4 N

Progression of Spinal Stenosis at the Spinal Cord Stimulator Percutaneous Lead Entry Point
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Jd Lumbar MRl — moderate to severe spinal canal stenosis at L1-L2 (Fig. 2)

1 Referred to neurosurgeon — L1-L2 decompressive laminectomy with removal of
the SCS leads and battery. Surgery confirmed ligamentum and facet joint
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