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Dictation Time Length: 26:03
January 30, 2023
RE:
Sonia Ponce
History of Accident/Illness and Treatment: As you know, I previously evaluated Ms. Ponce as described in the two reports listed above. Those pertain to injuries she allegedly sustained at work on 07/05/11 and 01/04/16. She is now a 60-year-old woman who reports she was injured again at work on 07/16/13, but did not explain in what fashion. She did not undergo any surgery, but did receive injections in 2022. She is no longer receiving any active treatment.

As per the records provided, Ms. Ponce was seen at AtlantiCare Emergency Room on 07/20/13, complaining of a neck injury that occurred four days before while at work. She was transferring a patient at that time. The pain did not radiate. She was helping a patient who grabbed onto the back of her neck and pulled her down. She had neck pain since then. History was remarkable for non-insulin-dependent diabetes mellitus, elevated cholesterol, and carpal tunnel repair. She was evaluated and underwent cervical spine x‑rays that showed no fracture or subluxation. There was degenerative joint disease present. She was discharged to home with a diagnosis of cervical sprain and strain.

On 08/16/13, she was seen by Dr. Magariello. She had not undergone any interim treatment since the emergency room. He prescribed cyclobenzaprine for a diagnosis of cervical strain. She was then seen orthopedically by Dr. Barr on 10/01/13. He referenced she had been seen in his office for a 2004 motor vehicle accident in which she injured her neck, back, chest, abdomen, and shoulder. She also had a motor vehicle accident in 1998 with a laceration and injury to her neck. On 04/04/06, she was involved in a motor vehicle accident, injuring her neck, back, and left hand. On 07/28/06, she had a work occurrence in which she injured her neck, left shoulder, and low back. On 11/02/10, she injured her right arm, shoulder, neck and low back. She had undergone bilateral carpal tunnel releases, bilateral foot surgeries, and arthroscopic left knee surgery. He reviewed the x-rays from the ER that showed degenerative spondylosis and degenerative disc disease. He performed a clinical exam with a negative Spurling’s maneuver. Range of motion of the cervical spine was full. He diagnosed her with a cervical sprain and degenerative disc disease. She was working full duty. He did not feel any further treatment was needed nor were any diagnostic studies justified. He saw Ms. Ponce again on 06/10/14 relative to the subject event. His diagnosis remained the same. He reviewed a letter from Dr. Gaffney dated 11/21/13. Dr. Barr wrote she had no findings of any radiculopathy or neuropathy of the upper extremities. On that basis, he did not feel she needed to pursue any further diagnostic studies such as MRIs or EMGs. She was working full duty without restrictions. She had plateaued medically and reached maximum medical improvement.

On 10/28/14, Ms. Ponce underwent neurosurgical consultation by Dr. Glass. She disputed the accuracy of Dr. Barr’s history of several other dates of injury to the cervical spine. After evaluation, Dr. Glass diagnosed cervicalgia that he attributed to the work injury of 07/16/13. He recommended an MRI of the cervical spine. This was completed on 01/19/15, to be INSERTED. She returned to Dr. Glass on 03/31/15, stating therapy had worsened rather than improved her symptom complex. There was mild restriction of range of motion of the cervical spine with right posterior point tenderness. She was neurologically intact. She was to proceed with pain management consultation. She saw Dr. Glass again on 07/23/15, having had two cervical injections given by Dr. Polcer with no change in her symptom complex. They discussed treatment options, but she preferred to continue expectant management and home exercise program. She was already working in a full-duty capacity. She was deemed at maximum medical improvement from a neurosurgical perspective. Physical therapy was rendered on the dates described.

On 05/28/15, she did come under the pain management care of Dr. Polcer. He treated her over the next several weeks. On his last visit of 07/16/15, he cleared her to return to work without restrictions and prescribed acetaminophen with codeine.

On 01/19/16, the Petitioner was evaluated by Dr. McClure. He indicated there was 2.5% partial total disability at the cervical spine due to cervical strain superimposed on underlying degenerative disc disease including multicentric herniations from C3 through C7 that were degenerative in nature. There was no indication of spinal stenosis or instability or radiculopathy. On 06/27/19, she was seen neurosurgically by Dr. Mitchell. This was relative to the 07/16/13 incident. She denied having any injuries, but had two injections that helped for two days. She also had two on her back that helped for a couple of months. She had neck pain and could not lie on her right side. She gets pain in the right arm at times. She did not bring any imaging with her for review. She stated she settled her case two years earlier. Dr. Mitchell learned there was no change in her status. Her attorney contacted her as to how she was doing and she responded “the same.” The attorney then told her she should go to a doctor if she wished to. The patient was quite clear that she had no new injuries or new complaints. She had no change from two years ago when she settled her case. He reviewed her treatment to date that included injuries dating back many years. She had motor vehicle accidents in 1996 in which she fractured her chest and was treated at Kessler Hospital for five days. There was litigation involved. She treated with Dr. Panaia who is a chiropractor in Vineland. Her second motor vehicle accident was in 2004, left with multiple bruises. There was litigation. She again treated with Dr. Panaia and had injections by Dr. Barr in her mid back. She also had work injuries such as 2013 injury requiring left knee surgery. In 2016, she injured her back again in Heritage and had injections by Dr. Glass. She injured her cervical spine in 2015 again in Heritage and had MRI and injections. She had the same pain doctor for her back and her neck. She last saw Dr. Glass in 2017 for her neck and low back that had not improved. Dr. Mitchell performed a thorough review of available records. He summarized that her function had not decreased and her pain had not worsened. There was nothing new except her attorney contacted her and informed her she could go to a doctor if she wished to. That was why she came in for that visit. She had been living her normal life and had been working out without restrictions. There had been absolutely no change from when she settled her case or from when she last saw Dr. Glass.

On 05/20/20, Dr. Delasotta performed a need-for-treatment evaluation relative to the event of 07/16/13. He recommended an updated cervical spine MRI as well as cervical spine x-rays with flexion and extension views. If there was no change in the diagnostic studies, she would be at maximum medical improvement. She saw Dr. Delasotta again on 06/22/20. He noted the results of the recommended studies that were done on 06/08/20, to be INSERTED here. He adjusted his diagnostic impressions to cervical radiculopathy, anterolisthesis at C3-C4 and retrolisthesis at C4-C5. He recommended a course of physical therapy and pain management evaluation. They did discuss potential for surgery.

On 03/03/22, Ms. Ponce was seen by pain specialist Dr. Josephson. He noted her pain had been present for nine years and was chronic. He recommended facet joint blocks at the lower two cervical spine levels. She did see Dr. Josephson through 06/17/22 when he performed facet rhizotomy on the right at C2-C3 and C3-C4.
He also saw her on 03/28/22 for a lumbar sympathetic ganglion injection. The plan was to pursue three such injections. His diagnosis was complex regional pain syndrome of the right lower limb. This seems to have no connection with her neck symptoms or injury from nine years before. She followed up with Dr. Josephson through 07/21/22. At that time, she was deemed at maximum medical improvement from pain management. She was able to work full time and full duty without restriction. Lidoderm patches had been helping her pain.
Prior records show a New Jersey Police Accident report was completed on 05/02/98. She was a passenger in a vehicle operated by her husband Juan Ponce. On 05/02/98, she underwent cervical spine x-rays at Kessler Hospital that were read as normal. On 07/10/98, she came under the care of Dr. Colohan who is a neurosurgeon. With respect to the 05/02/98 motor vehicle accident, she had neck pain as well as coccidial pain. Neurologic exam was unremarkable. Cervical spine MRI showed some disc bulging only and no evidence of surgical pathology. CAT scan of the sacrum and coccyx indicated no obvious fracture and possible spur formation of the sacrum. He referred her to Dr. Cerniglia for treatment of chronic pain syndrome. She was seen by Dr. Cerniglia on 07/14/98 in that regard. She related being admitted to Kessler Hospital for five days after the accident. She had been continuing with physical therapy. He rendered numerous diagnostic impressions that will be INSERTED as marked. Dr. Cerniglia wanted her to continue therapy as well as the application of heat and exercises. The plan was to pursue a left lesser occipital nerve block if her cephalgia persists by next week.

On 10/26/98, she was seen by Dr. Bresalier for hypertrophic scar of the right neck that looked like it was healing well. Her final visit was on 11/16/98, stating she was somewhat happy with her results but not 100%. There was still hypertrophic scar towards the middle. The ends of the scar were healing nicely. He recommended surgical excision and scar revision due to her unhappiness, but she was not sure if she wanted it done at that point.

On 01/27/19, the Petitioner was seen by chiropractor Dr. Fatato relative to the accident of 05/02/98. Ms. Ponce offered numerous complaints including neck pain, left shoulder and arm pain, numbness and tingling of the left arm, pain between the shoulders, coccyx pain, and headaches. She noted the results of some x-rays and EMG, to be INSERTED as marked. At that juncture, she deemed she had resolving cervical hyperflexion and extension injury and posttraumatic coccyx sprain and strain. She had resolved posttraumatic thoracolumbar sprain and strain. She had healed posttraumatic fracture of the sixth rib and sternum. She had cervical brachial radiculitis on the left and cervical spine related headache. It was the doctor’s opinion that her symptoms involving the neck, upper back, lower back, left arm and shoulder, and coccyx were related to this accident and would be appropriate for her to advance to the rehabilitation phase. This would be done in connection with chiropractic care.

On 03/25/99, she was seen by another chiropractor named Dr. Quattrocchi. She described the accident of 05/02/98. After evaluation, this chiropractor diagnosed chronic pain for which additional treatment was appropriate. He referenced the 07/30/99 EMG by Dr. Brody that showed left C5 radiculitis as well as bilateral carpal tunnel syndrome were pronounced on the left.
PHYSICAL EXAMINATION
UPPER EXTREMITIES: Inspection of the upper extremities revealed no bony or soft tissue abnormalities. Inspection revealed bilateral open carpal tunnel scars. At the right anterior neck was an oblique scar that she attributed to the motor vehicle accident from 1995 when her seatbelt pulled on it. There was no swelling, atrophy or effusions. Skin was normal in color, turgor, and temperature. Range of motion was accomplished fully at the shoulders, elbows, wrists, and fingers bilaterally without crepitus, tenderness, locking, or triggering. 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. 

CERVICAL SPINE: Inspection of the cervical spine revealed normal posture and lordotic curve with no apparent scars. Active flexion was full to 50 degrees. Extension was to 30 degrees with a pulling sensation. Side bending right was 30 degrees and left 25 degrees with rotation right 60 degrees and left 50 degrees. She was tender at the right trapezius and paravertebral musculature in the absence of spasm, but there was none on the left or in the midline. Spurling’s maneuver was negative.
THORACIC SPINE: Normal macro

LUMBOSACRAL SPINE: SLR deferred macro
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 07/16/13, Sonia Ponce alleges to have injured her neck at work when a resident grabbed her. She was seen at the emergency room on 07/20/13 from which she was treated and released. She then was seen orthopedically by Dr. Barr. Cervical MRI was done on 01/19/15, to be INSERTED. She did have injection therapy from Dr. Polcer and neurosurgical consultation with Dr. Glass. On 01/19/16, Dr. McClure offered estimates of permanency and causation.

The Petitioner was then seen neurosurgically by Dr. Mitchell on 06/27/19. She had another neurosurgical consultation with Dr. Delasotta beginning 05/20/20. Dr. Josephson then administered various injections to her and followed her progress through 07/21/22.

Prior records confirm the fact that this Petitioner did in fact have prior cervical spine problems. There were also notations of several motor vehicle accident injuries leading to neck and other orthopedic problems.

The current examination found there to be mildly decreased range of motion about the cervical spine. Spurling’s maneuver was negative for radiculopathy. She had no weakness, atrophy, or sensory deficit in either upper extremity.

Relative to the event of 07/16/13, I believe she sustained a sprain that was superimposed upon prior injuries. This did not result in permanent aggravation or acceleration of her underlying identified disease. Therefore, there is 0% permanent partial disability at the cervical spine relative to the 07/16/13 event.

I may work up some of the first two reports to incorporate further history or exam of the cervical spine.
