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PERSONAL INJURY PHYSICIAN’S INITIAL REPORT

Claim #


RE:
Patient:


Firstname Lastname





Date of Loss:

dol
Synopsis: 

Patient was involved in a primary Type I & III Motor Vehicle Collision receiving Grade III Cervical Acceleration Deceleration injuries.  She presented our office in Stage II (I-IV) tissue recovery and repair. 

History:

Patient, Firstname Lastname, presented to the office on datein, following a motor vehicle collision, which took place on dol.    Ms. Lastname reports she was driving her 2000 ford Ranger pick-up truck (the "target vehicle") near 9000 south and 2700 west 

Just prior to impact, the patient reports

Upon impact,  

Following the impact, she tells me, she was disoriented.  Police came to the scene and made a report and cited the other driver.  Paramedics treated Mrs. Lastname and transported her to St. Mark’s hospital where she was admitted for further diagnostics including x-rays and CT scan.  Xanax was prescribed for nervousness. 

Since the Date of Loss Mrs. Lastname has suffered from the following symptoms: (list all the symptoms on the back of the HOC here)

Current medications include: 

Exam Findings:

Patient presented to the office well-groomed and with good personal hygiene.  No apparent alteration of her gait cycle was noted due to pain.

Initial findings included imbalance of JAMAR grip strength tests.
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Muscle strength/weakness test for imbalance (4) on scale of 1-5, 5 being expected normal.  
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Visual Posture exam
Motion palpation revealed segmental somatic dysfunction in the cervical, thoracic and lumbar regions.  Static palpation

Measured Range of motion and reflexes

[image: image12.emf]Dominant:   Right

Average

Left

55 47 47 49.7

Right

50 40 35 41.7

Left: 49.7 5.0 13.0x 100 = 

23.7%

54.6

Right: 41.7 4.2 -3.8x 100 =  -8.4%

45.8

Any change over 11% on the dominant hand is considered problematic


Height:  

Weight:

Blood Pressure:  

Pulse: 

X-ray findings:

Findings from 5-view Davis series showed severe loss of cervical curve 45 degrees (55-60 degree gross cervical curve expected), early degenerative arthritis, and measurable ligament instability as documented by the Penning and AMA translation measuring methods.


[image: image2.emf]AMA ExpectedMeasured Penning Degrees Range Measured

C1-2 2.5-3mm n/a C1-2 12 7-19 n/a

C2-3 2.5-3mm 0 C2-3 10 5-15 5

C3-4 2.5-3mm 1 C3-4 15 10-22 10

C4-5 2.5-3mm 1.5 C4-5 19 14-25 13

C5-6 2.5-3mm 2.5 C5-6 20 14-25 8

C6-7 2.5-3mm n/a C6-7 19 14-27 n/a
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Positive Orthopedic Tests:

Positive orthopedic tests included:  Foraminal compression, Hyper-extension with compression, Soto-Hall tests.  Descriptions of tests can be found below:
Cervical:
Cervical Foraminal Compression Test: 

( Localized pain indicates foraminal encroachment.

( Radicular pain indicates pressure on the nerve root, edema, or space occupying lesion.

Maximum Compression (Hyper-Extension with compression):
Patient turns head to left or right, looks up then down “as if into their shirt pocket.”

( Pain on concave ( nerve root or facet involvement.

( Pain on convex side ( muscle strain.
Cervical Distraction: 


( + is when pain decreases upon distraction.

( + indicates: SOL

(  Increased pain indicates muscle spasm.

Shoulder Depression:

Patient seated.  Doctor tractions cervical plexus.

( + is Radicular pain( fibrosis in the IVF.

Adhesions to the dural sleeve.

Traction nerve roots across osteophytes.

Edema or compression of nerve root at IVF.

( Radiating symptoms(
Tractioning the nerves across a cervical rib.

Soft tissue involvement (trapezius).

Soto Hall Test:

Patient supine.  Doctor places one hand on sternum and raises patient’s head with other hand.

( Tests for sprain/strain

Avulsion fracture

Facet involvement

Space occupying lesion
( If + find out if they have or have had a fever to rule out meningitis.  (Use Kernig and Brudzinski)

Lumbar:

Antalgia Sign:

( Patient with lateral disc protrusion to the nerve root will assume an antalgic lean away from the side of sciatica, therefore, disc lesion or pain.

( Patient with medial disc protrusion to the nerve root will lean into side of sciatica, therefore, disc lesion.
Bechterew’s Sitting Test:
Patient is seated and attempts to extend leg.  Examiner resists patient’s attempts at hip flexion with downward pressure.

( + if backache or sciatic pain increases or unable to do test.

( Sciatica, disc lesion, exostoses, adhesions, spasm, or subluxation.

Bilateral Leg Lowering:

Patient is supine, examiner lifts both legs to 90º.  Patient is instructed to lower legs from 90º to 45º

( + if legs drop due to pain or pain is produced.

( Indicates lumbosacral envolement, disc lesion, exostoses, or facet syndrome

Bragard’s Sign:

Patient is supine.  First must have a positive straight leg raiser test –see page 26.  Lower leg out of range of pain from positive straight leg raiser then sharply dorsiflex the foot.

( + if pain is duplicated or increased.

( Sciatic neuritis, spinal cord tumor, IVD lesions, spinal nerve irritations.


Bilateral Leg Raise Test:

Patient is supine.  Examiner performs a SLR then raises both legs together.

( + If pain produced at earlier angle than SLR.  

( Specific and highly accurate for Lumbosacral joint involvement.

Patrick-Fabre Test:

· Patient is Supine.  Examiner has patient form a “figure four” with the foot resting on the opposite knee.  Examiner gently pushes down on bent knee and opposite anterior iliac crest.

· Positive if painful in the hip or SI joints.

· Positive for hip or SI disorder.

Kemp’s Test

· Patient is seated or standing.  Doctor stabilized the SI joint one at a time.  Rotates and extends spine with pressure at the shoulders. 

· + if pain in the SI joint ( SI sprain/strain
Ely’s test:


· Patient prone.  Examiner flexes leg to 90º at the knee and approximates heal to the opposite Gluteal region. 

· S-I or Lumbosacral lesion.

Nachlas Test:

· Patient prone.  Examiner flexes knee of affected leg to 90º.  Then approximates heel to ipsilateral buttock.  

· Positive if pain in sacroiliac area or lumbosacral area. 

(     S-I or lumbosacral disorder.

Straight-Leg Raiser Test:

· Patient supine.  Examiner raises patient’s leg, one hand under the ankle the other supporting the knee. 

· Sciatic pain

· 0-30º angle ( SOL
       30-60º angle ( Sciatic irritation due to sacroiliac inflammation.

       >60º angle ( Lumbosacral involvement. 

Patient Risk Factors:

1. Increasing age (35yo+)

2. Female Gender*

3. Low Body Mass Index*
4. Pre-morbid arthritis

5. Headache and/or Neck pain and/or Injury

6. Front seat (vs. rear seat) position

7. Use of seatbelt (shoulder harness)

8. Non-failure of seat back

9. Wet, Damp, Snowy or Icy road conditions

10. Impact by vehicle of greater mass

11. Poor head restraint geometry / tall occupant

12. Having the head turned at impact or side impact collision

13. Out-of-position occupant (leaning forward/slumped, etc.)

14. Rear impact collision (vs. other vectors)

15. Not adequately braced for impending impact

16. Multiple Impact Collision

17. Vehicle equipped with tow bar/hitch

18. Air bag deployment

19. Immediate onset of symptoms &/or neurological findings

20. Initial back pain

21. Greater number of initial symptoms

22. Limited range of motion and/or neurological findings

23. A loss of; or reversal of the cervical lordotic curve

24. Ligamentous instability

25. Initial degenerative changes seen on radiographs

26. Greater subjective cognitive impairment

27. Other:

28. Other: Though 100% healed from previous traumas, tissues are never new again.  This is NOT a pre-existing condition but rather ‘pre-conditioned’ tissues that are more susceptible to injury from this new trauma.

* Whiplash Injury; Journal of Bone and Joint Surgery (British). July 2009, Vol. 91B, no. 7, pp. 845-850 G. Bannister, R. Amirfeyz, S. Kelley, M. Gargan  - Key point = Because women have thinner, less ridged neck physiology, they have twice the whiplash injury rate as men.

 *  Dynamic Response of female and male volunteers in rear impact collisions. December 2008, Vol 9, No.6, pp. 592-599  Astrid Linder, Anna Carlsson, Mats Y. Sevensson, and Gunther P. Siegmund. “Since the end of the 1960’s epidemiological data have shown females have 1.4 to 3 times higher risk of sustaining whiplash injuries than males.”
“Also, females are 3.1 times higher risk for long-term neck injury/impairment in rear impact compared to males.”
“Females are at higher risk of neck injuries in low-severity impacts.”
Laypersons assume that a vehicle has to be damaged in order for an occupant to be injured.  The National Highway Traffic Safety Administration addressed this topic, in particular to bumpers:

“2) What is the purpose of bumpers?

The car bumper is designed to prevent or reduce physical damage to the front and rear end of the passenger motor vehicles in low-speed collisions.  Automobile bumpers are not typically designed to be structural components that would significantly contribute to vehicle crashworthiness or occupant protection during front or rear collisions.  It is not a safety feature intended to prevent or mitigate injury severity to occupants in the passenger car.  Bumpers are designed to protect the hood, trunk, grille, fuel, exhaust and cooling systems as well as safety related equipment such as parking lights, headlamps and taillights in low speed collisions.” 
Working Diagnosis:
	M531
Cervicobrachial syndrome

S134xxa 
Sprain of ligaments of the Cervical spine, initial

S233xxa
Sprain of ligaments of the Thoracic spine, initial

S338xxa
Sprain of ligaments of the Lumbar spine, initial

S060x0a 
Concussion w/out Loss of Consciousness

S060x1a 
Concussion w/ Loss of Consciousness <30 minutes
G44301   Post traumatic headaches unspecified intractable 

M530
Cervicogenic Headaches

M2428
Laxity of ligaments

M62838
Other muscle spasm
M62.81   Muscle Weakness (generalized)
M9901
Segmental somatic dysfunction Cervical spine

M9902
Segmental somatic dysfunction Thoracic spine

M9903
Segmental somatic dysfunction Lumbar spine

M4012
Cervical Kyphosis

M542
Cervicalgia

M546 
Pain in the thoracic spine
M545 
Low back pain

V4949xa Driver injured in collision with other motor vehicle


	G54.0       Brachial plexus disorder 


G89.11     Acute pain due to trauma

M24.20    Disorder of ligament, unspecified site

M25.411  Effusion, right shoulder
M25.412  Effusion, left shoulder
M25.511  Pain in right shoulder
M25.512  Pain in left shoulder
M25.611  Stiffness of right shoulder, not elsewhere classified
M25.612  Stiffness of left shoulder, not elsewhere classified
M46.00    Spinal enthesopathy, site unspecified

M62.421 Contracture of muscle, right shoulder

M62.421 Contracture of muscle, right upper arm

M62.9      Disorder of muscle, unspecified

M75.50    Bursitis of unspecified shoulder

M99.07  Segmental and somatic dysfunction of upper extremity

M99.08   Segmental and somatic dysfunction of rib cage

R07.9      Chest pain unspecified

R29.3      Abnormal posture

R60.0      Localized edema


Complaints:

Causation: 

With Motor Vehicle Collision Occupant Injuries, MVCOI's there are standards for determining causation.  Hill first laid out standards for epidemiologic determinations of cause and effect in 1969. Hill outlined criteria by which determinations of causation could be made when there is substantial epidemiologic evidence linking a disease or injury with an exposure.  Freeman et. al later established a standard for causation utilizing a 3-step process with the 10th Circuit Court of Appeals. 

 

1.  There must be a biologically plausible link between the exposure and the outcome.

These types of collisions have been demonstrated to cause a high incidence of injury and even cases of fatality in peer reviewed scientific literature. 
2.  There must be a temporal relationship between the exposure and the outcome. 

The patient demonstrated complaints within an expected period following the collision to indicate a causal relationship.  The patient also took reasonable steps to address the complaints.

3.  There must not be any likely alternative explanations for the symptoms.  Risk of same condition at same time, given pre-crash condition of plaintiff, if the crash hadn’t occurred (epidemiology.)

The patient has new complaints that occurred in a temporal relationship that is reasonable with current science.  Epidemiology studies suggest a spontaneous aggravation of such complaints are near impossible. 

Attributable Risk, AR (causal) calculation in exposed and unexposed groups. AR = (total incidence in the exposed) – (incidence in the unexposed)/Total incidence in the exposed.

AR is the same thing as the Probability of Causation, and if the AR exceeds 0.5% (50%) then the exposure is causal. 

Risk of injury from Crash Rear-end (Type 1,) 50%, Front End (Type 3,) 25%.

Risk of injury at same time, but if crash doesn’t occur:  1/730,000 = 18,000 to 1

Attributable Risk, AR:  > 99.99% probability that the collision is causally related. 

A Koehler, Steven & Freeman, Michael. (2013). Forensic epidemiology: A method for investigating and quantifying specific causation. Forensic science, medicine, and pathology. 10. 10.1007/s12024-013-9513-8.

4.  Strength of association implies that the stronger the relationship between an independent variable (the risk) and a dependent variable (the disease or injury), the less the likelihood that it is due to an extraneous variable.  A “reasonable probability” meaning “more probable or likely than not” or as a “reasonable probability” or “reasonable medical probability.”

Attributable Risk, AR:  > 99.99% probability that the collision is causally related.  Chances of happening from normal life virtually 0%.

 

In ___________ case all of the above criteria are met to determine the crash on dol caused his injuries and diagnoses.  It is with definite probability, over 75% probability, that the collision mechanism described above is directly causative to the objectified injuries and ongoing complaints.
DynaROM sEMG muscle testing

[image: image13.emf]Norm Act % dec Pain

Flexion 60 50 16.7% +

Extension 50 45 10.0% +

R.Lat.Flex 45 20 55.6% +

L.Lat.Flex 45 20 55.6% +

R.Rotation 80 50 37.5% +

L.Rotation 80 40 50.0% +

Norm Act % dec Pain

Flexion 90 60 33.3% +

Extension 30 30 0.0% +

R.Lat.Flex 20 20 0.0% +

L.Lat.Flex 20 20 0.0% +

R.Rotation 30 30 0.0% +

L.Rotation 30 30 0.0% +

Cervical Motion Study

Lumbar Motion Study
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Cervical Motion Study

Lumbar Motion Study

Dynamic range of motion tested in the Cervical and Lumbar region(s), found clear muscle guarding as demonstrated by computerized testing.  It is important to note that sEMG is not temperature related but direct contact with EKG technology testing muscle firing patterns under normal movement to see if muscles are reacting in a normal state or abnormal state.  The patient cannot fake these tests making the DynaROM an equalizing test for both detecting injury and detecting lack of injury or malingering.  This patient presented with clear alterations of normal or guarding as demonstrated with soft tissue injury.

Duties under Duress:

The injured party has difficulty with Work Duties, Domestic Duties (inside the home), Household Duties (outside the home) and Educational/studies in School, and actually does one of the following activities while in pain and pain interferes in these activities causing duties to be performed under duress.
Loss of Enjoyment:

Treatment Plan:

Treatment is being rendered to reduce and relieve pain, improve her condition, and to rehabilitate the injured structures.  The treatment program is intended to reduce structural degeneration.  The goal is to rehabilitate, re-educate, and strengthen the injured tissues in an economical fashion and in the shortest time possible.  Per the Croft guidelines, the patient is recommended up to 75 visits, we are planning for approximately 75 visits.  (Current prescription: 5x 1w, 3x   , 2x   1x  .  This may vary following update exams).  Regularly scheduled re-exams will be used to assess patient progress and adjust treatment plan if necessary.  Specific, gentle, mobilizing spinal adjustments, soft tissue muscle work and massage, and interferential current are all appropriate.  Physical Therapy will be added at the appropriate time and will include spinal traction, spinal exercises and exercises with Med-X rehabilitation equipment.  Understand that this will be a combination of chiropractic, physical therapy and massage.  Sometimes these will be performed at the same single location (our office) for time and cost effectiveness.  Other times, off-site professionals may be utilized.   The patient may need the following possible recommendations:

1. Referral to Concussion specialist if no improvement in 6 weeks.

2. MRI of the cervical/lumbar spine if no improvement in 6 weeks.

3. Referral to an Orthopedist if no improvement in 6 weeks.

4. Referral to a Neurologist if no improvement in 6 weeks.

5. Use a Linear Gravity cervical pillow nightly.

6. Keep scheduled appointments to speed recovery.

7. An active spinal exercise and stabilization program will be prescribed at the appropriate time.

8. Proper ergonomic techniques will be instructed to prevent exacerbation.

Stability:

The patient’s condition is stable and allows for further treatment to help improve from the current state of pain and prognosis.

** The prognosis is a body part is determined stable, in that it is not changing or fluctuating, however continued care is prescribed for that part at stable MMI as it is medically determined that further care will reduce future pain or prevent future incidence of worsening.

** The prognosis is no future care is indicated for static body parts when there has been a lack of movement or change in the condition and the condition of the injury has not improved. No further care for the static body part is prescribed as the degree of capacity is static, not likely to increase in spite of continuing medical measures.

Medical Determination:

	[image: image4.wmf]Future treatment is uncertain, with a 0-25% possibility of occurring.

	[image: image5.wmf]Future treatment is possible, with a 26-50% possibility of occurring.

	[image: image6.wmf]Future treatment is probable, with a 51-75% medical certainty of occurring.

	[image: image7.wmf]Future treatment is definite, with a 76-100% medical certainty of occurring.

	[image: image8.wmf]Due to the nature of the injuries, future passive care must remain an option.

	[image: image9.wmf]MMI exists however, future care of involved stable body part(s) is/are required.

	[image: image10.wmf]MMI is attained on parts listed with future care for chronic/stable body parts.

	[image: image11.wmf]Future treatment is yet to be determined.


Comments and Prognosis:

It is my opinion based on the history, examination, patient dialogue, available special testing and the treatment of this patient; her injuries were 100% sustained from the motor vehicle accident on dol.  This patient was in good to excellent condition prior to this motor vehicle collision.  Prognosis is less than favorable. The patient has sustained injuries causing the human body to lay down layers of scar tissue for the next 12 to 18 months. The medical and chiropractic accepted guidelines for treating a Grade III soft tissue Acceleration / Deceleration injury recommends continued care for up to 13 months to minimize the placement of unnecessary and excessive scar tissue.*   Symptoms may subside prior to full recover, however when the scar tissue is set, it leaves the patient in far worse condition in just a few short years.  Presently, there is much that can be done to minimize scar tissue in the remodeling or Stage III post trauma…there is little or nothing that can be done once scar tissue is set and the condition has reached become a “chronic condition.”

It is important to note that a Grade III or higher injury documents ligament damage or instability.  This is a “permanent impairment” according to research findings medical textbooks. Meaning it is impossible to ‘un-stretch’ a ligament or disc and thus intersegmental stability cannot be restored.  This creates a “weak link” related to the strength and integrity of the spine. These injured tissues can become chronically problematic for symptoms or more susceptible to injury if there is a future trauma to the same tissues.

Future treatment:
Future treatment is determined necessary when there is the presence of moderate injuries; limitation of motion; ligamentous injury; neurological findings, type and frequency of pain and when it is determined that a body part is stable and the prognosis indicates a 51% or greater probability of future occurrence and it is believed that future care can reduce pain or prevent worsening.  This will be determined after the final exam.
MMI:

To be determined after the final exam.
% Impairment Rating

To be determined after the final exam.

% Whole Person Impairment

To be determined after the final exam.

Sincerely,

Doctor’s Name
++ Certified motor vehicle occupant injury physician
       ++ Certified by The Whiplash Group

       ++ Certified by Personal Injury Training Institute

       ++ Certified with Croft (there is no testing to show certification)

       ++ Certified with Chiropractic Personal Injury Specialist (CPIS) via the ICA
*See attached graphs, chart, or State Accepted Guidelines for CAD

Research shows that the three physical medicines combined (Chiropractic, Physical Therapy and Massage) are the best modalities for rehabilitation of soft tissue injuries typically sustained in motor vehicle collisions (muscles, ligaments and tendons).  Failure to properly rehabilitate these tissues with the physical medicines will result in unwanted scar tissue formation and early tissue degeneration.
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Sample sEMG graph
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		AMA		Expected		Measured				Penning		Degrees		Range		Measured

		C1-2		2.5-3mm		n/a				C1-2		12		7-19		n/a

		C2-3		2.5-3mm		0				C2-3		10		5-15		5

		C3-4		2.5-3mm		1				C3-4		15		10-22		10

		C4-5		2.5-3mm		1.5				C4-5		19		14-25		13

		C5-6		2.5-3mm		2.5				C5-6		20		14-25		8

		C6-7		2.5-3mm		n/a				C6-7		19		14-27		n/a
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		Dominant:		  Right

										Average

		Left		55		47		47		49.7

		Right		50		40		35		41.7



		Left:		49.7		5.0				13.0		x 100 = 		23.7%
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		Right:		41.7		4.2				-3.8		x 100 = 		-8.4%
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		Any change over 11% on the dominant hand is considered problematic
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		MOTOR		Left		Right

		Expected		5		5



		Deltoid        (C5)		5		5

		Wrist Ext.   (C6)		5		5

		Wrist Flex   (C7)		5		5

		Finger Flex  (C8)		5		5

		Interossei    (T1)		5		5

		Tib.Ant     (L3-4)		5		5

		Peronei      (S1)		5		5
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		Cervical Motion Study

				Norm		Act		% dec		Pain

		Flexion		60		50		16.7%		+

		Extension		50		45		10.0%		+

		R.Lat.Flex		45		20		55.6%		+

		L.Lat.Flex		45		20		55.6%		+

		R.Rotation		80		50		37.5%		+

		L.Rotation		80		40		50.0%		+

		Lumbar Motion Study

				Norm		Act		% dec		Pain

		Flexion		90		60		33.3%		+

		Extension		30		30		0.0%		+

		R.Lat.Flex		20		20		0.0%		+

		L.Lat.Flex		20		20		0.0%		+

		R.Rotation		30		30		0.0%		+

		L.Rotation		30		30		0.0%		+






