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Dictation Time Length: 31:59
October 26, 2022

RE:
Sharon Cohen
History of Accident/Illness and Treatment: Sharon Cohen is a 61-year-old woman who reports she was injured at work on 06/09/16. She was lifting a box that was over 60 pounds. There was a bay truck load and she had to get them off because that was the thing that had to be shredded. She believes she injured her neck and back as a result and went to the emergency room afterwards. She had further evaluation leading to a diagnosis of herniated discs and bulging discs. She did undergo surgery on both the cervical and lumbar spine resulting in a bit of help. She relates being deemed at maximum medical improvement in 2017. She is no longer receiving any active treatment. Ms. Cohen admits that she was involved in a work-related injury in 2002 while training on takedowns. She injured her neck and low back at that time as well. She also was involved in a motor vehicle accident resulting in injury to her neck. She had surgery on the neck and lumbar spine before the subject event.

As per the records supplied, she was seen at the Corporate Health Center on 06/10/16. At that time, she was diagnosed with repetitive strain of the lower back, upper and lower extremities. She was dispensed Motrin and cool compresses and placed on activity modifications. She followed up here over the next few weeks running through 08/08/16. On that occasion, she was discharged from care to her personal physician. It was noted she had preexisting back and neck issues status post cervical and lumbar fusion. She also had nonspecific findings on physical exams during her visits. This time with her preexisting back and neck issues, it was recommended she follow up with her personal physician and orthopedist for further evaluation and treatment. She may need to be on permanent long-term restrictions.

She was in fact seen at Robert Wood Johnson Emergency Room on 07/28/16. She did undergo x-rays of the lumbar spine and cervical spine to be INSERTED. She was issued instructions for a diagnosis of cervical sprain and low back pain. She was also prescribed Flexeril and acetaminophen with codeine.

Ms. Cohen was seen on 09/19/16 by Dr. Nazarian. He noted she had undergone cervical decompression and fusion as well as lumbar decompression and fusion with Dr. Macoles and Dr. Tydings for what seemed to be discogenic pain at that time. This was done in the early 2000s. She subsequently went on to get a spinal cord stimulator implanted about two years ago without any relief of her pain at all. She has attempted to have this removed, but has not been able to do so. After evaluation and x-rays, Dr. Nazarian wrote she had severe unremitting back pain from failed back syndrome and likely C5 radiculopathy in her upper extremity from adjacent segment disease. He referred her for a course of physical therapy. He did not recommend further treatment for the lumbar spine. If her cervical symptoms did not improve, he would recommend a cervical spine MRI. She followed up with Dr. Nazarian. On 01/23/17, he referenced CAT scan results demonstrating prior cervical fusion at C5-C6 along with degeneration at C4-C5. There was no significant foraminal or central canal stenosis identified through these regions. He then referred her to Dr. Patil for pain management. INSERT the results of the CAT scan of the neck done from 01/13/17 as marked. She accepted cervical facet injections from Dr. Mizrachi in April 2017.

There was then a gap in care with Dr. Nazarian until she saw him again on 04/09/18. In the interim, she had an opportunity to have her spinal cord stimulator removed by Dr. Tydings just a few weeks ago. She still had neck and bilateral upper extremity pain and subjective weakness. He performed x-rays and diagnosed significant cervical adjacent segment disease above and below a prior C5-C6 construct. More specifically, there was evidence of prior instrumented fusion at C5-C6. There was significant adjacent segment disease at C4-C5 and C6-C7. There was no evidence of instability on flexion or extension x-rays. He then recommended she undergo a cervical spine MRI.
On 09/04/19, Dr. Nazarian wrote correspondence to the Petitioner’s attorney. He summarized her course of treatment referencing the previous cervical and lumbar fusions done by Dr. Macoles and Dr. Tydings in 2000 and 2004 respectively. He opined that she clearly indicated on his intake form in September 2016 that this was not a work-related injury. He understands through correspondence from her attorney that there was a lifting injury to her neck and back on 06/09/16 as well as a back injury in 2002 which he suspected led to her prior surgical interventions although he did not have clear indication of this. There has been mention of an MRI scan from 1999 demonstrating a disc herniation at C6-C7. As a result of that MRI scan demonstrating present degenerative changes as well as her failure to identify this as a work-related injury specifically on his intake form, he could not fully attribute her current symptomatology to a work-related injury.

She did come under the pain management care of Dr. Sackstein on 06/05/17. He treated her with medications and injections over the next many months. During that time, she also had adjustment in her spinal cord stimulator. This was done by Dr. Josephson on 09/13/17 involving spinal cord stimulator revision and change from Medtronic to Nevro system. Follow-up continued through 12/19/17.

He had her undergo x-rays of the lumbar spine on 11/08/17 whose results will be INSERTED here as marked.
On 01/18/18, Ms. Cohen was seen by Dr. Tydings, now approximately five years out from spinal cord stimulator system implantation. About two years ago, it ceased functioning. She saw Dr. Sackstein and then Dr. Josephson who performed the revision four to five months ago. This did not provide any additional benefit. They agreed to pursue complete spinal cord system removal. On 03/12/18, he stated this was done approximately two weeks ago. She was not quite ready to return to work. On 03/27/18, he thought she could work in a limited capacity beginning 04/02/18. On 04/10/18, she related an issue with those restrictions being implemented. He then recommended she have two additional and final weeks of light duty status. On 05/07/18, she felt capable of unrestricted full duty.

She was also seen by a pain specialist named Dr. Ibrahim on 03/09/20. She related constant diffuse neck pain for more than five years with radiation. He reviewed her MRI and diagnosed chronic neck pain with radicular symptoms secondary to cervical spinal stenosis, facet syndrome, and secondary myofascial pain and possible carpal tunnel syndrome. He referred her for electrodiagnostic testing. This was completed by himself on 05/01/20, to be INSERTED here. She followed up with him on 03/22/21. She related having lumbar fusion the previous month by Dr. Levine and was planning to restart chiropractic treatment that week. She was still complaining of neck pain. Dr. Ibrahim noted she declined physical therapy. No follow-up was required. She did accept a cervical epidural injection from Dr. Ibrahim on 06/11/20. On 09/01/20, she had x-rays of the right shoulder that showed no acute osseous abnormalities. The history was that of pain with no known injury. On 09/10/20, he administered left medial branch nerve blocks on the cervical spine. These were repeated on 10/22/20. He performed trigger point injections for myofascial pain syndrome on 11/25/20.

On 12/10/20, she was seen by spine surgeon Dr. Levine for back pain. His assessment was failed back syndrome status post lumbar fusion. He recommended flexion and extension x-rays of the lumbosacral spine and pelvis. These were conducted on 12/10/20, to be INSERTED. On 12/17/20, she underwent an MRI of the lumbar spine to be INSERTED. She accepted cervical facet injection from Dr. Ibrahim on 01/28/21. On 02/17/21, she was seen by Dr. Ogolo preoperatively for surgery. She underwent surgery on 02/24/21, to be INSERTED here. She had abdominal CAT scan on 05/19/21, to be INSERTED. She also had further x-rays postoperatively. On 08/04/21, she underwent surgery by Dr. Levine to be INSERTED here. She had postoperative x-rays to assess the progress of her fusion. This continued through 11/01/21 when cervical and lumbar spine x-rays were done, to be INSERTED. She followed up with Dr. Levine through 11/01/21 when she was doing quite well with her most recent surgery regarding the upper extremities. He rendered several diagnostic assessments that will be INSERTED as marked. She remained on several medications and was referred for the aforementioned x-rays.

Ms. Cohen was evaluated for a permanency evaluation by Dr. McClure on 10/08/18. The relevant portions of his report will be INSERTED as marked.

Prior records show the Petitioner was seen on 12/04/02 by Dr. Ufondu and was diagnosed with a lumbosacral strain. She stated the previous day she was involved in some training exercises at work including taking down violent clients. She did this about three times and then felt sore, but today was feeling worse. She followed up through 12/23/02, having had a lumbar MRI to be INSERTED. She was then referred for orthopedic consultation and was discharged to continue working full duty.

On 01/09/03, she was seen by spine surgeon Dr. Tydings. He noted the work injury was on 12/03/02. He diagnosed degenerative disc disease at L5-S1 and started her on Vioxx. She followed up on 02/11/03 when they discussed treatment options. She continued to see him through 11/03/03. At that time, she did not wish to pursue any more aggressive measures specifically including a workup towards surgery. He noted on the CT myelogram there was certainly no evidence of any significant nerve compression, foraminal stenosis, or other obvious pathology. He did not see any easy surgical solution to her problem. They also discussed the ups and downs of discography.

She returned to Dr. Tydings on 06/07/05, with increasing symptoms. He referred her for another MRI. This was done on 03/18/06, to be INSERTED here. On 08/21/03, she came under the care of Dr. Macoles for the first time in several years. This was to arrange myelography of the lumbar spine. She did undergo this on 09/16/03, to be INSERTED with CT scan. She evidently underwent the previously mentioned surgery. On 04/10/06, she came under the pain management care of Dr. Sackstein. Follow-up with Dr. Tydings continued through 06/12/07 when she was one year out from her anterior spinal fusion and posterior spinal fusion from L4 through S1. She had an excellent result as far as relief of her back pain. She still had some slight numbness in the incisional area. He performed x-rays that showed a solid fusion. He was going to see her back in one year for the anticipated two-year follow-up and then routinely every two to three years after that for periodic x-ray evaluation. He allowed her to continue increasing her activity as tolerated.

Ms. Cohen saw Dr. Tydings again on 06/24/08. He reviewed x-rays from the previous week that showed excellent fusion both anteriorly and posteriorly. The instrumentation was in excellent position with no evidence whatsoever of any loosening or migration. He again advised her to use common sense as far as her activity level. On 08/26/10, she saw him again for the four-year follow-up. She had increasing numbness and tingling for which he recommended updated diagnostic testing.
She evidently did have updated x-rays and MRI that he discussed on 09/20/10. Please INSERT those here. On 10/26/10, he referenced an EMG whose results will be INSERTED here. She also was seen by pain specialist Dr. Sackstein on 04/10/06. She also continued to see Dr. Tydings through 11/07/13, one week out from spinal cord stimulator implantation. She was going to follow up with Dr. Sackstein and the Medtronic representatives as scheduled. She saw Dr. Sackstein from 2006 forward through 02/10/14 for her low back pain follow-up.
She underwent provocative discography by Dr. Sackstein on the lumbar spine on 04/21/06. This was followed by a CAT scan, to be INSERTED here.
She was seen by Princeton Surgical Associates on 06/08/06 for an injury from December 2002. She was diagnosed with degenerative disc disease in the lumbar spine and fusion from L4 through S1. She saw Dr. Sharim on 06/20/06 relative to her blood pressure. That same day, she underwent various x-rays of the lumbar spine to be INSERTED here. On 06/28/06, she also underwent surgery to be INSERTED here with Dr. Tydings and Dr. Blecher combining to do this procedure. She had serial x-rays postoperatively running through 09/15/10, to be INSERTED. That same day, she had a lumbar MRI to be INSERTED.
On 09/30/10, Dr. Pendino saw her with complaints of having numbness from the waist down. The history dated back to a work incident on 12/03/02. She had extensive treatment in the intervening years. Dr. Pendino recommended electrodiagnostic testing. This was performed on 10/25/10 for the lower extremities, to be INSERTED. She had an EMG of the lower extremities again on 12/13/10, to be INSERTED. She saw Dr. Pendino through 01/25/11 when she had ongoing paresthesias from the waist down. She was prescribed Pamelor for neuropathic symptoms that could be done under the care of her internist. She discharged the Petitioner from neurological care.

Dr. Pendino had her undergo an open lumbar MRI on 01/13/11, to be INSERTED. Lumbar spine x-rays were done on 05/03/13, to be INSERTED. The same day, she had an MRI of the lumbar spine to be INSERTED.
On 06/12/13, Dr. Sackstein performed lumbosacral facet joint injections and these were repeated on 06/26/13. An epidural injection was given to the lumbar spine on 07/17/13. A spinal cord stimulator was placed on 10/09/13. On 11/01/13, Dr. Tydings performed placement of the leads and the pulse generator for her spinal cord stimulator.
PHYSICAL EXAMINATION
UPPER EXTREMITIES: Inspection of the upper extremities revealed no bony or soft tissue abnormalities. There were no scars, swelling, atrophy or effusions. Inspection revealed that the skin on her hands was dry, but they were otherwise normal in color, turgor, and temperature. Motion of both shoulders was full in all independent spheres. Combined active extension with internal rotation on the right was to the waist level and on the left to the L3 level. Motion of the 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: 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. Right hip internal rotation elicited low back tenderness. Motion of the hips, knees and ankles was otherwise full in all spheres without crepitus or tenderness. Her patellar reflexes were trace, but Achilles reflexes were 2+. 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: Inspection of the cervical spine revealed normal posture and lordotic curve. Inspection revealed two transverse anterior scars, one more left and the other more central, consistent with her surgeries. Flexion was to 20 degrees, extension 35 degrees, bilateral side bending 15 degrees, rotation right 60 degrees and left to 65 degrees. She was mildly tender at the right trapezius in the absence of spasm, but there was none on the left or in the midline. Spurling’s maneuver was negative.

THORACIC SPINE: Inspection of the thoracic spine revealed normal posture and kyphotic curve with no apparent scars. Range of motion was accomplished fully in flexion, rotation, and sidebending bilaterally. There was mild tenderness to the left interscapular musculature in the absence of spasm, but there was none on the right or in the midline. There was no winging of the scapulae.

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 her heels and toes without difficulty. She changed positions fluidly and was able to squat to 50 degrees and rise. Inspection of the lumbosacral spine revealed a midline longitudinal scar measuring 4.75 inches in length with decreased lordotic curve. She was able to sit at 90 degrees flexion, but actively flexed and extended to 15 degrees. Bilateral rotation and side bending were accomplished fully. She was mildly tender to the sciatic notches bilaterally and the right paravertebral musculature in the absence of spasm, but there was none on the left or in the midline. 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 25 degrees and left at 40 degrees elicited low back tenderness without radicular complaints. 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.

The left flank scar for her stimulator was 2 inches in length. The scar for her lead placement in the thoracic spine was 2.5 inches in length in the midline.
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 06/09/16, Sharon Cohen alleges to have injured her neck and lower back as a result of lifting while at work. She had an extensive diagnostic workup and course of treatment afterwards. This culminated in impairment rating by Dr. McClure on 10/08/18, to be INSERTED here.

She did have further evaluation and treatment. This was superimposed upon many years of analysis and treatment for spinal injuries going back to 2002. This Petitioner has undergone serial diagnostic studies and several different surgical procedures.
There is the same amount of permanency now as it was when described by Dr. McClure and will be REINSERTED here.

