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Dictation Time Length: 32:33
December 7, 2022

RE:
Judith Rosado
History of Accident/Illness and Treatment: As you know, I previously evaluated Ms. Rosado as described in the reports listed above. She was accompanied to the evaluation by Benny Rosado to help serve as a translator and complete her intake questionnaire. According to the information obtained from the examinee in this fashion, Ms. Rosado is now a 46-year-old woman who again describes she was injured at work on 09/25/10. She went to Inspira Emergency Room afterwards. She had further evaluation and treatment including a four-level fusion in 2020. She had already undergone surgeries in 2010 and 2014. At this point, she continues to receive pain management from Relievus on a monthly basis. She denies any interim injury since her last evaluation here. She denies any previous injuries to the involved areas.

As per her Claim Petition, Ms. Rosado alleged she was lifting, pulling, and closing a cot during her duties as a housekeeper and sustained injuries. She received an Order Approving Settlement on 07/29/15 in the amount of 60% permanent partial disability on an orthopedic and neurologic basis. Respondent will obtain a psychiatric permanency exam and the court reserves - jurisdiction to award a greater disability rating on a psychiatric basis. Ms. Rosado filed for review of her award on 11/11/19.

Much of the records currently supplied predate my earlier exams so I will only have those highlights. Similarly, I had been provided with some documentation after my most recent exam in 2015 that will be summarized as well.

On 05/04/11, she was seen neurosurgically by Dr. Strauss who noted immediately after the incident she developed low back pain radiating into the right greater than left lower extremities. She was seen in the emergency room, but did not seek further treatment. She was already scheduled to undergo bariatric surgery. She hoped her back and leg symptoms would improve with ensuing weight loss. However, she continued to experience low back pain going into both legs despite a 60-pound weight loss. On 04/28/11, she was referred for lumbar MRI and then to Dr. Strauss. He reviewed the MRI from 04/29/11. It showed postoperative changes present on the right at L5-S1 consistent with prior discectomy. The study has been reported as demonstrating a spondylotic disc bulge at L5-S1 abutting the exiting right L5 nerve root. In Dr. Strauss’ opinion, there is a minor residual disc bulge at L4-L5, which does not impinge or compress upon the exiting L5 or traversing S1 nerve roots. There was a right paracentral disc protrusion at L4-L5 which appears to abut the traversing right L5 nerve root. There was a central disc protrusion at L3-L4, which indents the ventral aspect of the thecal sac because there is no obvious nerve root impingement. He recommended a trial of physical therapy and another lumbar epidural injection. He explained that her current symptoms were causally related to the work injury of 09/26/10. This represents a new injury consisting of the right paracentral disc protrusion/herniation at L4-L5. There was no significant residual or recurrent disc herniation at L5-S1. He also renewed her medications. She saw Dr. Strauss through 07/02/11. He explained her symptoms are considerably more profound and prolonged than he would expect based upon the appearance of her lumbar MRI. In his opinion, she was highly unlikely to improve with further surgical intervention. She is not interested in the option of undergoing any further lumbar spinal surgery. He recommended she return to Dr. Polcer for pain management and deemed she had reached maximum medical improvement.

On 05/19/11, she was seen by pain specialist Dr. Polcer. He then treated her over the next few years culminating on 10/18/21. She had undergone a lumbar epidural on 09/27/21 and felt 75% relief. She has no pain in her low back, but her right leg feels stiff. He opined no further injections were indicated. She was going to follow up with Dr. Momi in two weeks for final disposition. He did administer epidural injection on 05/26/11 and 06/09/11.

On 10/13/11, Ms. Rosado was seen by spine surgeon Dr. Scholl. In addition to the subject event, he ascertained a history of prior lumbar spine surgery at L5-S1 for which she had lumbar laminectomy done by Dr. Strauss in 2009. She had a prior work-related injury in 2009, but no prior motor vehicle related injuries. She had physical therapy for her lumbar spine, but no chiropractic care. She was currently taking tramadol and Percocet and had undergone a lap band procedure. After his evaluation, Dr. Scholl diagnosed lumbar strain and sprain, mechanical back pain, as well as intermittent right-sided lumbar radicular symptoms all causally related to the work injury of 09/26/10. He thought she had a new right-sided L4-L5 disc protrusion/herniation. It also appears as though she has a central disc bulge at L3-L4 as well. There was no clear evidence of significant recurrent disc herniation at L5-S1. She had done therapy and epidural injections, but still had persistent pain. He described treatment options including possible lumbar arthrodesis. In anticipation of that, she would undergo a discogram. This was performed on 01/05/12 and followed by a CAT scan whose results will be INSERTED here. She underwent a procedure by Dr. Smith Martin on 01/12/12 due to a spinal headache. A therapeutic blood patch was applied under fluoroscopic guidance. She continued to see Dr. Scholl through 01/19/12 to review her CT discogram. He wrote it was technically unsuccessful at L5-S1. There was concordant pain both L4-L5 and L3-L4. On personal communication with Dr. Smith that day, it appeared the L4-L5 was more significant than L3-L4 in terms of the intensity of pain that she experienced. He explained he would not use the discogram results as he did not believe that they clearly help make good decisions thus far. He thought she would benefit from selective nerve root injections. She saw him a final time on 02/23/12. 
He thought her pain generators were not clearly coming only from L5-S1 and may also be coming from L3-L4 and L4-L5 which is preexisting and would not therefore be covered under the Workers’ Compensation Claim. As such, he believed she would benefit from working with her functional capacity evaluation as she has been doing. He would be happy to see her under her private insurance to discuss further interventions at L3-L4 and L4-L5.
On 03/27/12, she was seen by Dr. Levitsky. He wrote she had multiple compensable injuries to her lumbar spine beginning with 2007 as well as another injury in March 2008. In February 2009, she had an L5-S1 discectomy. She then had a third injury to her back on 09/25/10. Since then, she had severe back pain radiating to both lower extremities. She had epidural and facet joint injections without significant subjective benefit. He reviewed her most recent MRI from 04/29/11 that revealed disc desiccation involving multiple discs. It also revealed she had prior surgery at L5-S1 where there was no herniation. He thought she had right paracentral disc herniation at L4-L5 causing some nerve root compression. The disc herniation certainly does not account for her subjective pain in her left leg. He also advised her about possible intervention including another surgery.

On 05/09/12, Ms. Rosado was seen by spine surgeon Dr. Ponnappan. He thought she was a candidate for surgical fusion at L3-L4, L4-L5 and L5-S1. He did want to review further records that were not available to him at that time. On 06/14/12, he performed surgery to be INSERTED here. The Petitioner followed up with Dr. Ponnappan through 09/20/13. In the interim, she had undergone additional injections. On the last visit, he recommended EMG of the right lower extremity to evaluate for lumbar radiculopathy versus peripheral neuropathy versus other etiologies for leg weakness. He thought she should have selective nerve root block at L5-S1 and return in one month. She was a candidate for revision, decompression of the foramina at L5-S1 and/or L4-L5 should these be the source of her persistent complaints. She was to remain on activity modifications and had not reached maximum medical improvement. On 01/24/13, Dr. Polcer performed an epidural injection given the diagnoses of lumbar radiculopathy and failed back syndrome. The Petitioner underwent a CT myelogram on 09/20/13, to be INSERTED here.
On 10/17/13, Dr. Scholl performed a physiatric evaluation and an EMG. This was a normal study with no evidence of plexopathy, peripheral polyneuropathy, myopathy, or nerve entrapment. He looked extensively at the right L5 nerve and there were no electrodiagnostic findings for radiculopathy. There was no superimposed neuropathy. She was seen in the same group by Dr. Momi on 11/20/13. He made medication adjustments and opined about the L4-L5 level not demonstrating a solid arthrodesis and for that reason stem cell allograft and pedicle screws were indicated. He also wrote she would require L3-S1 hardware removal, revision and decompression on the right side by complete facetectomy at the L5-S1 level followed by revision fusion with pedicle screws. He followed her progress closely over the next several years. A repeat EMG was done by Dr. Scholl on 10/17/13, to be INSERTED. She did submit to additional surgery. She presented to Virtua Emergency Room on 01/24/14, diagnosed with acute neuropathic postoperative right lower extremity pain. She had revision of her previous lumbar spine fusion on 01/15/14. She had an uneventful postoperative course, but over the past five days developed the aforementioned pain. She was kept in the hospital postoperatively due to shortness of breath, but a venous Doppler study was negative for deep vein thrombosis.
On 01/27/14, she had a consultation performed by Dr. Enriquez. On 06/03/14, she had an updated CAT scan to be INSERTED here as well. On 06/18/14, Dr. Momi reviewed the CAT scan. He learned she had two separate falls which activated her low back pain and right lower extremity radiculopathy. He noted a CAT scan showed solid fusion from L3‑S1 with no screw loosening. At that juncture, he stopped her oxycodone and had her start tramadol. He deemed she had reached maximum medical improvement and could discontinue use of her bone stimulator. He also opined she could work without restrictions.

After a gap in care, Ms. Rosado returned to Dr. Momi on 12/19/19 for a need-for-treatment evaluation. He recommended both a lumbar MRI and a lumbar CAT scan. On this occasion, he indicated she was permanently disabled raising the question as to his earlier work disposition. She saw Dr. Paul on 03/10/20 and was noted to have undergone a spinal cord stimulator placement in 2017. He noted she was also treating with Relievus for chronic medical pain management and was prescribed Percocet 10/325 mg and Zanaflex. He was going to see her in two weeks following the lumbar epidural. She followed up frequently with Dr. Momi. On 11/25/20, he performed an audiovisual Doximity call to discuss surgery. She did undergo lumbar CAT scan on 01/17/20 and an MRI on 02/24/20, both to be INSERTED here. She continued to see Dr. Paul for pain management. He administered epidural injections.

On 12/07/20, Dr. Momi performed another surgery to be INSERTED here. She was then seen on 12/08/20 with a consultation by Dr. Cooke for internal medicine management.

Ms. Rosado underwent another surgery by Dr. Momi on 12/16/20, to be INSERTED here. Afterwards she had another CT done on 04/05/21, to be INSERTED here.
On 06/24/21, a repeat lumbar MRI was done to be INSERTED. She then accepted sacroiliac joint injection from Dr. Polcer as well as an epidural steroid injection.

On 06/09/22, she was seen by Dr. O’Brien. He noted the highlights of her treatment to date including the fact her third surgery was done in the end of June when her spinal cord stimulator was removed. She attended physical therapy after surgery as well, but denies any improvement. She related Dr. Momi told her there was nothing further that could be done for her. On this visit, she denied any lower back pain, but had pain down her anterior legs to her feet on the right worse than the left. She reported a continued “draining” feeling down her legs along with numbness, tingling and weakness of her legs on the right worse than the left. She denies saddle anesthesia. She does lose her balance, but denied recent falls. She uses a walker on an as-needed basis when walking longer distances. She was taking Percocet four times per day and tizanidine twice per day from Relievus. He explained she had multiple spine surgeries and still had persistent right lower extremity pain that she states started after the last surgery in 2020. During that surgery, fusion was extended to L2-L3 and her spinal cord stimulator was removed. He suspected her right leg pain was related to no longer having the spinal cord stimulator in place as opposed to changes at L2-L3. The most recent imaging study showed no significant lesions warranting further surgical intervention. He was concerned about the right L5 pedicle screw that extends beyond the vertebral body near the inferior vena cava. He recommended and ordered an abdominal and pelvic CAT scan with IV contrast. She was going to continue on her medicines through pain management and remain out of work. She was going to return after the aforementioned CAT scan was done. The CAT scan was done on 06/16/22, but I am not in receipt of any further notes from Dr. O’Brien.
She continued to see Dr. Momi postoperatively through 02/21/22. He wrote EMG on 01/24/22 showed chronic right L5 radiculopathy. On her new lumbar MRI, she appeared to have solid fusion of the surgical levels with an adjacent segment herniation at L2-L3 with right greater than left subarticular recess stenosis. They also reviewed the old CAT scan that was significant for solid fusion. They discussed her adjacent segment herniation was a direct consequence of her prior surgery. She did not have any relief from the epidural steroid injections and had failed conservative treatment and the various surgical procedures done. He summarized she had undergone spinal cord stimulator removal. He also performed surgery on 12/07/20, to be INSERTED if not already done so. Overall, she felt that she exhausted the treatments and did not wish to have any further injections. He wrote there was nothing on imaging that would warrant surgery to help relieve her right L5 radiculopathy. He felt at that point she was at maximum medical improvement and could follow up with Dr. Polcer for pain management. She also was seeing Relievus and still taking 10/325 mg Percocet four times per day and Zanaflex 40 mg twice per day.

PHYSICAL EXAMINATION
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 the hips was full bilaterally without crepitus, but left internal and external rotation elicited low back tenderness. Motion of the knees was from 0 to 110 degrees of flexion limited by excessive adipose tissue. Motion of the 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: Inspection of the cervical spine revealed a forward held posture and excessive adipose tissue, but no apparent scars. Range of motion was accomplished fully in flexion, extension, rotation, and side bending bilaterally without 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: Inspection of the thoracic spine revealed normal posture and kyphotic curve. Inspection revealed excessive adipose tissue, but no apparent scars. 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: She ambulated with a physiologic but slow gait, not using a hand-held assistive device. She was able to stand on her heels and declined attempting to stand on her toes. She was able to squat to 20 degrees complaining of burning in her low back. Inspection of the lumbosacral spine revealed normal posture and lordotic curve. She had multiple healed surgical scars that are now described. In the midline was a longitudinal scar measuring 5 inches in length. She had a pair of paramedian longitudinal scars on the left measuring 2 inches and on the right 1.5 inches. Between the midline and paramedian scar on the right was another interval scar measuring 1.5 inches in length x 0.75 inches in a T-shape. This was consistent with her stimulator. She had another 1.5-inch scar in the far right lateral lower lumbar region.   She was able to flex to 45 degrees and extend to 15 degrees. Bilateral rotation and side bending were accomplished fully. She was tender to palpation at the lumbosacral junction. There was no palpable spasm or tenderness of the 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 right at 55 degrees and left at 60 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.

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 09/25/10, Judith Rosado injured her back closing a cot in a patient’s room. She has had an extremely prolonged course of treatment that involved various surgeries. There was a several-year gap in care at one point noted above. Her treatment and testing in the more than a decade since her injury has been described in great detail so will not be repeated here. We need to INSERT the reports of the surgeries which I think are three in total here. Ultimately, she was deemed to have achieved maximum medical improvement by various spine surgeons. She was already under pain management from Relievus before the subject event. She again denied any previous injuries or problems with the lower back notwithstanding the abundance of documentation to the contrary. This included prior injuries and perhaps a surgery. In July 2022, she had surgery for a dry kidney secondary to diuretic medication. She remains on numerous medications for pain and muscle relaxant. She has remained extremely obese. The major change since seen here in 2015 was the surgery done in 2020.
This case now represents 20% permanent partial total disability at the lumbar spine. I will also have you INSERT some of the things I marked on that last report.
