Rocco DePersia, Esq.





March 23rd, 2006

35 Kings Highway East

Haddonfield, NJ 08033-2067

Re: Jorge John Doe
Dear Mr. DePersia

At your request, and with the permission of my patient and your client Jorge John Doe, I would like to supply you with the following information
HISTORY OF ACCIDENT:

Mr. John Doe presents a history of being involved in a motor vehicle accident, which occurred on or about June 26th, 2005. The history of the incident is related to me by Mr. John Doe is that he was a restrained front seat passenger in a vehicle which struck another vehicle. On impact he was thrown forward and struck the windshield with his head. His right shoulder struck the side window and/or door. His knees struck the dashboard. 

An ambulance arrived at the scene and he was taken to Our Lady of Lourdes Hospital, Rancocas Division. He was given an examination, as well as a CT scan of the head and an x-ray of the right shoulder and discharged. 

PHYSICAL EXAMINATION:
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My initial examination of this patient revealed a Hispanic male, who appeared to be his stated age.  HEENT examination revealed a severe laceration of the forehead, which required 4-6 sutures to close. There was a laceration over the left eyelid. The past history is non-contributory.

CHIEF COMPLAINTS:

1. Headache

2. Cervical spine pain (severe)

3. Lumbar spine pain (severe)

4. Thoracic spine pain

5. Radiculopathy into upper extremities

6. Radiculopathy into lower extremities

7. Weakness left upper extremity

8. Chest pain

9. Pain on inspiration over the left rib cage

10. Difficulty sleeping

11. Bilateral knee pain

12. Bilateral shoulder pain

13. Difficulty with activities of daily living

14. Anxiety riding in a car/with depression

15. Tremor of the right arm

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 is pain on forward flexion, as well as hyperextension, bilateral rotation, and lateral bending. There was severe pain at the extremes of motion.  The trapezius region showed some trigger points. The inter-spinous space of C4-5, C5-6, and C7-T1 were extremely tender to touch. 

EXAMINATION OF THE DORSAL SPINE:

Examination of the entire dorsal spine region was extremely tender on palpation with muscle spasm noted throughout the region.

EXAMINATION OF THE LUMBAR SPINE:
Examination of the lumbar spine region revealed paravertebral muscle spasm to be present throughout the lumbar spine area with tenderness on palpation of the interspinous spaces of, L4-5 and L5-S1.  There was noted right sciatic notch tenderness.  The straight leg-raising test was positive at 50 degrees bilaterally. 

There were multiple trigger points noted along the lumbar paraspinals.

EXAMINATION OF THE KNEES:
The left knee is positive for an audible click, there is a positive Appley test. There is medial interarticular joint tenderness. A tear of the meniscus is suspected. The right knee appeared normal.

EXAMINATION OF THE SHOULDER:

The right shoulder is severely limited in abduction at 40 degrees; there is pain on passive abduction. There is a positive Speeds test. The left shoulder has a limited abduction as well, however it is greater then the right.

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 4/5, the left upper extremity revealed weakness, 2+/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. Because of the paresthesia and radiculopathy, as well as severe headache, the patient will be referred for neurological consult.

EXAMINATION OF CHEST AND RIBS:
The anterior chest wall was tender to touch, as was the left rib cage at the level of the 9th – 11th ribs. Auscultation of the chest appears clear, however deep inspiration is limited secondary to pain.

ASSESSMENT:

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

· Traumatically induced cervical spine S/S vs. HNP

· Severe strain and sprain injury of the lumbar spine with myofasciitis and

· spasm of the effected paraspinal musculature, R/O HNP. 

· Post concussion syndrome

· Multiple contusions

· Possible rib fracture

· Possible brachial plexus injury

X-RAY AND MRI EXAMINATION:

The MRI of the lumbar spine performed on September 12th, 2005 revealed significant findings, which included a disc herniation of the L5-S1 disc, which is indenting the thecal sac.  MRI of the cervical spine and right shoulder were negative.

SPECIALTY CONSULTATIONS & DIAGNOSTIC TESTING:
The patient had a neurological examination performed by Dr. Eby Banas, the results of this examination as well as tests performed by Dr. Banas are enclosed with this report.

Mr. John Doe had an orthopedic evaluation performed by Dr. Marc Kahn. Copies of his reports are enclosed.

TREATMENT PLAN:
Treatment of Mr. John Doe 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, Mr. John Doe had improved approximately 65% since the time of his accident.  His residual subjective complaints included ongoing cervical spine, dorsal spine, hip 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. 

My clinical evaluation of Mr. John Doe’ condition at this time is that his 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 his condition. I informed Mr. John Doe that his 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 he would probably have to learn to live with this discomfort. 
I have also explained to Mr. John Doe that he would probably experience periodic symptomatic exacerbations of his neck and low back complaints, secondary to increased stresses put upon them once the injured soft tissue structures have healed. His injuries will have an effect on all activities of his daily life, including difficulty with sleep, his occupational requirements, and his performing of household chores. 

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

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:

Doris John Doe injured his neck and low back on June 26th, 2005 when the vehicle that he was a passenger in was involved in a collision. Mr. John Doe was unaware of the impending crash, and there are several risk factors that are noteworthy in that they contribute to the severity of his injuries:

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

· Numbness and/or pain in an extremity1 

· Early ridicular symptoms2  

· Post concussion syndrome3, 4 

· History of neck injury:5
· Rear vs. other vector impacts:6-10
· Use of seat belts/shoulder harness (i.e., standard three-point restraints)11-15
· Non-awareness of the impending crash:16-18
· Front vs. rear seat position:19-21
· Immediate/early onset of symptoms (i.e., within 12 hours and/or severe initial symptoms:22-24
· Pain for greater than 3 months:25
· Loss or reversal of cervical lordosis:26
MECHANISM OF NECK INJURY:

The car that Mr. John Doe was driving was hit in the rear. 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/front-end impact.
[image: image3.jpg]



At this time, it is my opinion that Mr. John Doe’ 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 examination. In all probability, he will have ongoing residuals as a result of such.

In summary, I would like to reiterate and clarify that although Mr. John Doe’ condition is permanent, and stationary, he 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 disc. It is my clinical opinion that these residuals are a direct result of the injuries sustained in this accident, and that they are permanent.  Mr. John Doe 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 his symptoms complexes is the rule, and a problem with which he is currently learning to have to deal with. 

I directly equate this patient's injuries and symptoms to his automobile accident of June 26th, 2005.

I hope you find this narrative report and discussion helpful in resolving the legal

ramifications of Mr. John Doe’ case.  If you have any further questions, please do not hesitate to contact me.

Very truly yours,

Leonard F. Vernon, D.C.

LFV/

Enclosure

1.  Mailis A, Papagapiou M, Vanderlinden RG, et al. Thoracic outlet syndrome after motor vehicle accidents in a Canadian pain clinic population. Clin J Pain (United States), Dec 1995, 11(4) p316-24

3  Berry H Chronic whiplash syndromes as a functional disorder. Arch Neurol (United States), Apr 2000, 57(4) p592-4

4 Parker RS, Rosenblum A IQ loss and emotional dysfunctions after mild head injury incurred in a motor vehicle accident.J Clin Psychol (United States), Jan 1996, 52(1) p32-43

5 Kasch, H, Stehgaard-Pederson K, Arendt-Nielsen L, Jensen TS, Headache, Neck Pain and    Mobility after acute whiplash injury: A prospective study, Spine 2001;26 (11):1246-1251

6 Dolinis J: Risk factors for 'whiplash' in drivers: a cohort study of rear-end traffic crashes. Injury    28(3):173-179, 1997.

7 Foret-Bruno JY, Dauvilliers F, Tarriere C: Influence of the seat and head rest stiffness on the risk of cervical injuries. 13th International Technical Conference on Experimental Safety Vehicles. S-8-W-19, 968-974, 1991.

8 Bourbeau R, Desjardins D, Maag U, Laberge-Nadeau C: Neck injuries among belted and unbelted occupants of the front seat of cars. J Trauma 35(5):794-799, 1993.

9 Ommaya A, Backaitis S, Fan W, Partyka S: Automotive neck injuries. Ninth Internatl Technical Conference on Experimental Safety Vehicles, US Department of Transportation, National Highway Traffic Safety Administration, Kyoto Japan, Nov 1-4, 1982, pp 274-278.

10 Data Link: Car crash outcomes in rear impacts. Appendix A to Current Issues of Occupant Protection in Car Rear Impacts. Washington, D.C., Data Link, inc., 1989.

11 Yoganandan N, Haffner M, Maiman DJ, et al.: Epidemiology and injury biomechanics of motor vehicle related trauma to the human spine. SAE 892438, in Proceedings of the 33rd Stapp Car Crash Conference, Detroit, MI, Society of Automotive Engineers, 223-242, 1989.

12 Dunn EJ, Blazar S: Soft-Tissue injuries of the lower cervical spine. Instructional Course Lectures, American Academy Orthopaedic Surgeons, Vol XXXVI, 499-512, 1987.

13 National Accident Sampling System/Crashworthiness Data System 1988-1990. U.S. Dept. of Transportation, National Highway Traffic Safety Administration, 1991.

14 Nygren A: Injuries to car occupants-some aspects of interior safety of cars.  Acta Oto-Laryngologica (Suppl #394), 1984.

15 Ommaya A, Backaitis S, Fan W, Partyka S: Automotive neck injuries. Ninth Internatl Technical Conferenceon Experimental Safety Vehicles, US Department of Transportation, National Highway Traffic Safety Administration, Kyoto Japan, Nov 1-4, 1982, pp 274-278.

16 Freeman MD, Croft AC, Rossignol AM: Chronic neck pain and whiplash: a case-control study of the relationship between acute whiplash injuries and chronic neck pain. Submitted.

17 Ryan GA, John Doe GW, Moore VM, Dolinis J: Neck strain in car occupants: injury status after 6 months and crash-related factors. Injury 25(8):533-537, 1994.

18 Sturzenegger M, Di Stefano G, Radanov B, Schnidrig A: Presenting symptoms and signs after whiplash injury: the influence of accident mechanisMr. Neurology 44(4):668-693, 1994.

19 Dolinis J: Risk factors for 'whiplash' in drivers: a cohort study of rear-end traffic crashes. Injury 28(3):173-179, 1997.

20 Lövsund P, Nygren A, Salen B, Tingvall C: Neck injuries in rear end collisions among front and rear seat occupants. International IRCOBI Conference on the Biomechanics of Impacts, Bergisch-Gladbach, Germany, 319-325, 1988.

21 Otte D, Rether JR: Risks and mechanisms of injuries to the cervical spine in traffic accidents. International IRCOBI/AAAM Conference on the Biomechanics of Impact, Goetborg, Sweden, 17-31, 1985.

22 States JD, Balcerak JD, Williams JS, et al.: Injury frequency and head restraint effectiveness in rear end impact accidents. In Proceedings of the 16th Stapp Car Crash Conference, Detroit, MI, 228-257, 1972.

23 Parmar HV, Raymakers R: Neck injuries from rear impact road traffic accidents: prognosis in persons seeking compensation. Injury 24(2):75-78, 1993.

24 Radanov BP, Distefano GD, Schnidrig A, et al.: Cognitive functioning after common whiplash: a controlled follow-up study. Arch Neurol 50:87-91, 1993.

25 Radanov BP, Di Stefano G, Schnidrig A, Sturzenegger M: Psychosocial stress, 

26 Parmar HV, Raymakers R: Neck injuries from rear impact road traffic accidents: prognosis in persons seeking compensation. Injury 24(2):75-78, 1993.

