

Re: YOUR CLIENT AND OUR PATIENT ELIZABETH JONES

Richard P.  Console, Jr. Esq.




January 10th, 2007
1288 Route 73 South

Suite 300

Mt. Laurel, NJ 08054


Re: YOUR CLIENT AND OUR PATIENT: ELIZABETH JONES
Dear Mr. Console

With the permission of my patient and your client Elizabeth Jones I would like to supply you with the following information.
HISTORY OF ACCIDENT:

On January 15th, 2006 Ms. Jones was a restrained driver of a vehicle that was struck in the rear by another vehicle. The patient states that the impact was sever and that she was severely jolted. She indicates that her head was thrown forward and backward. 

Following the accident she was not seen in a hospital emergency room, as she was very concerned about her daughter who is physically and mentally challenged, and who was in the car with her. She accompanied her daughter to the hospital, and that was her only concern at that time. 

Elizabeth’s past medical history is non-contributory. She was apparently involved in a motor vehicle accident in 1999; however she has no residuals from this incident.

CHIEF COMPLAINTS:

1. Cervical spine pain

2. Thoracic spine pain

3. Lumbar spine pain

4. Bilateral shoulder pain

5. Headache (severe)

6. Radiating pain and paresthesia into the lower extremities

7. Radiating pain and paresthesia into the upper extremities

EXAMINATION OF THE CERVICAL SPINE:

Examination of the cervical spine region revealed severe paravertebral muscle spasm to be present throughout the cervical spine region; there was pain in all directions of range of motion, with flexion and extension being severely limited and painful. The trapezius region showed some trigger points bilaterally. There were fibronodularities noted throughout the region.

EXAMINATION OF THE DORSAL SPINE:

Examination of the upper dorsal spine region was extremely tender on palpation with muscle spasm, evident throughout the region. There is tenderness over the D5-12 spinous processes.

EXAMINATION OF THE LUMBAR SPINE:

Examination of the lumbar spine region revealed paravertebral muscle spasm to be present in the lumbar spine area with tenderness on palpation of the interspinous spaces of, L4-5 and L5-S1. There was noted right-sided SI joint tenderness. The straight leg raise is positive at 50 degrees bilaterally.

EXAMINATION OF THE SHOULDERS:

The left shoulder is limited in abduction at 70 degrees; there is pain on passive abduction. The right shoulder is normal.

NEUROLOGICAL EXAMINATION:

Neurological examination revealed deep tendon reflexes to be +2 throughout.  Cranial nerves II through XII appeared to be intact.  There was no evidence of muscle wasting or weakness.  The right and left upper and lower extremities are 5/5. The Rhomberg sign was negative.  The gross neurological examination appeared to be within normal limits. 

ASSESSMENT:

My current assessment for this patient's condition was as follows:

· Cervical strain and sprain vs. HNP
· Thoracic strain and sprain

· Lumbar spine strain and sprain vs. HNP

· Impingement syndrome?

PALPATION EXAMINATION RESULTS:
Aberrant motion and a loss of function on an intersegmental level were noted in the cervical spine, upper thoracic spine, lumbar spine, and lumbosacral spine. Digital palpation located trigger points in the Cervical Flexors, Cervical Extensors, Trapezius muscle, lumbar extensors, and Gluteus muscles. Muscle spasms were noted in the Cervical Flexors, Cervical Extensors, Rhomboids muscles, lumbar extensors, and Hamstring muscles. 

NEUROLOGICAL EXAMINATION:

Neurological examination revealed deep tendon reflexes to be +2 throughout.  Cranial nerves II through XII appeared to be intact.  There was no evidence of muscle wasting.  The right upper extremity is 5/5, the left 5/5. The Rhomberg sign was negative.  The gross neurological examination appeared to be within normal limits. There is paresthesia and radiculaopathy into the upper and lower extremities bilaterally, the right being greater then the left.

CEREBELLAR FUNCTION TESTS:
The cerebellum is mainly responsible for coordination of movements of the body. It is responsible for keeping the individual oriented in space. A person with a lesion within the cerebellum may not be able to halt or put a brake on volitional movements, they may develop intention tremors as well as lose fine motor control of the fingers; they may not be able to perform rapidly changing movements. 

The Rhomberg test was determined to be normal for Ms. Jones 

X-RAY EXAMINATION:

The x-ray examination of this patient revealed spinal biomechanical alterations of the cervical spine. There is encroachment of the IVF of the C2-3, C4-4 and C4-5 vertebrae. Spinal biomechanical alterations of the thoracic and lumbar spine are also noted. 
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MRI EXAMINATION:

MRI examination of the cervical spine was performed on August 9th 2006 indicates moderate disc herniations at C4-5 and at C5-6 and C7-T1 levels.  

MRI examination of the lumbar spine was performed on August 9th 2006 indicates disc herniations at L2-4 and L4-5 levels.  
These herniations were not present on the patients October 11th, 2004  




SPECIALTY CONSULTATIONS & DIAGNOSTIC TESTING:
The patient had a neurological examination performed by Dr. Xiaoping Ma; the results of this examination as well as tests ordered by Dr. Ma are enclosed with this report. 

Dr. Ma’s diagnosis included:
1. Posttraumatic Headache (cervicogenic0

2. Sensory loss and motor weakness upper extremities

3. Cervical and lumbar radiculoathy

Ms. Jones has been placed on a 5% Lidoderm patch q. 24 hours. She was also given trigger point injections by Dr. Ma.

The patient has also been followed by her family physician Vivian Matalon, MD.

TREATMENT PLAN:
Treatment of Ms. Jones has consisted of soft tissue manipulation of the injured muscles and ligaments, osseous manipulation of the effected spinal articulations, as well as extensive spinal rehabilitative exercises.  The goal of this treatment regimen was to gain maximum symptomatic improvement as quickly as possible, while minimizing reparative scar tissue formation.  Additionally, we emphasize return to normal function rather than elimination of pain as a goal for the patient to achieve.   

When last seen, Ms. Jones had improved approximately 60% since the time of her accident.  Her residual subjective complaints included ongoing cervical spine, dorsal spine, shoulder and lumbar spine pain with upper extremity radiating pain. These residual objective and subjective findings are common in post-traumatic injuries and are secondary to the healing residuals of injured musculature and ligamentous tissue.  The most accurate descriptive diagnostic word for post-traumatic residual syndrome would be myofibrositis. The patients’ ongoing cervical and lumbar spine pain is related to the multiple herniated discs in these regions and according to the literature she will in all probability develop additional degenerative changes of the spine.1
My clinical evaluation of Ms. Jones’ condition at this time is that her condition has become permanent and stationary.  This means that in my clinical opinion, further regularly scheduled chiropractic care would not necessarily elicit further subjective and/or objective improvement in her condition. I informed Ms. Jones that her subjective complaints are attributed to the healing residuals of the fibrotic repair of injured muscle and ligamentous tissue, that they are permanent effects from the injury, and that she would probably have to learn to live with this discomfort. Additionally, the patient’s herniated discs in the cervical and lumbar spine, with the associated nerve impingement will be a source of ongoing symptoms. This is due to the fact that the compressive forces will irritate nerve endings, and may require surgical intervention at some future date.   

I have also explained to Ms. Jones that she would probably experience periodic symptomatic exacerbations of her neck and low back complaints, secondary to increased stresses put upon them once the injured soft tissue structures have healed. This healing does not relate to the herniated discs, which will be permanent in nature. Her injuries will have an effect on all activities of her daily life, including difficulty with sleep, and most significantly her requirements as a care giver for her physically and mentally handicapped daughter as well as her aged mother.
The patient will continue to experience the above symptoms as well as additional symptoms on a permanent basis. The reasons for these occasional symptomatic exacerbations are as follows:  

· The once injured tissues have an anatomical increase in the number of neurofibrils into them, leaving them permanently more sensitive to the normal stresses and strains of daily activities.

· The fibrotic repair tissue is always less elastic than uninjured tissue.

· The fibrotic repair of the once injured tissue leaves those tissues permanently weaker

· The herniations of the cervical and lumbar discs will lead to significant degenerative disease, and ongoing symptoms.

PROGNOSIS AND DISCUSSION OF THE RISK FACTORS ASSOCIATED WITH THIS CRASH: 

It is my opinion that this patient's prognosis is poor because this patient has the following factors that the trauma literature associates with a poor prognosis:

Elizabeth Jones injured her neck and low back on January 15th, 2006 when the vehicle she was driving was struck by another vehicle. Ms. Jones was unaware of the impending crash, and there are several risk factors that are noteworthy in that they contribute to the severity of her injuries:

(I have listed these factors below and have provided the research articles that substantiate these risk factors.)  

· Numbness and/or pain in an extremity2 

· Early ridicular symptoms3  

· Post concussion syndrome4, 5 

· History of neck injury:6
· Use of seat belts/shoulder harness (i.e., standard three-point restraints)7-11
· Non-awareness of the impending crash:12-14
· Front vs. rear seat position:15-17
· Immediate/early onset of symptoms (i.e., within 12 hours and/or severe initial symptoms:18-20
· Pain for greater than 3 months:21
· Past history of neck pain or headache:22
· Loss or reversal of cervical lordosis:23
MECHANISM OF NECK INJURY:

There are four phases of movement of the head and neck that lead to the permanent injuries that are seen in these types of injuries. 

Four phases of head and neck movement during rear-end impact.


At this time, it is my opinion that Ms. Jones’ injuries are permanent in nature and that there is clinical evidence that this patient has injuries that are rather substantial in nature as demonstrated by the objective evidence including MRI studies. In all probability, she will have ongoing residuals as a result of such.

In summary, I would like to reiterate and clarify that although Ms. Jones’ condition is permanent, and stationary, she nonetheless continues to have subjective and objective residuals secondary to the mechanical properties of the fibrotic nature of the repair process itself, as well as from the herniated discs. It is my clinical opinion that these residuals are a direct result of the injuries sustained in this accident, and that they are permanent.  Ms. Jones will simply have to learn to live with these discomforts. Also, it is a clinical fact that because of the nature of the fibrotic reparative process, that future worsening or exacerbation of her symptoms complexes is the rule, and a problem with which she is currently learning to have to deal with. 

Based on my evaluation and treatment of this patient her discharge diagnosis is severe lumbar spine injury with multiple cervical and lumbar disc herniations which are a result of her January 15th, 2006 motor vehicle accident. 
I directly equate this patient's injuries and symptoms to her automobile accident of January 15th, 2006.
I hope you find this narrative report and discussion helpful in resolving the legal

ramifications of Ms. Jones’ case.  If you have any further questions, please do not hesitate to contact me.

Very truly yours,

Leonard F. Vernon, D.C.

LFV/
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DISC HERNIATIONS OF THE C3-4,C4-C5,C5-6 & C7-T1 DISCS.





Lateral base lines should converge on posterior of lateral cervical spine x-ray. This has not occurred in Ms. Jones’s case and demonstrates biomechanical dysfunction of the cervical spine.





Variations in the normal lumbar angle indicate instability, muscle spasm . Normal range is 50-60 degrees. This x-ray indicates a lumbar spine that is out of range by 6.9 degrees.





HERNIATION OF THE L2-L3 DISC





HERNIATION OF THE L4-L5 DISC











