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This report follows my evaluation of the medical and rehab reports I received on patient Charles Cole Jr. In respect to his subsequent disabilities, Mr. Cole’s history begins even before a motor vehicle accident, which occurred on 10/01/2010. This gentleman had been seen in the emergency room in January 2008 complaining of lower back pain. At that time, it was evaluated as musculoskeletal. He had been involved in a rear-ended motor vehicle accident earlier that day. He subsequently saw multiple physicians and underwent several tests. Lumbar films really were unremarkable and the diagnosis was acute lumbosacral sprain/strain, as the pain continued, he underwent other x-rays, which showed degenerative changes and ultimately underwent an MRI for back pain and sciatica on 03/06/2008. This showed degenerative changes at L5-S1 and borderline canal narrowing at L4-L5. These were not traumatic changes, but were degenerative changes. He continued to receive physical therapy as well as oral analgesia for that problem. On 10/01/2010, at approximately 7:30 p.m. he was involved in an auto crash where he T-boned another vehicle. There was no loss of consciousness and immediately after the accident, he had no complaints. He was a restrained passenger and the airbag did deploy. It was believed the accident occurred at approximately 40 mph. Later that day approximately at 9 p.m., he electively went to the emergency room as he had developed back pain and soreness in his legs. Pre-incident, he had also had back pain as well as sciatic pain in his legs. He initially refused treatment at the time of the accident. The onset of the pain occurred one or two hours after the accident and he complained of no other injuries. He was given nonsteroidal antiinflammatory drug and discharged. X-rays of his lumbar spine were performed, which showed no bony abnormalities. Two months later, he had sudden onset of chest pain that brought him emergently to the emergency room at St. Alexius Hospital. The pain was severe enough for him to call an ambulance, which transported him to the hospital. There he was evaluated for chest pain as well as pain, weakness and numbness of his right lower extremity. On examination, his right lower extremity was ischemic. He underwent a CT scan, which showed aneurysmal dilatation of the ascending aorta, which measured 7.1 x 5.4 cm as well as an intimal flare-up in the ascending aorta.
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The remainder of the scan showed that the flare-up actually went into the abdomen and down to the aortic bifurcation. The right common iliac artery was not opacified and likely was occluded by the dissection process. He was transferred to St. Alexius Hospital where he was rapidly evaluated and taken to surgery at which time he underwent a Bentall procedure, which went well. At the end of the procedure, however, he had bowel movements that were grossly bloody and a GI consultation was obtained. A colonoscopy and an unprepared colon was performed, which showed colonic ischemia and he was taken to the operating room where he underwent a colectomy and ileostomy. His postoperative course was complicated by rhabdomyolysis as well as renal failure. When he awakened, he had pain in his right leg and developed tenseness in the anterior compartment. Anterior compartment pressure was elevated and he underwent a fasciotomy. He also had trouble with bilateral pleural effusions and a post-pericardiotomy syndrome, but his recovery was excellent. It should be noted with a aortic dissection with this severe ischemia and malperfusion that the mortality usually exceeds 80%. Of note, his pathology of the aorta that was sent showed no evidence of aortic cellular or gross abnormalities (no evidence of cystic medial necrosis or Marfan’s syndrome). He was seen by multiple consultants and also the pain service and this got under control. His postop CT scans showed no closure of full of lumen, which is not unexpected. His echo postop showed ejection fraction between 50-60%. He was transferred to rehab on 12/23/2010 where he underwent therapy; he was noted to have right lower extremity neuropathic pain and underwent a workup, which showed evidence of peroneal neuropathy. The peroneal nerve travels to the anterior compartment and is often injured by high pressure in that compartment. He went home on 01/11/2011. He continued to have problems with lower extremity. On 04/25/2011, he underwent a takedown of his colostomy as well as cholecystectomy.

IMPRESSION: I strongly do not believe the auto accident contributed in any way to this patient’s aortic dissection. High-speed collisions do result in an aortic trauma, but rarely without significant chest wall trauma as well. Usually, there is a severely contused chest and there is severe pain. Aortic dissections do occur without pain occasionally (rarely), however, when this patient dissected his aorta on 12/03/2010, he had the classic, severe, sudden onset of pain and I opined if there had been significant aortic injury at the time of the automobile accident on 10/01/2010, there also would have been significant pain. His ascending aorta showed changes that were, in the absence of chronic dissection, naturally obtained.
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His ascending aorta was over 7 cm in transverse diameter and was diffusely dilated. Traumatic injuries usually result in a localized weakness of the wall and what we would call a saccular aneurysm. The deployment of the airbag probably presented more significant chest wall trauma and I do not believe in anyway was involved in his subsequent injuries involving the aortic dissection whether or not this could have aggravated his natural degenerative changes in the lower spine, I am not able to state. His problems with the right lower extremity are clearly related to the dissection as far as the post-ischemic changes go. He did have chronic lower back pain as well as sciatic pain prior to the injury. It would be highly unusual in an auto accident to have an isolated subclinical aortic injury with no concomitant injuries. These injuries required tremendous deceleration to the chest wall and I have never seen one with an isolated injury. I do not think 40 mph is tremendously high velocity and most traumatic injuries I have personally treated were in the range of 70-80 mph. The patient clearly is disabled for doing heavy physical work. His ability to ambulate will be diminished throughout his life and the aortic dissection in itself requires blood pressure control and also limitation of lifting to approximately 20 pounds. Other then emotional reasons, I do not know why he would not be able to do a desk job. He does have a history of significant obesity. His multiple pre-incident visits to emergency room and doctors show he had only intermittent hypertension. The highest blood pressure I could find was in the range of a systolic pressure of 180. The others were in the range of 120-140. His EKG did not show left ventricular hypertrophy consistent with restrained hypertension. It is unlikely that the motor vehicle accident was any cause of the aortic dissection. Please send the copy to our office and I will subsequently modify it.

Sincerely yours,

Janice R. Klich, M.D.
