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On Behalf of the Court

Instructions
To examine and provide a full and detailed report with respect to any relevant pre-accident medical history, the injuries sustained in the accident, treatment received and present condition. To detail capacity for work and provide a prognosis.

Sources of Information

1. 
The information contained in the History sections of the report and in the Present Condition section of the report is based on that supplied to me by the client.

2. 
Letter of Instruction. 

3. 
General Practitioner’s Medical Records. 

4. 
Accident and Emergency Department Medical Records.

Background History

She is married and lives with her husband and twelve year old son. She works as a Administrative Assistant. She has been in this occupation for the past ten years. She works at a computer and uses the telephone a great deal. There is no lifting involved in her work. In her past medical history she states that she was involved in a road traffic accident around ten years ago suffering soft tissue injury to the neck and low back regions. The symptoms resolved after around six months.  She is generally active attending keep-fit twice a week and also swimming once a week. She is right handed.

History of Accident

On the 17th June 2002 she was driving a car, with her seat belt fastened, unaccompanied. She was travelling from Widnes towards work. She was proceeding along the main road when a driver pulled out from a car park on the opposite side of the road and collided with the rear off-side of her vehicle. She states that the force was so great that her car was spun around one and a half turns. As such, her vehicle came to rest on the opposite side of the road pointing in the opposite direction to which she was travelling. As a result she sustained the following injuries;

1. 
Soft tissue injury to the cervical spine. 

2.
Soft tissue injury to the lumbar spine.

3.
She was emotionally shaken.

Shortly after the incident she did exchange details with the other driver. Her husband arrived at the scene. They reported the incident at the local Police Station.  They subsequently attended the Accident & Emergency Department at Walton Hospital where she was seen and examined by a member of the medical staff.  She states that X-Rays were taken. She states that within a few days she attended her General Practitioner where she was examined and given further advice. She was treated with Voltarol (an anti-inflammatory drug) and also diazepam (a muscle relaxant).  She states that she took Voltarol on a regular basis for around two months. She took the diazepam as a muscle relaxant and anti-anxiety preparation for two weeks after the accident.  She was also referred for physiotherapy. She states that she attended six sessions and did find this of benefit. Furthermore, she states that she suffered an exacerbation of symptoms in August and returned to her General Practitioner.  She was given a further supply of Voltarol and took these for around six weeks on a regular basis.

History of Progression of Symptoms

She states that immediately after the accident she started experiencing pain and stiffness in the centre of the back of the neck, spreading to the supporting musculature on the right side and outwards across the top of the right shoulder. Over the ensuing day the symptoms spread to include the left side of the neck and outwards across the top of the left shoulder. She states that her symptoms persisted as such for around two weeks before becoming more moderate and intermittent with gradual progress after that time.  However, she does recall an incident in August when her symptoms became much worse without any definite reason.  She went back on to use the Voltarol during this time and did find that the severity gradually subsided. There has been further steady progress since then but she does not feel that she has been able to make a full recovery in this respect. 

She states that around four days after the accident she started experiencing pain and stiffness in the centre of the low back, spreading to the supporting musculature on the left and right sides.  The symptoms persisted as such for around two weeks before becoming more moderate and intermittent with gradual progress since then.

Immediately after the collision she was emotionally shaken in a general sense displaying physical features of stress in terms of trembling, nausea and dizziness.  She states that subsequently became weepy. Her sleep pattern was disturbed particularly over the first week or so. She did not drive at all for around eight weeks after the accident. On returning to travel by car she kept recalling the incident. She has continued to feel wary of other traffic with reduced confidence overall. She pushes her husband to drive whenever possible. Although there has been a significant improvement over the months she does not feel that she has been able to make a full recovery.

History of Effect on Work

She did not go into work for four days after the accident. She was then able to return on the following Monday morning as usual.  However, she has found that her seating position at work causes her difficulties. She tends to need to keep moving around to relieve her symptoms. She has taken to putting a cushion into the low back area to give her further support.

History of Effect on Activities

She has not returned to her usual activities since the accident. She has not been able to get back to keep-fit or swimming.  However, she has been undertaking exercises advised by the Physiotherapist. 

Present Condition

She is still troubled by intermittent neck discomfort radiating into the para-cervical musculature and across the top of both shoulders. In particular the symptoms come on if she holds a position for a prolonged period of time. She finds that the symptoms are most noted towards the end of the day, particularly on a work day.  As such, she can sometimes find the prolonged seated position difficult.

She is still troubled by intermittent low back discomfort with radiation into the para-lumbar musculature on both sides. Similarly this is worse towards the end of a working day and she has taken to using a cushion to provide further lumbar support. She also finds that her symptoms come on if she is walking for a prolonged period of time.

She still experiences intermittent anxiety in relation to travel by car. She does not feel that her confidence has returned. She is wary of other traffic. She is still pushing for her husband to drive whenever possible so that she can avoid doing so. She still experiences flashbacks of the incident and goes over the events in her mind. 

Review of the General Practitioner’s Medical Records

Review of the handwritten records by her General Practitioner show an entry in November 1994 stating that she was involved in a road traffic accident when hit from behind. She was complaining of pain in the neck. There is a copy of an X-Ray report dated January 1998 of the thoraco-lumbar spine. It is stated that she had been complaining of pain in the upper lumbar region. It was noted that there were small osteophytes at the lower thoracic disc levels but that all disc spaces were well maintained ( ie evidence of minimal osteoarthrosis).

Review of the computer generated medical records confirm her attendance to her Doctor on the 20th June 2002.  It is stated “Whiplash injury. RTA on Friday morning. Hit rear of car and spun around. Seen at Walton. X-Rayed at Walton. Told ok. Upper trapezius in spasm.  Diclofenac … Diazepam”. She re-attended her Doctor on the 9th September 2002 with the entry “Seen as urgency. Recurrence of low back pain. Recent RTA. Straight leg raising 90 degrees both. Lumbar lordosis fine”.  She was given advice.  

There is a letter of referral from her Doctor to the Physiotherapy Department stating that she had been involved in a road traffic accident. It is then stated “The collision was to the rear nearside of her vehicle and she was spun around several times. She attended surgery three days later as she had been experiencing increasing pain affecting her neck and shoulders. On examination she has spasm in the upper trapezius and I have treated her with Diclofenac and Diazepam. I feel she would benefit from physiotherapy and would be grateful for your help regarding this”. There is a letter from Jean Smith, Senior Physiotherapist dated the 22rd July 2002. It is stated “On examination she presented with a decreased range of movement, right sided cervical spine pain increased on bending and turning. Treatment consisted of daily exercises and electrotherapy over six sessions. On review on the 15th July 2002 Mrs Sample was improving but has not yet fully recovered. I have therefore discharged her with home exercises and advice. I would be happy to see her again if there are any further problems”.

Review of the Accident and Emergency Medical Records

There is correspondence from the Accident & Emergency Department at Walton General Hospital confirming her attendance at 10:34 on the 17th June 2002.  The triage notes state “In RTA this a.m.  Driver wearing seat belt. Car hit from behind and spun around. Complaining of pain right side of neck and back. Painful over muscle”. The diagnosis was “Sprain/ligament injury cervical spine”. She went on to be seen by the Doctor who confirms the history. Examination of the neck revealed “Minimal spinal tenderness. Tender right trapezius. Reasonable range of movement of the neck .. X-Ray c.spine no bony injury”. A copy of the X-Ray report confirms that there was no fracture. 

Examination

She is of slim build and 4ft 11 inches in height. Her gait is normal. Her posture is normal.  

Examination of the neck reveals tenderness to palpation of the para-cervical musculature on the right side and the musculature of the upper trapezius on the right side leading outwards to the right shoulder.  There is no spinous process tenderness.

She exhibits movements of cervical flexion to the sternum, extension to 45 degrees, left rotation to 80 degrees, right rotation to 80 degrees, left lateral tilting to 30 degrees and right lateral tilting to 30 degrees.   In particular she experiences discomfort at the end of range in extension. 

Examination of the shoulders is normal.  There is no tenderness on palpation. There is a full pain free range of movement. There is no deficiency in the elbows, wrists or hands of which there is a full pain free range of movement.  There is no evidence of neurological or muscular deficit affecting either arm or hand.

The thoracic spine is normal in development, contour, function and musculature.  There is a full pain free range of movement.  There is no neurological deficit relating to this area of the spine.

Examination of the lumbo-sacral spine reveals no spinous process tenderness nor tenderness to palpation in the para-lumbar musculature on either side.

She is able to flex so that the tips of the fingers reach the ankles.   Extension is to 30 degrees, right rotation to 40 degrees, left rotation to 40 degrees, right lateral tilting to 30 degrees and left lateral tilting to 30 degrees.  She experiences discomfort at the end of range in flexion.

Opinion & Prognosis

Mrs Susan Sample gives a clear account of the sequelae following her involvement in a road traffic accident that occurred on the 17th June 2002.

She suffered a sudden backward then forward movement of the cervical spine causing trauma leading to soft tissue injury producing pain and stiffness of movement in the neck from which she has, as yet, made only a partial recovery.  I am of the opinion that her account of the accident is compatible with this injury.  I anticipate that it will be twelve to fourteen months from the time of the collision before she becomes entirely symptom free.

In addition, she suffered a jarring, jolting force to the lumbo-sacral spine causing trauma leading to soft tissue injury producing pain and stiffness of movement from which she has, as yet, made only a partial recovery.  I am of the opinion that her account of the accident is compatible with this injury.  I anticipate that it will be twelve to fourteen months from the time of the collision before she becomes entirely symptom free.

I would recommend that she continues the exercises as advised by the Physiotherapist and feel that this management has already assisted in her progress.  I feel that it will be of further benefit in aiming for recovery from the accident at the earliest possible stage.

In addition she was emotionally shaken by the accident in a general sense and exhibited symptoms of stress.   She is still experiencing episodes of anxiety when travelling by car. As such, her confidence has not returned and she is still trying to avoid driving. I anticipate that it will be around twelve months from the time of the collision before these symptoms settle.

The period of time taken away from work was, in my opinion reasonable given the injuries and type of employment involved.

Declaration

1. I fully understand my duty to the court. I have complied and will continue to comply with that duty.

2. I have set out in my report what I understand from those instructing me to be the questions in respect of which my opinion as an expert are required.

3. I have done my best, in preparing this report, to be accurate and complete. I have mentioned all matters which I regard as relevant to the opinions I have expressed. All of the matters on which I have expressed an opinion lie within my field of expertise.

4. I have drawn to the attention of the court all matters, of which I am aware, which might adversely affect my opinion.

5. Wherever I have no personal knowledge, I have indicated the source of factual information.

6. I have not included anything in this report which has been suggested to me by anyone, including the lawyers instructing me, without forming my own independent view of the matter.

7. Where, in my view, there is a reasonable range of opinion, I have indicated the extent of that range in the report.

8. At the time of signing the report I consider it to be accurate. I will notify those instructing me if, for any reason, I subsequently consider that the report requires any correction or qualification.

9. I understand that this report will be the evidence that I will give under oath, subject to any correction or qualification I may make before swearing to it’s veracity.

Statement of Truth

I confirm that insofar as the facts stated in my report are within my own knowledge I have made clear which they are and I believe them to be true, and that the opinions I have expressed represent my true and complete professional opinion.

Dr M L Expert

M.B.  Ch.B.  D.R.C.O.G.

The Author

My field is General Medical Practice. I qualified Batchelor of Medicine and Batchelor of Surgery at Liverpool Medical School in 1986. I obtained the Diploma from the Royal College of Obsetricians and Gynacologists in 1989. I have been in practice as a General Practitioner since 1991.  
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