dizziness, and right knee injuries. He went to Inspira Emergency Room the same day. He returned to Inspira two days later due to his dizziness. He has had an extensive course of treatment and workup, but is unaware of his final diagnosis. He did undergo two-level cervical fusion at C5-C6 and C6-C7 on 06/25/19. He has completed his course of active treatment. Mr. Pacifico revealed he was involved in a motor vehicle accident on 09/01/05. At that time, he did sustain injuries to his neck and back, but did not undergo an MRI. He was treated with physical therapy. He denies any subsequent injuries to the involved areas.

As per the records provided, he was seen at Inspira Emergency Room on 07/12/17. He related being the restrained driver with a lap belt and shoulder harness when his vehicle was impacted on the rear end. The airbag was not deployed and the vehicle did not roll over nor was the Petitioner ejected from the vehicle. He was ambulatory at the scene. He related the severest level of pain he had was mild. He underwent CAT scan of the brain and cervical spine both to be INSERTED here. He was then treated and released. He was rendered diagnoses of cervical sprain and head injury.

Mr. Pacifico was seen at Inspira Emergency Room again on 07/19/17. He was still having posterior neck pain, low back pain, and dizziness since the accident. He denied dizziness prior to the motor vehicle collision. He was reevaluated and diagnosed with postconcussive syndrome and hyperglycemia.

He was then seen by Dr. Williams at Concentra on 07/21/17. He noted the Petitioner’s course of treatment to date. He had widespread symptomatology. History of a 2005 motor vehicle accident with low back pain was ascertained. He related his low back pain did not resolve. His baseline pain was 4–5/10. He has residual left leg pain. He had an EMG and states he has a pinched nerve on the left side from his 2005 accident. On this visit, he was diagnosed with neck muscle strain, lumbar strain, and dizziness. He was begun on meclizine for the dizziness and referred for physical therapy. His medications for his neck and back were to be continued. He continued to be seen over the next several weeks and remained symptomatic. On 08/16/17, he had a lumbar MRI with a history of low back pain radiating down the right leg. That will be INSERTED here. On 08/25/17, he underwent a cervical spine MRI to be INSERTED here.
He was seen in the same group by Dr. Jarmain. He performed epidural injection to the cervical spine on 09/21/17. Medial branch blocks were administered to the lumbar spine on 01/30/18. Another cervical epidural was done on 12/21/17. At follow-up on 11/29/17, Dr. Jarmain wrote he administered the injections after which he had an 80% decrease in pain in the neck and shoulder and upper extremity pain, but he had numbness and paresthesias for four days following those injections. He felt his symptoms were somewhat worse after several days from the injection. He had been on long-term OxyContin 15 mg extended release twice per day, oxycodone 5 mg tablet three times per day as needed for pain, tizanidine at night when needed, and Cymbalta at night. He was advised to undergo a third and final cervical epidural injection and lumbar facet injections. His progress with Dr. Jarmain continued through 02/21/18. They discussed his recent injection and response to it. Dr. Jarmain also noted the results of the cervical spine MRI in particular.
I have been provided with copies of what evidently is the Petitioner’s vehicle taken on 03/15/18 and 03/14/18. It was parked in front of a residence where there was a Century 21 real estate sign in the ground. Outwardly, from the right side V-point there was no severe damage to the vehicle. The Petitioner was observed conducting various activities including walking without a cane. He traveled to South Jersey Family Medicine medical office. About a half-hour later, he exited with his wife. He walked across the lot in a normal manner and arrived at the passenger side of his vehicle. He opened the door, climbed up into the passenger seat and they departed. He then was seen at the Colonial Diner. He exited the vehicle with his wife and walked through the parking lot and up an inclined sidewalk leading to the front door of the restaurant where they entered. After eating their meals, they exited the restaurant and ambulated freely. The Petitioner drove back to his residence and parked in the driveway where he remained sitting in the driver seat as his wife entered the house. A few minutes later, the wife exited the house and got into the passenger seat and the claimant departed. He drove a distance and arrived at a shopping plaza where he parked in front of a Kohl’s Department Store. He exited the vehicle with his wife, walked through the parking lot and entered the store. He was then seen within the store walking up and down the aisle, raising his left arm up in the air with his hand above his head as he reached for a shoe on a high shelf. He was bending totally over at the waist and reaching to the ground shelf to reach for a shoebox and bending over at the waist with one hand on his knees he looked at other shoes at the lower level shelves. He exited the store with a large shopping bag. He then entered the driver’s seat of the vehicle and departed. He then traveled to CVS Pharmacy. When he arrived, he was seen exiting the vehicle, walking across the parking lot onto the sidewalk and entering the store. He then exited holding a plastic bag and walked back to the truck with his wife. He entered the driver seat and departed once again. He was found at home and parked in the driveway. He exited the vehicle holding the shopping bags as he walked up his front steps and arrived at the front door with his wife and then entered. Overall, during the surveillance period, he was active walking, raising his arms, bending at the waist, with both hands approximately ground level, carrying shopping bags and turning his head in a normal manner while walking and while driving his vehicle.
On 07/24/19, Mr. Pacifico was seen by neurosurgeon Dr. Momi relative to his numerous subjective complaints. He was referred for physical therapy and returned on 11/15/19. Ongoing diagnoses were cervical disc displacement, headache, cervical radiculopathy, low back pain, lumbar spinal stenosis, lumbar sprain, occipital neuralgia, lumbosacral spinal stenosis, and lumbar radiculopathy. He ordered an MRI of the lumbar spine without contrast. On 10/29/19, he did undergo a CAT scan to be INSERTED here. An MRI of the lumbar spine was done on 01/03/20, to be INSERTED here. He followed up with Dr. Momi through 02/21/20. He was going to follow up with Dr. Jarmain afterwards for pain management. I do not see any mention of neck surgery within these records.
Prior records show he underwent a cervical spine MRI on 06/18/15, to be INSERTED here. This was due to neck pain and radiculopathy. He underwent x-rays of the left hip on 09/24/16 that were read as normal. He had chronic nontraumatic pain in the left hip. On 01/13/18, Dr. Jarmain wrote he had a preexisting chronic history of mild to moderate neck pain as well as back pain ever since the motor vehicle accident in September 2005. He then had the subject accident on 07/13/17. Other than a temporary partial improvement in symptoms, he has not had any improvements in his right greater than left neck pain and shoulder pain with upper extremity radicular symptoms following a full series of cervical epidural steroid injections which were mostly on the C5-C6 and C6-C7 levels. He then was seen at the Pain Management Center by Dr. *__________* for a need-for-treatment evaluation. He diagnosed cervical spondylosis without myelopathy, cervical-occipital neuralgia, cervical radiculopathy, long-term current use of opiate analgesic drugs and chronic pain syndrome. He was advised to follow up with RA Pain Management for his ongoing medication management. Physical therapy was rendered on the dates described. He did have a thoracic MRI on 08/28/20 that demonstrated disc bulge at T7-T8 with thecal sac indentation. He participated in a functional capacity evaluation on 10/16/20 but I am not in receipt of its report.

The Petitioner provided this office with a full page of subjective symptomatic complaints. He marked on an outline of the front and back of a human in a standing position where his symptoms were. He then listed verbally numerous symptoms also. That report will be INSERTED in the chart and we will add it to the present complaints that he completed this particular page.
PHYSICAL EXAMINATION
UPPER EXTREMITIES: Normal macro

CERVICAL SPINE: Inspection of the cervical spine revealed normal posture and lordotic curve. There was a well-healed left anterior transverse scar consistent with surgery. He performed active range of motion in a non-reproducible fashion. Flexion was to 15 degrees, extension 5 degrees, bilateral rotation 5 degrees, side bending right 10 degrees and left 5 degrees. There was superficial tenderness at the medial trapezii and paracervical musculature bilaterally in the absence of spasm. Spurling’s maneuver was negative.

THORACIC SPINE: There was a healed posterior cyst-like mass subcutaneously in the midline, the size of a peach of which he was already aware. Range of motion was accomplished fully in flexion, rotation, and sidebending bilaterally. There was no palpable spasm or tenderness of the parathoracic or interscapular musculature. There was no tenderness over the bony prominences of the scapulae or spinous processes. There was no winging of the scapulae.

LUMBOSACRAL SPINE: He ambulated scuffing his left foot, but this resolved when he used a cane. He sat comfortably at 90 degrees lumbar flexion. When observed, he performed active flexion to 15 degrees, extension 10 degrees, side bending right 10 degrees and left to 15 degrees. Right rotation was full, but left rotation was guarded to 15 degrees. When distracted, he had improved range of motion of the lumbar spine with no outward signs of discomfort. There was superficial tenderness to palpation at both sacroiliac joints as well as in the midline from L3 through S1. 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 right at 75 degrees and left at 70 degrees elicited only low back tenderness with no radicular complaints. Lasègue’s maneuver was negative bilaterally. Braggard's, Linder, and bowstring's maneuvers were negative for neural tension. He had a markedly positive trunk torsion maneuver indicative of 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 07/12/17, Steven Pacifico was involved in a work-related motor vehicle collision. He was seen that same day at the emergency room where CAT scan of the brain and neck did not show any acute abnormalities. He then followed up at Concentra who treated him conservatively. He remained symptomatic and underwent MRI studies of the lumbar and cervical spines to be INSERTED here.
He also was seen neurosurgically by Dr. Momi. Dr. Jarmain performed a series of injections to the spine with nominal relief. It is evident that Mr. Pacifico had prior spinal injuries that he revealed. Moreover, he had undergone a cervical spine MRI on 05/18/15, to be INSERTED here.
He claimed that he did undergo neck surgery, but I am not in receipt of a corresponding report nor did they supply documentation mentioning this event. Nevertheless, he did have what appeared to be a healed surgical scar anteriorly at the neck.

The current clinical exam found there to be this healed surgical scar. There was volitionally and non-reproducibly reduced range of motion about the cervical spine. When distracted, this was improved. He had superficial tenderness to palpation both in the cervical and lumbar spines. Spurling’s maneuver was negative for radiculopathy. He had inconsistent range of motion about the lumbar spine. Supine straight leg raising maneuvers failed to elicit any radicular symptoms below the knees. He had a markedly positive trunk torsion maneuver for symptom magnification.

I would offer 5% permanent partial total disability referable to the back regardless of cause. He does have multilevel degenerative changes as expected and they may mirror what he had previously. Temporarily, I will offer 10% permanent partial total disability referable to the neck. I would appreciate the opportunity to review his operative report for the neck to confirm my impressions. He is an individual extremely focused on his subjective complaints as reflected in his submitted sheet with drawings and symbols and words.
