
 
CLIENT:         Eric Henderson 
DATE OF INITIAL EVALUATION:    5/16/05 
DATE OF COMPLETION OF EVALUATION: 5/27/05 
DATE REPORT INITIATED:    6/12/05 
REPORT FINALIZED:     7/18/05 
 
Eric Henderson is a 34-year old Caucasian male seen for evaluation in the 
office accompanied by his father, Andrew Henderson. The initial evaluation 
took place on 5/16/05.  It was necessary to schedule another date to complete 
the evaluation process due to Eric’s fatigue levels.  The return appointment 
was completed on 5/27/05.  Eric was, once again, accompanied by his father. 
 
Eric was referred for a rehabilitation evaluation by his attorney.  The 
purpose of this evaluation is to assess the extent to which handicapping 
conditions impede his ability to live independently, handle all activities of 
daily living, and to assess the disability's impact on his continued vocational 
status. 
 
Demographic Information: 
 
Client Name:  Eric Henderson; Social Security #:  xxxxxxxx; Address:  
16251 Sydney Drive Orlando, FL; County:  Seminole; Closest Metro Area: 
Orlando; Phone:  xxxxxxxx; Birthdate:  12/1/70; Age:  34; Sex:  Male; 
Race:  Caucasian; Marital Status:  Single; Birthplace:  Michigan; Citizen:  
Yes; Elementary/Secondary Education:  Elementary and High School 
Education in Michigan; Employer at time of injury:  Winn Dixie in 
Orlando; Position/Grade:  Assistant Manager; Bilingual:  No; Glasses:  
No; Dominant Hand:  Right; Height:  6’3”; Weight (present):  210 lbs; 
Weight (pre-injury):  243 lbs; Date of Onset:  2/1/04. 
 
History:  Eric notes that on 2/1/04 he was involved in a motor vehicle 
accident in which he did lose consciousness.  Eric notes he did not regain 
consciousness for 10 days, having remained in a coma. EMS noted on arrival 
he was found in a supine position in the middle of the road, unresponsive.  
Examination revealed non-reactive pupils and hematoma to the parietal 
area.  There was hemorrhage/fluid from the ears.  Swelling and abrasions 
were noted to bilateral knees.  There were lacerations/abrasions to the 
lumbar back down to the buttocks.  Glasgow Coma Scale was initially 3 but 
improved to 7 upon being secured to a long backboard.  Several attempts at 
intubation were unsuccessful due to combativeness and positive gag reflex.  
Intubation was successfully achieved 23 minutes following arrival on scene.  
Eric was then turned over to care of the Air Care team for transport to 



 2 

ORMC.  Eric was determined to have a spinal cord injury with fractures at 
T3 through T12 but paralysis at T8. 
 
Loss of Consciousness or Altered State of Consciousness:  Yes. 
Length of Unconsciousness or of Altered State:  Coma for ten days 
followed by confusion and disorientation, (Post Traumatic Amnesia continued 
until mid-March). 
Independent Recall:  Eric indicates no recall of the accident or his 
treatment at the scene. 
 
Rehabilitation Program(s) [In/Outpatient Since Injury]: 
Eric was first admitted to ORMC on 2/1/04 where he remained for treatment 
through 2/24/04.  He was noted to move bilateral UE’s, purposefully at times 
but he did not move his LE’s.  Rectal tone was decreased.  There was report 
of a nurse seeing Eric move his toes earlier post admission.  At time of 
examination, he was not responding to painful stimuli. 
 
X-ray of the thoracic spine revealed a T7 vertebral body fracture and T6 on 
T7 subluxation.  Chest X-ray revealed a right first rib fracture.  CT of the 
head revealed diffuse right frontal subarachnoid hemorrhage, petechial 
hemorrhage, occipital skull fracture, right frontal contusion, opacification of 
right middle ear and right basilar skull fractures.  CT of the chest revealed 
right upper lobe and right lower lobe contusion and posterior mediastinal 
hemorrhage from T spine fractures.  CT of the thoracic spine revealed T6 
pedicle fracture, posterior elements of T6 fracture, T7 vertebral body 
fracture, posterior element fractures T7, T6 on T7 minimal subluxation and 
right T7, 8 and 9 transverse process fractures.  He had lax sphincter tone 
with positive bulbocavernosus reflex and associated priapism.  There did not 
appear to be any sacral sparing when stimulated with noxious stimuli.   
 
Surgical care note dated 2/2/04 indicated that Eric’s Glasgow Coma Scale was 
9.  He was following some commands intermittently.  Feeding tube was 
placed along with IVC (inferior vena cava) filter in right femoral vein.  
Repeat CT of the head performed on 2/5/04 showed no change.  Tracheostomy 
and PEG tube were placed on 2/6/04.  Greenfield filter was placed for deep 
venous thrombosis prophylaxis.   
 
On 2/21/04 Eric had manipulation under anesthesia, ORIF at T6-7, T6-7 
osteotomies, T4 to T10 fusion with localized autograft and allograft, T4-T10 
instrumentation with screws and hooks and C-arm flouroscopy.  He tolerated 
the procedures well.   
 
Neurologically, Eric’s Glasgow Coma Scale remained at 12-13.  He was 
following commands.  He was on trach collar with Oxygen saturations of 
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100%.  Tube feedings were at full strength.  Eric was discharged to Shepherd 
Center for rehabilitation.  Discharge diagnoses: 
 
• S/P MVA with ejection 
• Right first rib fracture 
• Right basilar skull fracture and occipital skull fracture 
• Subarachnoid fracture 
• T6 and T7 spine fractures 
• Paraplegia 
• Acute respiratory failure 
 
On 2/24/04 Eric was transferred to Shepherd Rehabilitation Center by Air 
Ambulance, (Jet).  He remained in rehabilitation through 6/15/04.  He 
received both spinal cord injury and brain injury rehabilitation.  Andrew 
(Eric’s father) recalls that the brain injury rehabilitation was emphasized 
first and lasted from March 5th through April 3rd.  He also notes that on 
arrival Eric had become, “real sick again and that delayed rehabilitation until 
March 5.  He had just had the surgery four days earlier.  When he arrived he 
had some infection and he was placed in intensive care.”  Eric notes, “I 
definitely don’t even remember getting there or the intensive care.  I do 
remember being at Shepherd and I do remember about the last ten days of the 
brain injury rehabilitation.”  On admission he had a trach and was tube fed.   
 
After the brain injury rehabilitation program the spinal cord injury program 
began on April 3rd and lasted until June 15th.  He was then discharged to 
outpatient care and the spinal cord injury program continued on an 
outpatient basis at Shepherd from June 15th until August 11, 2004.  
Shepherd supplied him with an apartment and transportation back and forth 
to the facility for therapy.  His mother or his father had to be present in the 
apartment twenty-four hours per day, seven days per week to allow the 
apartment arrangement to occur.  This was set up to be a transitional living 
program.  His mother took a leave of absence from her job to allow this to 
happen.  He would attend therapy four and 1/2 days per week.  He had 
cooking classes and community based classes where he learned to use 
community resources such as the grocery store, restaurants, the book store, 
etc.  He did use the pool once to be trained in a “survival class”.  He had an 
activity weekend in Alabama as well.   
 
Eric was discharged on August 11 but his home was not yet ready and he had 
to stay at a Holiday Inn Express for 10 days, (August 11 through August 21).  
After he returned to Umatilla he tried to get into Florida Institute for 
Neurological Recovery (FINR) in Wauchula but this was turned down by his 
insurance carrier.  He also attempted to get services from Lake County 
Rehabilition for PT and OT and although this was initially allowed through 
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the insurance, it was subsequently disallowed because he had home health 
nurses for wound care and under their rules, rehabilitation was not allowed if 
he had any home health nursing.   
 
There have been no further rehabilitation services since that time. 
 
He currently attends the wound care center at Florida Hospital one time per 
week under the care of Dr. Raymond Brink since the end of  December 2004.  
He had been hospitalized for infection of “wounds on both legs”. 
 
Prior Medical History:  Both he and father deny any other accidents that 
required medical care.  (Dad notes one prior accident in which he was held 
overnight for observation but no other treatment.) 
 
• No history of other surgery (except wisdom teeth). 
• Several incidents of stitches, but both minor and no permanent injury and 

no real scarring. 
• No history of psychiatric or psychological treatment.   
• No psychotropic medication. 
• No history of ADD, ADHD or learning disability.   
 
Dad notes he was the youngest in his high school graduation class, (age 17 
years 5 1/2 months at graduation). 
 
 

Chief Complaint(s) 
 

Current Disability 
 

Disabling Problems:  (By client/family history and report.  No 
physical examination occurred). 
 
Eric: “Alright, I thought it was a T6/T7 spinal cord injury and I know it is a 
complete injury.  I have no feeling from my waist down.  I have a little bit of a 
brain injury.  I can see the one scar on my head.  I felt like I knew quite a bit 
after a little bit, but I have no memory of a week or two of March.  That is 
about it.   
 
When encouraged to discuss any other problems, Eric responded: 
My legs don’t move and I don’t have any feeling.  The basic things I grew up 
doing I can’t do anymore.  Like going to the bathroom and I have no idea 
when I need to go.  That is about it.  It all pertains to the legs I guess, walking 
or moving around, going to the bathroom, any athletics I can’t do anymore.  
Getting around in the chair is kind of hard.  Like last Friday I went and 
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played pool but getting around the table is hard.  Eating is a little bit 
different.  I mean the preparation is harder.  I like to eat but preparing a meal 
is harder.  I had to learn not to use the back burners because of the danger of 
burning myself by reaching across the front two burners.  Getting my chair 
into automobiles is difficult.  Getting my chair into the back of other people’s 
cars is hard and I feel like I am a hindrance to people and I am putting them 
out.  Everyday activities like getting bathed and dressed take much longer.  
Pants and shoes take longer as does showering.  Really everything just takes 
more time even though I can do the stuff.” 
 
Andrew (father):  “Basically there are a lot of things Eric thinks he can do 
that he cannot do.  He does listen and he does try but some examples are 
cleaning his room and his bathroom.  He tries but he physically cannot do it 
alone.  I really don’t know if he can handle his own finances.  The brain injury 
has left him with things he cannot do and others he just does not understand.  
His brain injury, a doctor explained to us, is in the frontal lobes.  If we were 
just meeting Eric for the first time we might not notice all of his problems.  He 
has a speech impediment.  He remembers most things pre-accident except 
February 1 until the middle of March.  His handwriting has deteriorated.  It 
hurts me that he once was a golfer, a bowler, a tennis player and played 
softball.  He won’t do these again.  He played pool and darts and these he can 
still do but not as well.  
 
His eating is going well but he is not losing any more weight.  Every doctor 
has said he needs to be doing more therapy, but it is not available.  We have 
talked to him about doing exercises on his own but he won’t listen.  
 
He does do his bowel program and his bladder program.  The nurses at 
Shepherd all told him he would need 24/7 care and he has fought to avoid 
this.   
 
His family helps him with all the bill paying.  I did all the filing for his SSDI 
and I handle all his financial management.  He has a friend who will give 
him transportation to the grocery store.  He tried the Lake County Transit but 
they are a real pain.  They may take up to two hours before a scheduled 
appointment and up to two hours after a scheduled appointment to provide a 
pickup.  His mom is in Michigan so I am at his house everyday for three to 
four hours.  I help with much of the heavier housecleaning.  I handle most of 
his mail.  He does his own laundry although he mixes his colors and has 
ruined many of his clothes with bleach.  He has proven to me he is not a 
danger to himself.  If I was not around I think he would require three to four 
hours per day of help.  He has trouble getting into his bed even though it is a 
hospital bed.  Of course it is not the best quality and it breaks down 
frequently.” 
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Eric does note he would like to work with a personal trainer.  
 
 

Spinal Cord Injury 
 
Level of Lesion:  T8 spinal cord lesion, ASIA-A. 
 
Complete/Incomplete Lesion (Sensory & Motor):  ASIA-A complete 
Sensory and Motor Lesion. 
 
Pain above or below level of lesion:  Denies any pain below the level of 
lesion.  Does report intermittent pain above the level of lesion secondary to 
daily spasms in the abdomen and stomach.  The pain lasts for a few seconds.  
He rates the pain at a five or six.  
 
Pattern of Paralysis (sensation loss):  Begins about the navel down.   
 
 

Bowel/Bladder 
 
Type of Bowel Program:  Digital stimulation only.  Does not require a 
suppository.  Performs the program daily in the morning.  From start-up to 
clean-up the average time for a bowel program is 75-90 minutes.   
 
Independent:  Yes. 
 
Type of Bladder Program:  Supra-pubic with a one time per month 
catheter change completed by the nurse in Dr. Cantrell’s office.  It costs 
$124.47 monthly according to Dad.  (Billed to Blue Cross/Blue Shield under 
his Cobra Plan.  (Cobra is $335.97 per month.  This will continue until July 1, 
2006 when Medicare begins.) 
 
Independent:  No. 
 
Urine Check:  This is checked about every month at Dr. Cantrell’s office.  
Prior to the Suprapubic catheter insertion, he was having UTI’s constantly. 
 
Urinary Tract Infections:  “I have had probably 3-4 while at Shepherd 
Center”, but none since his discharge.  Eric notes he sees the urologist once a 
month to change the suprapubic catheter and so he is monitored closely.  At 
the 5/27/05 completion of this evaluation, Andrew noted that the week prior, 
Eric was taken to the ER with a UTI, and received medications. 
 
Hospitalizations for UTI:  None. 
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Sexual Issues 

 
Sexual Education Received:  He noted he was in attendance in a 
classroom setting for preliminary sex education, but nothing specific was 
provided. 
 
Sexual Counseling Received:  Eric noted some follow-up might have been 
available if there were specific questions, but nothing was made available in 
general.  There was no follow-up after his discharge from Shepherd. 
 
Fertility Issues:  No information was provided. 
 
Sexual Aids Used:  Nothing. 
 
 

Turning/Transfers 
 
He is able to turn himself, independently (indicated by Eric).  Dad notes Eric 
needs help in understanding that the knees and ankles should not be 
touching bone to bone.  Dad notes Eric has become trapped in his bed and he 
has had to call his dad or his friend to help him get out of bed.  (His legs 
would be stuck under the rail).  He did fall once when transferring from 
shower chair to the bed (the sliding board slipped).  Usually he is able to 
transfer independently.  Dad notes that Eric is getting better at transferring 
due to the repetitive nature of the activity.  Eric indicated it would only be a 
“fluke” if he were to fall now. 
 
Independent:  Yes. 
 

Nursing/Attendant Needs 
 
He does not think he could live totally independently.  He would need 
someone to help him if he fell or slipped while transferring.  (See Chief 
Complaints for additional aspects.)  He has a house-mate who does provide 
assistance to him if he cannot get his legs into the bed after a transfer, or if 
he were to fall when doing a transfer.  He actually fell out of the chair  while 
transferring from chair to bed.  He said his chair moved a bit, even though 
the wheel locks were in place. 
 

Transitional Living Program 
 
Yes.  See Shepherd transitional program. 
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History of Complications 
 
Dysreflexia:  Not at this level of lesion.  
 
Spasms:  Yes.  He has spasms above the level of lesion effecting the abdomen 
and stomach.  In addition, he has spasms below the level of lesion effecting 
the legs.  They are severe enough to throw him from the chair but with the 
Baclofen the spasms are kept under relatively good control.  He is taking 12 
Baclofen tablets at 10 mg each. 
 
Decubiti (recent/past):  Currently has two on his buttocks, one on either 
side.  He is unsure of the specific Grade (level of severity of the sore) but by 
description they sound likely borderline Grade I/II.  He currently has a 
decubitus on his right ankle.  This is a 3 1/2 cm X 3 1/2 cm X 1 cm deep.  At 
one time it was 6 1/2 cm X 7 cm and it was down to the tendons, requiring 
debridement.  At that point it was likely a Grade III or IV.  This had been 
under a “wound vac” for three or four weeks.  The doctor told him he may 
have to have a skin graft.  He has another breakdown on the left leg over the 
top of the left foot.  This one is about the size of a silver dollar but oblong 
shaped.  It is now about 1/2 cm deep but it was deeper.  There is another 
breakdown on the side of his great toe on the left.  It is only skin deep at this 
point and it runs about half the length of his toe.  He has another breakdown 
the size of a quarter right around the left knee.  It is considered very shallow 
at this point.   
 
He has not had any prior decubiti.   
 
Thrombophlebitis:  No history of thrombophlebitis but the medical records 
show a Greenfield filter was inserted. 
 
Respiratory Infections:  No history.  He denies any problems with a 
productive cough.  He has a low enough lesion that he likely has sufficient 
abdominal musculature remaining to allow for a productive cough, although 
Andrew notes Eric is not able to make a strong, forceful cough.   
 
Overheating:  Yes.  He has been advised to hydrate carefully in the summer 
months and he has learned about the lack of perspiring normally below the 
level of lesion.   
 
Chilling:  Yes.  “It seems like I am a lot colder now.” 
 

Miscellaneous Information 
 
Psychosocial Adaptation to Disability:  Fair to good.  
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Architectural Renovations Completed:  Ramp to the front door and ramp 
out the garage so that he has two ways to get in and out.  He has a wheel-in 
shower.  Dad notes, “my friends and I built an 18x18 room on the back of his 
house with a wheel-in shower and a bathroom where he can role his shower 
commode chair over the toilet.  Insurance would not pay for that so we paid 
$875 for that.  We have a remote light and fan in the center.  There is storage 
space in the garage for extra supplies because there is no car in the garage.  It 
is Eric’s home which he bought eleven years ago.  The interior is fairly flat so 
there was not much to do.  To build the room it required 32 yards of dirt and 
twelve of concrete to build the ground, to build the room to house level. Most 
all of the materials were donated or purchased with a discount and friends 
constructed the room”.   
 
Auto Insurance/Driving Evaluation:  Not applicable due to brain injury. 
 
Adaptations to Auto/Van:  He does not drive and he has not been 
evaluated for driving yet.  Eric thinks he would be able to drive; Dad thinks 
he would definitely need a driver evaluation and training.  Dad indicated 
they are working with the Florida Head and SCI group for a transportation 
van plus hand controls.  He has been measured for the van and it is a mini 
van that will be converted, with a dropped floor and hand controls. 
 
FES/Biofeedback (Neuromuscular Re-education):  Not applicable. 
 
 

Head Injury Sequela 
 

Cognitive 
 

Retrograde Amnesia:  Eric recalls leaving his, “bosses house to go to a 
Super Bowl party.”  This was about 15-20 minutes before the accident. 
 
Post-Traumatic Amnesia:  He was in a coma for ten days but confusion 
and disorientation, (Post Traumatic Amnesia) continued until mid-March.  
This represents at least six weeks of confusion and disorientation.  “He 
gradually began to improve, in fact his improvement was fairly rapid in this 
regard.  On first arriving at Shepherd he was pretty incoherent.  They thought 
he would be in their Acute Brain Injury Unit for much longer but after being 
there from February 24 through April 3 he was transferred to Spinal Cord 
Rehabilitation.”   
 
Attention & Concentration:  Both concur that he has a shorter attention 
span.  He does not believe he is more easily distracted, yet Eric feels he has to 
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work harder to concentrate.  Effectively he has learned to compensate for 
greater distractability by focusing and concentrating harder.  
 
Abstract Reasoning & Conceptualization:  Eric notes he was never great 
at learning through lectures.  He always felt he was better as a visual versus 
auditory learner.  He may be somewhat more of a concrete thinker now but 
he can not really say there is a great difference.  We would need an update 
neuropsychological evalaution to more clearly define this area.  
 
Immediate Recall:  No deficits reported.  
 
Delayed Memory:  Both deny deficits in this area.  
 
Remote Memory:  Remote memories are reported as fairly intact.  
 
Problem Solving:  Eric feels he is just as quick to find solutions but now he 
is slowed by the need to explore safety issues.  He stops to think: “Is the 
solution to the problem going to present a risk for injury due to his condition?”  
This slows his response.  
 
Decision Making:  Eric feels he is just as capable of organizing information, 
evaluating that information and making a well informed decision.   
 
Speed of Thought Processing:  Eric reports speed of thought processing 
and clarity of thought are close to being the same.  “It is just the doing is 
slower.”  (Anywhere in these responses where Andrew is not reported as 
responding, he is endorsing Eric’s response.) 
 
Thought Organization & Planning:  Intact.  Andrew feels Eric takes his 
responsibilities seriously.  He is able to plan ahead as he did for both the 
appointments with me.  Setting his alarm early, calling his father to make 
sure he was awake and getting ready and pre-planning for the days schedule.  
Planning and organization is not a problem for basic scheduling but when it 
comes to organizing bills or managing money that becomes more of a 
problem.  Andrew does feel Eric can procrastinate at times also. 
 
Judgement:  Good.  Intact.  Dad feels Eric is more aware of dangers and 
consequences now and he applies that in his judgement of risks today.  
 
Auditory Discrimination:  Eric reports this is not a serious problem.  As 
noted earlier Andrew sees distraction as a factor but notes Eric compensates 
with increased focus and concentration. 
 
Auditory Retention:  Eric reports his recall and new learning is enhanced 
more by visual cues.  
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Visual Discrimination:  Eric reports this is not a serious problem.  As 
noted earlier Andrew sees distraction as a factor but notes Eric compensates 
with increased focus and concentration. 
 
Visual Retention:  Eric reports his recall and new learning is enhanced 
more by visual cues.  
 
Insight (awareness of problems):  Generally good.  
 
Expressive Language:  Fair to good.  
 
Receptive Language:  Good. 
 
Perseveration:  No. 
 
Confabulation:  No. 
 
Ability to Engage in Purposeful Activity:  Fair, but due more to spinal 
cord injury than brain injury.   
 
 

Behavioral/Psychological 
 
Disinhibition (loss of inhibitory control):  No. 
 
Appropriateness of Response to Environment:  Good. 
 
Socially Inappropriate Behavior:  No. 
 
Social Skills Deficits:  Andrew notes that every now and then Eric will go 
through an emotional episode  “where he doesn’t care what he says or who he 
hurts.  It doesn’t happen often and it is usually at home.  Every now and then 
he may distort the truth.  For example he may not tell me accurately when he 
did his bowel program.”  (This may be a reflection of occasional bouts of 
depression over his physical condition.) 
 
Impulsivity:  No. 
 
Poor Self-initiation:  Self-initiates ADL’s effectively. 
 
Impaired Capacity for Self-control/Self-regulation:  Both answer the 
question regarding issues of independence with a “no”.  “Dad gets my 
medications because I have no way to transport myself.  I do my grocery 
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shopping but I have to rely on someone else to transport me.  I did take the bus 
one time but with Lake Transit you have to make an appointment and it 
becomes an all day thing.  You can’t buy anything frozen because it all melts 
by the time of pick-up much less getting home.”  
 
“Dad helps with bills and money management.  I think I could learn to take 
this over but he is better with it.  I have so many bills and so many medical 
things.  I do cook for myself but mostly microwave cooking; I occasionally use 
the stove”.  Eric states that if dad were not around he could learn to take most 
of this over.   
 
Andrew on independence:  “The reason I don’t think Eric could be 
independent is there are not enough hours in the day.  It takes him a long time 
to get everything done.  It takes me a half hour to get up and out in the 
morning.  Eric gets up and does a bowel program and by the time he is 
cleaned up and dressed it takes him three hours to be ready to get out in the 
morning.  Eric forgets many things in his budget.  I think he could learn to 
manage his money and his budget.  Frankly he was disorganized in bill 
paying and management pre-accident although everything was completely up 
to date.  If we could get Eric certified to drive I think that would solve a lot of 
his problems with being independent.” 
 
Andrew notes Eric has a speech impediment.  He was told the brain injury 
was largely frontal lobe and effected mostly personality issues. 
 
Social Dependency:  Eric notes he is starting to get out more.  “I don’t like 
being a burden to others.   
 
Emotional/Personality Changes:  Admits to a loss of self-esteem and self-
confidence. 
 
Personality Regression:  No. 
 
Behavioral Rigidity or Inflexibility:  Tends to go with the flow.  
 
Denial:  No. 
 
Reduced Self-esteem:  Yes. 
 
Exaggeration of Previous Negative Personality Traits:  No. 
 
Interpersonal Relationship Problems:  No. 
 
Problems with Family Relationships:  No. 
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Issues with Lifestyle:  Loss of independence and control over his life.  
 
Degree of Acceptance:  Fair. 
 

Motor/Physical 
 
Psychomotor Speed:  No loss secondary to brain injury.  
 
Psychomotor Coordination:  No loss secondary to brain injury.  
 
Hemiparesis:  No. 
 
Gait Changes:  Only secondary to spinal cord injury.  
 
Bowel/Bladder:  Neurogenic bowel and bladder.  
 
Sense of Smell/Taste:  He has a loss of the sense of smell, and he indicates 
his sense of taste is somewhat diminished. 
 
Anticipated Treatments:   
• Continued wound care treatment. 
• Monthly supra-pubic catheter changes - Dr. Cantrell. 
• He goes to the PM&R one time per month to have his prescriptions re-

written.   
 
 

Psychosocial Issues 
 
Patient:  Eric admits to depression but he denies being aware of anxiety.  He 
does admit to stress and tension and his father points out that he does 
experience intermittent anxiety.  Andrew notes that he also gets frustrated at 
times such as when he is working with the Brain and Spinal Cord Injury 
program trying to obtain funding for a van.  The program also suggested, at 
the last minute, a handicapped driver evaluation and we provided the 
information necessary for an evaluation with Susan Pierce and/or Carole 
Blackburn, OTR/L and Certified Driver Rehabilitation Specialist. 
 
Family, Emotional Impact on Spouse/Children:  Andrew notes he gets 
upset now and then but he has done better over time.  His concern is he is 
about to turn 60 and he worries a lot over what will happen to him when he 
is no longer around to provide help.  The biological mother is really not that 
involved.  She only spent ten days in the area with Eric in the last year.   
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Physical Limitations 
 

Loss of Tactile Sensation:  (See spinal cord questions). 
 
Reach:  Eric is able to reach his arms up above his head, one at a time.  He 
is restricted due to balance issues in the wheelchair.  He can bring his arms 
together in front of him and out to the side, but he must make sure his body 
is balanced.  He notes he has chest straps but he does not like to use them, as 
he is trying to improve his balance.  He does wear his wheelchair seat belt 
everyday, however. 
 
Lift:  Eric indicates he can lift a gallon of milk.  He would not be functional 
in lifting more weight. 
 
Prehensile/Grip:  Good without limitations at this point. 
 
Sitting:  He can stay up in his chair about for 12 hours, doing weight shifts 
every half hour or so.  He does have wounds on his bottom - one is a shear 
injury, and about “5-6 other sores”, about the size of a dime according to 
Andrew.  (See Spinal Cord Injury questions).  He has had these sores for 
about a month he notes.  His father has ordered a gell pad that goes over the 
wheels of the wheelchair so he does not scrape his buttocks when 
transferring. 
 
Standing:  He is not in a standing program and has no braces for standing.  
Eric has had wounds on his legs and feet in the past and home nursing was 
provided.  Therefore, the insurance coverage would not provide for 
rehabilitation until the home nurses were stopped and the wounds were 
healed.  (This discussion came about when asking about a standing program.  
The point was his rehabilitation provided thus far has been intermittent at 
best).  He has not been told that he would be involved in a walking program. 
 
Walking/Gait:  N/A. 
 
Bend/Twist:  Due to balance issues, he must be very careful. 
 
Kneel:  N/A. 
 
Stoop/Squat:  N/A. 
 
Climb:  N/A. 
 
Balance:  Poor in the wheelchair without supports. 
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Breathing:  No shortness of breath and no noted difficulty with coughing 
was indicated.  On further questioning, he does have difficulty with being 
able to produce a deeper cough. 
 
Headaches:  He does not develop headaches frequently. 
 
Vision:  Good, not corrected.  He does have somewhat of a lazy eye since the 
injury, but this was present a bit before the injury, but not to the extent he 
has now. 
 
Hearing:  Intact conversationally. 
 
Driving:  He has not yet been evaluated for driving.  He still maintains a 
valid Florida Driver’s License. 
 
Physical Stamina (average daily need for rest or reclining):  He will 
fatigue during the day and at times he will lie down for a rest. 
 
 

Environmental Influences 
 

Problems on exposure to: 
 
Air Conditioning:  He does chill easily, but he does not experience any 
increase in pain complaints. 
Heat:  “No problem”, but has not yet been through the summer.  Mild heat 
stroke (2004) was described by Eric while on a field trip with Shepherd 
Center. 
Cold:  Yes. 
Wet/Humid:  No. 
Sudden Changes:  Yes, if cold. 
Fumes:  Loss of sense of smell - significantly limited. 
Noise:  No. 
Stress:  Yes, he finds it more difficult to handle stressful situations. 
  
 

Present Medical Treatment 
 
Doctors  Specialty  Phone  Fax  Frequency  Last Seen 
Raymond 
Brink, M.D. 

Wound 
Specialist 

  Weekly 5/3/05 
 

 
 
James 
Cantrell, 

Urology   Monthly 4/25/05 
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M.D. 
 (SupraPubic Catheter changes every month @ $124.41/month charge. 
 
Lance Harris, 
M.D. 

PM & R   Monthly 5/4/04 
 

 
Hank 
Robinson, 
M.D. 

Family 
Practice 

  Monthly 4/21/05 

Seeing him for dietary/nutrition purposes.  He orders bloodwork every month due to 
medication levels and to make sure there are no infections. 
 
Additional Therapies/Notes:  Therapy is pending until wound therapy is 
completed. 
 
Medication Strength Tablets/Day Purpose Rx By: 
Paxil 40 mg 1 Anti-

depressant 
Harris 

Trazadone 100 mg 1  Robinson 
Lasix 20 mg 1  Harris 
Ditropan 10 mg 1 Bladder 

Control 
Harris 

Reminyl 4 mg 2  Harris 
Baclofen 10 mg 2 Spasms Harris 
Potassium 20 mg 1   Harris 
Potassium 10 mg 1   Harris 
Adderall 5 mg 2  Harris 
Lasix 40 mg 1 Fluid Harris 
 
Additional Medications/Notes:  
At the time of the evaluation he is on an antibiotic for ten days but this for 
acute need only.   
Drugstore and Phone Number: Wal-Mart, Orlando, Florida    
Assistive Devices:  See list. 
 
 

Medical Summary 
ERIC HENDERSON 
D.O.B.:  12/1/70 
D.O.O:  2/1/04 
Date of Medical Summary:  4/27/05 
 
Eric Henderson is a 34-year old Caucasian male who sustained a spinal cord 
injury at level T8 and traumatic brain injury as result of a motor vehicle 
accident.  
 
EMS:  2/1/04 
Upon arrival, Eric was found supine in the middle of the road unresponsive.   
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Examination revealed non-reactive pupils and hematoma to the parietal 
area.  There was hemorrhage/fluid from ears.  Swelling and abrasions were 
noted to bilateral knees.  There were lacerations/abrasions to lumbar back 
down to buttocks.  Glasgow Coma Scale was initially 3 but improved to 7 
upon securing Eric to a long backboard.  Several attempts at intubation were 
unsuccessful due to combativeness and positive gag reflex.  Intubation was 
successfully achieved 23 minutes following arrival on scene.  Eric was then 
turned over to care of Air Care team for transport to hospital. 
 
AIR CARE TEAM/ORLANDO REGIONAL MEDICAL CENTER:  2/1/04 
Called to scene of MVA.  He had C-collar and IV in place and he was 
intubated.  EMS reported a large occipital hematoma and laceration.  Diffuse 
abrasions also noted by EMS.  Eric was transported to Orlando Regional 
Medical Center.   
 
ORLANDO REGIONAL MEDICAL CENTER:  2/1/04 – 2/24/04 
Arrived via air transport.  He was reported to be combative at the scene and 
required rapid sequencing and subsequent intubation. 
 
Eric was hemodynamically stable at time of arrival.  He was noted to move 
bilateral UE’s, purposefully at times but did not move LE’s.  Glasgow Coma 
Scale was 3 on arrival but increased to 7 in the CT scanner.  Rectal tone was 
decreased.  At time of examination, he was not responding to painful stimuli. 
 
X-ray of the thoracic spine revealed a T7 vertebral body fracture and T6 on 
T7 subluxation.  Chest x-ray revealed a right first right rib fracture.  CT of 
the head revealed diffuse right frontal subarachnoid hemorrhage, petechial 
hemorrhage, occipital skull fracture, right frontal contusion, opacification of 
right middle ear and right basilar skull fractures.  CT of the chest revealed 
right upper and lower lobe contusion and posterior mediastinal hemorrhage 
from T spine fractures.  CT of the thoracic spine revealed T6 pedicle fracture, 
posterior elements of T6 fracture, T7 vertebral body fracture, posterior 
element fractures T7, T6 on T7 minimal subluxation and right T7, 8 and 9 
transverse process fractures.  X-rays of the lumbar and cervical spine and 
pelvis were negative as was CT of the abdomen.  
 
Eric was admitted to Neuroscience ICU and neurosurgical consult was 
obtained.  On examination, Eric was easily aroused and had mixed active 
withdrawal in the UE’s to noxious stimuli bilaterally.  Pupils were anisocoric 
with the right larger than the left.  Both were reactive.  He had paraplegia.  
There was no response to Foley catheter tug.  Sensory level was appreciated 
at the approximate T7 level.  He had lax sphincter tone with positive 
bulbocavernosus reflex and associated priapism.  There did not appear to be 
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any sacral sparring to noxious stimuli.  Solu Medrol protocol was initiated.  
Plan was to observe carefully over the next few hours.  
 
Surgical care note dated 2/2/04 indicates that Eric had a Glasgow Coma Scale 
score of 9.  He was following some commands intermittently.  Feeding tube 
was placed along with IVC (inferior vena cava) filter in right femoral vein.  
Repeat CT of the head was performed on 2/5/04 and showed no change.  He 
had Staph in his sputum and Ancef was started.  Tracheostomy and PEG 
tube were placed on 2/6/04.  Greenfield filter was placed for deep venous 
thrombosis (DVT) prophylaxis.   
 
Repeat CT scan on 2/7/04 demonstrated increased swelling.  Mannitol was 
started.  Glasgow Coma Scale remained a 6-7.  Ventilator weaning continued.  
Glasgow Coma Scale improved to 12 on 2/9/04 and Eric began following 
commands.  He remained on Ancef for treatment of MSSA (Methicillin 
sensitive Staphylococcus aureus) bacterial pneumonia.  He was tolerating his 
tube feedings well without residual.  Repeat CT scan of the head on 2/10/04 
revealed interval improvement of the bilateral parenchymal hemorrhage, 
resolving edema and no evidence of herniation.  
 
Eric experienced significant mucus plugging during the night of 2/12/04 and 
underwent bronchoscopy in order to clear the tracheal tree.  He pulled his 
gastrostomy tube out twice on 2/14/04 and it was replaced.  Bronchoscopy 
culture was returned and revealed Haemophilus.  Zinacef was initiated. 
Glasgow Coma Scale improved to 13.  Ventilator was removed on 2/17/04 and 
he was on 28% aerosolized trach collar with saturations at 94%. 
 
On 2/21/04, Eric underwent manipulation under anesthesia, ORIF at T6-7, 
T6-7 osteotomies, T4 to T10 fusion with localized autograft and allograft, T4-
T10 instrumentation with screws and hooks and C-arm fluoroscopy.  
 
Neurologically, Eric’s Glasgow Coma Scale score remained at 12-13.  He was 
following commands.  He was on trach collar with Oxygen saturations of 
100%.  Tube feedings were at full strength.  Eric was discharged to Shepherd 
Center for rehabilitation.  Discharge diagnoses: 
• S/P MVA with ejection 
• Right first rib fracture 
• Right basilar skull fracture and occipital skull fracture 
• Subarachnoid fracture 
• T6 and T 7 spine fractures 
• Paraplegia 
• Acute respiratory failure 
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SHEPHERD CENTER:  2/24/04 – 6/15/04 (Incomplete Record); Day 
Program:  6/15/04 – 8/11/04 
 
Shepherd Center:  2/24/04 – 6/15/04 
Admitted for comprehensive rehabilitation program.  Examination on 
admission revealed trach collar and Foley in place.  Right LE was tight and 
swollen and there was trace edema in the LE’s.  Neurologically, Eric was 
sedated and followed some commands.  Reflexes were 2+ at the biceps 
bilaterally and 1+ in the forearm bilaterally.  LE’s were 0 bilaterally.  
Cognition was unable to be fully assessed.  Eric was mouthing some words 
appropriately.  Rapid alternating movements were slowed.  Manual muscle 
testing revealed 3/5 strength in bilateral UE’s.  LE’s were at a level of 0/5.   
 
Eric started tolerating cyclic tube feedings and water boluses on 3/4/05.  He 
pulled out his trach and PEG tube on 3/6/04 and both were replaced. Triple 
lumen catheter was discontinued.  Fiberoptic laryngoscopy and bronchoscopy 
were performed on 3/9/04 and Eric had asymmetric laryngeal movement and 
nodules and mild narrowing of the tracheal airway at the level of 
tracheostomy.  It was felt that function would improve with recovery.  
Modified barium swallow was performed on 3/11/04 and revealed no 
penetration or aspiration.  Eric was then advanced to a level 3 dysphagic diet 
with thin liquids and swallowing precautions.  
 
Eric reported anxiety and difficulty sleeping during his hospitalization and 
Lexapro was increased.  He also complained of dyspnea and had increased 
rales when lying down, and edema. Condition was resolved by 3/18/04 but he 
remained on fluid restriction. 
 
C. difficile was diagnosed and he was started on Flagyl then later he was 
switched to Vancomycin.  Eric was started on Baclofen on 4/27/04 for spasms.  
He also began reflex voiding.  
 
He had multiple episodes of penile excoriation due to incontinence and he 
experienced epididymitis.  Suprapubic catheter would be considered if 
excoriation recurred. 
 
MRI for complaints of right shoulder pain was negative.  Eric continued to 
have right shoulder pain, decreased active ROM and bilateral UE intention 
tremors. 
 
Functionally at discharge: 
• Independent with eating, grooming, upper body dressing   
• Supervision/set-up for bladder program of intermittent catheterization 

every 4 hours 
• Moderate assist with bathing 
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• Maximal assist with lower body dressing, bowel program of digital 
stimulation every evening  

• Maximum assist with rolling and coming to sit and scooting in all 
directions on bed and mat 

• Maximum assist with stand by to/from bed 
• Dependent to maximum assist with leg management 
• Dependent with transfers to all other surfaces 
• Minimal assist ascending/descending ramps 
• Moderate assist on rough terrain in manual wheelchair 
• Moderate assist with door management 
• Supervision with safety strap, brakes, armrests  
• Dependent with anti-tip bars  
• Maximum assist with posturing self in chair  
• Maximum assist with LE ROM   
 
He was to return to a modified home with expectation of living with 
roommate/friend with Dad and brothers in area.  Eighteen (18) to twenty-
four (24) hour supervision was recommended.  Eric had decreased initiation 
due to acquired brain injury, poor motor sequencing and difficulty in new 
environments.  He required repetition with each new skill.  Continued 
therapy 5X/week recommended. 
 
Equipment needs included manual wheelchair, wheelchair cushion, manual 
Hoyer lift, roll-in-shower chair, hospital bed and mattress overlay.  He was 
discharged to the Shepherd Day Program.  Discharge diagnoses: 
 
• Skull fracture and cerebellar laceration 
• T3 through T12 fractures 
• Hematuria 
• Venous thrombosis 
• Clostridium difficile 
• Urinary Tract Infection 
• Alkalosis 
• S/P tracheostomy 
• S/P gastrostomy 
• Post-depressive reaction 
• Chronic pain syndrome, not otherwise specified 
• Pseudomonas infection 
• Anemia 
• Dysphagia 
• Neurogenic bladder 
• Edema 
• Muscular spasms 
• Klebsiella infection 
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• Orchitis and epididymitis 
• Deviated nasal septum 
 
 
 
 
Shepherd Center:  6/15/04 – 8/11/04 (Day Program) 
 
Shepherd Center:  6/15/04 
Eric entered Day Program for further rehabilitation and community re-
integration.  Admitting diagnosis:  T8 paraplegia, ASIA-A, neurogenic bowel 
and bladder and closed head injury.  PT and OT recommended 5X/weekly.  
Therapeutic recreation therapy recommended twice weekly along with 
individual/group/family counseling 1-2 times per week.  
 
Shepherd Center:  6/17/04 
Seen in Urology Clinic.  Eric had significant scrotal swelling.  Urine culture 
grew out Klebsiella resistant to most medication except Imipenem and 
Cefoten.  Cefoten administered intramuscularly, 2 cc in left thigh and 2 cc in 
right thigh.  
 
Shepherd Center:  6/22/04 
(David Apple, M.D.)  Eric had problems with spasticity and was on Baclofen.  
He had issues with pain in his shoulder.  He rated it when sitting and doing 
nothing as 0 but it could be as high as 5 to 9 depending of therapy.  Bowel 
program was DIL daily.  Bladder program was intermittent catheterization 
every three hours.   
 
Examination revealed swollen scrotum with a firm mass surrounding the 
testicle.  Sensory level was T11.  He had no motor function distally.  
 
Shepherd Center:  7/6/04 
X-ray of the pelvis to rule out heterotopic ossification revealed no definite soft 
tissue ossification.  Hip joints appeared well-maintained.  
 
Shepherd Center:  7/12/04 
Urology Clinic visit.  Eric complained of swollen testicles, yeast infection.  
Retrograde urethrogram and video scheduled.  
 
Shepherd Center:  7/15/04 
Urethrogram revealed possible extravasation of contrast at the proximal 
urethral segment suspicious for urethral tear/injury.  Urological consult 
recommended.  Consider realtime fluoroscopy. 
 
Shepherd Center:  8/4/04 
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Outpatient X-ray of left knee for possible fracture revealed no effusion, 
degenerative changes or fracture.  
 
Shepherd Center:  8/11/04 
(David Apple, M.D.).  Eric was finished with Day Program goals and was 
being discharged to outpatient setting for further rehabilitation.  While in the 
day program, he had problems with spasms.  He maxed out on Baclofen so 
Dantrium was started.  Therapist noted some problems with his hips as far 
as tightness.  X-rays showed no heterotopic ossification  (HO) or other 
lesions.   
 
He was seen in the Urology Clinic because of continued swelling and 
symptoms of epididymitis despite several courses of antibiotics.  A 
urethrogram was done showing urethral fistula and a Foley was put in place.  
Eric developed diarrhea and was checked for C. Difficile, which was negative.  
He was started on Questran.  He again developed symptoms of UTI and had 
positive culture.  He was placed on Augmentin.  He was referred for 
infectious disease consult for continued problem with epididymitis.  He 
developed swelling in his knees left more than right.  Examination revealed a 
moderate effusion and no instability.  X-ray was normal.  Coumadin was 
discontinued prior to discharge.  Discharge diagnoses: 
• T11 paraplegia, ASIA A 
• Neurogenic bowel and bladder 
• Closed head injury 
• Recurrent UTI’s 
• Recurrent Epididymitis 
 
Follow up visits were scheduled with urology and infectious disease.  He was 
to be followed from a rehabilitation standpoint in the Orlando Clinic.   
 
Discharge instructions indicated that Urology strongly recommended a 
suprapubic catheter in the near future given the chronic UTI’s, epididymitis 
and fungal infection.  ST issued referral for mild deficits in safety, 
judgement, problem solving, organization/sequencing and insight.  Eric would 
benefit from a supported employment return-to-work plan and therapy 
addressing independent living skills.  
 
OT discharge note indicated:  
• Modified independent with upper body dressing in wheelchair 
• Minimum assist with lower body dressing in bed  
• Moderate assist in wheelchair 
• Moderate assist with bathing and bowel management 
• Minimal assist with simple meal preparation 
• Supervision with bladder management  
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• Modified independent with grooming  
 
Eric worked best in a quiet, no-distraction environment.  He responded well 
to repetition and verbal cues.  He would likely require supervision with all 
tasks due to impaired problem solving ability, and decreased safety 
awareness.  
 
PT discharge summary indicated: 
• Moderate to maximum assist with sliding board to/from therapy mat and 

bed 
• Dependent with LE self ROM  
• Minimal assist with supine to sit  
• Dependent with transfers  
• Moderate/maximum assist with wheelies and up/down curbs 
• Dependent with loading/unloading manual wheelchair in/out of car   
 
It was felt that Eric had great potential for independence with consistent 
therapy and structure.  Parents required great deal of structure and 
reinforcement as well. 
 
FLORIDA INSTITUTE FOR NEUROLOGIC REHABILITATION:  
8/11/04 
(Proposed treatment plan based on results of a field interview and review of 
limited medical records).   
 
Eric was appropriate for a 30-60 day course of evaluation and treatment at 
FINR.  Recommended an evaluation by neuropsychology to determine his 
ability to participate in standardized assessment and to monitor cognitive 
functioning and to make treatment and discharge recommendations.  PT, ST 
and OT evaluations were recommended.   
 
Eric was found to have mild to moderate difficulties with his bowel and 
bladder management.  He catheterized every three hours.  He was reported 
to have a fistula in his urethra requiring surgical repair.  He received digital 
stimulation to encourage bowel movements.  He had no difficulty with 
chewing or swallowing and was eating a regular textured diet with thin 
liquids.  He was 6’ 3” tall and weighed 187 pounds.  He was noted to have 
experienced double vision while in acute rehabilitation hospitalization.  He 
had no skin integrity issues. 
 
With regard to personal and self-care, Eric was able to feed himself with set 
up.  He was able to self-catheterize but had been experiencing UTI’s 
secondary to poor sterilization.  He was able to complete bathing with 
supervision in a shower chair.  He was able to complete his grooming with set 
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up.  He was able to dress himself using adaptive techniques and extended 
time.   
 
With physical functioning and mobility, Eric was able to complete bed 
mobility tasks in a hospital bed with rails.  He required maximal assist of 
two for all transfers.  Once in his wheelchair, he was able to propel 
independently, but required supervision to maintain sitting balance.  He 
demonstrated poor UE strength and had limited ROM in his RUE secondary 
to shoulder injury.   
 
Cognitively, Eric was noted to be alert and fully oriented at the time of pre-
admission evaluation.  He demonstrated functional attention skills and was 
able to learn new information.  He had moderate deficits in his reasoning, 
problem solving and judgement.  His father had durable power of attorney.   
 
Eric completed high school and was working as manager at a Winn Dixie at 
the time of his injury.  He expressed a desire to return to work, and was 
unable to identify any potential barriers to returning to full-time 
employment.  The Vocational Department recommended assessment of his 
current level of work skills and his readiness to return to competitive 
employment.  He was independently initiating leisure activities.  He had a 
guardian for money management issues.  He was able to use the phone and 
was able to state how to contact emergency services.  He was unable to 
transfer from a chair to his wheelchair without assistance and would not be 
considered safe in a potentially dangerous environment.  He was completing 
meal preparation, clothing care, and household cleaning tasks with minimal 
assistance.  He required activities designed to introduce him to and 
strengthen his wheelchair skills to access community services.  
 
From a communication standpoint, Eric was noted to speak clearly and 
coherently.  His volume and tone were within functional limits.  His rate of 
production was noted to be slowed.  He was able to follow multi-step 
directions and to answer verbally presented questions.  He was able to 
express his basic needs and his future goals.  He reported no difficulty with 
reading or writing.  He participated appropriately in social conversation, but 
he was noted to be somewhat concrete in his topics.   
 
Eric was not demonstrating maladaptive behaviors.  He was relatively 
cooperative with his therapies, but had severely limited insight into the 
extent and the impact of his injury.  He believed that he was ready to live 
independently and to return to work at the time without further 
rehabilitation.  He appeared to have a stable mood and had not been 
expressing any aspects of depression.  His appreciation of his injury and its 
long-term impact upon his life needed to be assessed and addressed with 
greater detail.  



 25 

 
Current discharge plan was for Eric to return to his home once the 
modifications were complete and he had increased his overall level of 
wheelchair level independence.  
 
CANTRELL, JAMES M.D.:  8/25/04 – 1/5/05 
 
Cantrell, James M.D.:  8/25/04 
Urology follow up for complaint of urinary retention.  He had a para-uretral 
abscess.  He needed suprapubic catheter.  Assessment:  Neurogenic bladder. 
 
Cantrell, James M.D.:  10/6/04 
S/P insertion of suprapubic catheter.  12Fr tube was replaced with 14 Fr 
without complication. 
 
Cantrell, James M.D.:  11/10/04 
Eric’s suprapubic tube was changed without much difficulty to 16 FR.  Night 
bag was used.  
 
Cantrell, James M.D.:  12/8/04 
Suprapubic tube changed to 18 FR.  Night bag was used.  Eric had some 
blood at insertion and a slight tear in the catheter.  
 
Cantrell, James M.D.:  1/5/05 
Suprapubic tube changed to 20Fr without difficulty.  Plan was to change 
again in five weeks.  
 
FLORIDA HOSPITAL:  9/7/04 
Eric underwent insertion of suprapubic catheter and removal of Foley 
catheter.  
 
CENTER FOR REHABILITATION:  1/24/05;  1/26/05 
 
Center for Rehabilitation:  1/24/05 
PT evaluation.  Eric lived alone.  He was catheterized around the clock.  He 
denied pain to date in bilateral upper and lower extremities.  He reported 
complete loss of sensation from the hips down.  He noted motor deficits 
described as weakness and fatigue with transitions.   
 
Functional limitations included difficulty dressing lower quarter; difficulty 
with toileting, particularly the transfers on/off the commode.  He reported 
independence with showering utilizing a shower bench.  He had difficulty 
with bed mobility regarding positioning of the LE’s; difficulty transferring 
in/out of bed; difficulty with transitioning in/out of car; decreased upper body 
strength/core stabilization as required for sitting balance, dynamic and static.  
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He displayed ability to oppose thumb to index, thumb to 5th digit, thumb to 
base of 5th digit and obtain full fist closure.  Cervical ROM was bilaterally 
symmetrical and pain free in all planes.   
 
Postural assessment revealed elevated right shoulder, forward head, and 
increased mid-thoracic kyphosis.  Sensory wise, he was intact to light touch 
in bilateral UE dermatomes.  He utilized a sliding board to assist in transfer 
from wheelchair to the low mat using bilateral UE’s and minimal assist from 
therapist/father.  
 
Eric presented with strength deficits in bilateral UE’s, difficulty with 
dressing lower quarter, transfers, and overall functional endurance.  
Recommended transfer training, UE conditioning, ROM, strengthening 
activities and home exercise instruction.  PT 3X/week recommended.  
 
Center for Rehabilitation:  1/26/05 
Letter to Dr. Herzbrun from registered PT.  Eric was to attend PT 
simultaneously while receiving daily dressing changes for wound care.   
 
HARRIS, LANCE M.D.:  3/22/05 
PM & R follow up evaluation.   
 
Eric reported that his wounds had been continuing to gradually heal.  He had 
followed up with Dr. Brink on a regular basis.  He was now off Backpack that 
he was using for wound care on the right lateral calf wound.  He completed 
course of antibiotics and continued on Lasix.  He was not having any pain in 
his UE’s.  He continued with the suprapubic catheter and with his regular 
bowel program, which had been very effective.  He presented for further 
evaluation and recommendations.  His home remediation was working fine 
with no problems.  It was fully accessible and he was doing well in that 
setting.  Impression: 
• Spinal cord injury 
• Traumatic brain injury 
• Multiple LE pressure ulcers, healing 
 
Continued wound care recommended.  Eric was instructed to follow up with 
Dr. Brink.  Lasix was continued to limit the edema and aid in wound healing.  
Initiation of a PT program to focus on complex wheelchair maneuvers and 
UE strengthening was discussed.  Script for Adderall issued. 
 
Records Reviewed: 
 
Air Care Team/ORMC:  2/1/04 
Cantrell, James M.D.:  8/25/04 – 1/5/05 
Florida Hospital:  9/7/04 (OR Report Only) 
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Florida Institute for Neurologic Rehabilitation, Inc.:  8/11/04 
Harris, Lance M.D.:  3/22/05 
Income Tax Returns:  1997 - 2003 
Center for Rehabilitation:  1/24/05;  1/26/05 
EMS:  2/1/04 
Orlando Regional Medical Center:  2/1/04 – 2/24/04 
Shepherd Center:  2/24/04 – 6/15/04; Outpatient Day Program:  6/15/04 – 
8/11/04 
Winn-Dixie Payroll Records (In File) 
 
ERIC HENDERSON 
ADDENDUM:  5/2/05 
 
Records Reviewed: 
 
Medical Bills 
Winn-Dixie Supermarket Payroll Records (In File) 
 

Activities Of Daily Living 
 

Sleep Pattern 
 

Arises:  10 a.m. 
Retires:  11:30 p.m. 
Average Hours Sleep/24 Hours:  10-11 hours. 
Sleep Difficulties:  He sleeps well, without reported problems. 
 

Independence In 
 

Dressing:  Independent, but it takes longer. 
Housework:  He can do some, but not as well, and it takes a lot longer. 
Cooking:  He does cook, primarily microwave cooking.  He can cook a full 
meal if he has too. 
Laundry:  Independent, but he does tend to bleach clothes inappropriately. 
Yard Work:  Not able to do. 
 
 

Social Activities 
 

Organizations Pre/Post:  Pre:  Bowled on a league, softball on a league, 
golfed, light social events, billiards.   
Post:  He is just starting to get out some now, but he is limited. 
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Volunteer Work Pre/Post:  Pre:  In the distant past, he worked a Kielbasa 
Stand at a park one summer. None post injury. 
Socialization Pre/Post:  Much reduced post injury. 
Hobbies (Present):  Computer games; cards and solitaire. 
Hobbies (Previous):  Bowling, pool, softball and golf. 
 
 

Personal Habits 
 

Smoking:  No. Never smoked. 
Alcohol:  Does not drink. 
Drugs:  None. 
History of Abuse and/or Treatment Programs:  Denied. 
 
 

Socioeconomic Status 
 

Number in Residence:  Lives in his own house with a house-mate who will 
provide some assistance. (See nursing needs). 
Type of Residence:  Single story, with a roll-in shower in an added-on room 
(See SCI questions). 
 

Income 
 

S.S.D.I.:  $1046/month. He must spend more than $846/month in expenses 
before this will be paid. 
Wages:  $0.00 
Medicaid:  Medicaid Spend Down program. 
Medicare:  Not eligible until July 1, 2006. 
 
Current Financial Situation:  He did have Blue Cross-Blue Shied through 
Winn-Dixie, for one year.  He went on Cobra and this will continue until 
Medicare begins.  (Cobra only lasts 18 months).  The full premium is 
$350/month.  His house payment is $435/month.  His prescriptions alone 
average about $1,400-$1,500/month on a routine basis. 
 
 

Other Agency Involvement 
 

State Vocational Rehabilitation:  No. 
State Employment Services:  No. 
Rehabilitation Nurse:  No. 
Other Agency:  Florida Brain and SCI Program. 
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Felony Convictions?  No. 
 
 

Education & Training 
 

Highest Grade Completed:  Completed High School (1988); completed 
about 1.5 years of McComb Community College. 
Miscellaneous Education Information:  He took several classes in 
Management (Grocery Management) at his local community college (Lake 
Sumter Community College). 
 
 

Military Experience 
 
Branch:  N/A 
 
 

Employment History 
 

Released to Return to Work:  Not yet - he has not yet completed a full 
rehabilitation program. 
Work History Since Injury:  None. 
 
Employer:  Winn Dixie; City/State:  Orlando, FL 
Position:  Assistant Manager. 
Start Date:  11/93; End Date:  2/1/04; Schedule:  Full-time. 
Length:  10 1/2 years; Wage:  $15/hour 
Duties:  Scheduling, displays, in charge of entire store as assistant manager. 
Reason for Leaving:  Accident. 
 
 
 

Observations 
 

Orientation:  Alert and oriented x’s three. 
Stream of Thought:  Clear and rational. 
Approach Toward Evaluation:  Positive. 
Attitudes/Insight:  Good/Fair to good.  
Appearance:  Overtly impaired. 
 
 

Tests Administered 
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As part of this evaluation, Eric is asked to complete the Wahler Physical 
Symptoms Inventory; the Beck Depression Inventory-II; the Beck Anxiety 
Index; the Beck Hopelessness Scale; and the Minnesota Multiphasic 
Personality Inventory-2, (MMPI-2).  
 
On the Wahler Physical Symptoms Inventory, his score of 1.90 places him in 
the 97th percentile regardless of the criterion group used for comparison 
purposes.  He demonstrates an elevated somatic focus with evidence of an 
underlying hysterical/anxiety component resulting from long term exposure 
to severe disability as well as pain. 
 
On the Beck Depression Inventory-II, Eric’s score of fifteen indicates a mild 
but clinically significant level of depression.  In comparison to the much more 
sensitive depression scale of the MMPI-2 this scale is somewhat muted.  On 
the MMPI-2 depression scale he demonstrates a clinically more significant 
level of depression.  
 
On the Beck Anxiety Index his score of fifteen does indicate a clinical 
significant level of anxiety although at a mild level.  This is consistent with 
findings on his MMPI-2.  Test results along with clinical interview do not 
meet DSM-IV-TR criteria for a finding of Generalized Anxiety Disorder.  
 
On the Beck Hopelessness Survey his score of three suggests an optimistic 
outlook on his future.  Research indicates scores of nine or more are 
predictive of eventual suicide in depressed suicide ideators.  Research also 
indicates the Hopelessness Scale is far more predictive of suicidal tendencies 
in the future than the results of the depression scale and must be used in 
conjunction with clinical interview for more accurate results.  His results on 
this scale are also consistent with his MMPI-2 results.  Eric appears to be 
coping at a basic level with many of the psychological issues stemming from 
his disability at least in the sense that he does not appear suicidal or self-
destructive.  I do not glean any suicidal ideation from clinical interview or 
test results. 
 
On the MMPI-2 a valid profile is obtained based on a review of the validity 
scales.  Consideration is first given to the VRIN, (variable response 
inconsistency), and TRIN, (true response inconsistency), subscales which use 
paired responses of similar and opposite items to measure inconsistencies in 
response patterns.  An inconsistent response pattern represented by 
significantly elevated T-scores invalidates the profile.  In Eric’s case the T-
scores are within normal limits.  Next, I evaluated the F, F sub b and sub p 
scales which represent infrequently endorsed items that are sensitive to 
random and fixed responding.  Again, significantly elevated T-scores will 
invalidate the MMPI-2 results.  Eric's T-scores are well within normal limits.   
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Finally, I reviewed the L, K and S scales.  In this instance T-scores greater 
than 79 on the L scale, 75 on the K scale and 70 on the S scale tend to reflect 
individuals who are demonstrating protocols characterized by a pervasive 
pattern of nonacquiescence.  This is a pattern often referred to as a “fake 
good” profile.  The individual is trying to present a better picture of 
themselves than actually exists.  Eric’s scores do not exceed these parameters 
and therefore his MMPI-2 is considered valid.  There is no evidence of 
impression management and no indication of either “fake good” or “fake bad” 
profiles.  He shows no indication of malingering in his clinical scales.   
 
Eric does demonstrate a significantly elevated triad profile with scales one, 
somatic focus, two, depression and three, hysterical/anxiety response to 
disability, all elevated to clinically significant levels.  This profile represents 
a classic chronic disability profile consistent with exposure to severe 
disability over time.  Patrick also demonstrates a clinically significant 
elevation on scale eight.  This profile suggests feelings of inadequacy, 
inferiority, lowered self-esteem, poor self-concept, a lack of self-confidence 
along with a reduced sense of body worth and body concept.  He has not made 
an effective psychosocial adjustment to disability to date.   
 
Eric will benefit from counseling to aide in his adjustment effort.   
 
Axis I:    Depressive Disorder-recurrent-Moderate 

Chronic disability due to general medical condition and 
psychological Factors 
Adjustment Disorder 

     
Axis II:     Deferred 
 
Axis III:  S/P MVA with ejection 

Right first rib fracture 
Right basilar skull fracture and occipital skull fracture 
Subarachnoid fracture 
T6 and T 7 spine fractures 
Paraplegia 
Acute respiratory failure 
S/P Dysphagia 
T11 paraplegia, ASIA A 
Neurogenic bowel and bladder 
Closed head injury 
Recurrent UTI’s 
Recurrent Epididymitis 

 



 32 

Axis IV:   Life Stressors secondary to disability and psychological response 
to exposure to disability 

 
Axis V:     GAF-60 
  
 

Conclusions: 
 

Careful consideration has been given to all of the medical, psychosocial, and 
rehabilitation/mental health counseling data contained within this file and 
my report.  Eric remains significantly disabled secondary to the 2/1/04 event 
and subsequent complications.  He is not completely functional for 
independent living skills, and it is anticipated that he will require assistance 
and supervision to some extent throughout the remainder of his life.  The 
extent of this assistance and supervision will be discussed below, and specific 
recommendations are contained within the Life Care Plan. 
 
In addition to the medical, psychosocial and rehabilitation/mental health 
counseling data, consideration is given to the research literature on Spinal 
Cord Injury, and attention is paid to the Clinical Practice Guidelines for 
Spinal Cord Injury promulgated by multiple sources and cited in the Life 
Care Plan.  Correspondence with treating physicians was accomplished and 
the Life Care Plan was also reviewed by our in-house Physiatrist, Andrea 
Zotovas, M.D. 
 
Eric has a dual diagnosis, referring to the presence of Traumatic Brain Injury 
(TBI) in addition to having sustained a spinal cord injury (SCI).  
Approximately 25% - 60% of individuals with acute SCI are reported to have 
sustained a concomitant brain injury, as manifested by the presence of 
cognitive deficits, primarily in the areas of new learning and memory 
functioning. 
 
Spinal cord injury alone is a devastating event that results in physical 
disability. When the SCI is combined with a brain injury, the degree of 
disability can be magnified and the patient's rehabilitation becomes further 
complicated.  Individuals like Eric, with a dual diagnosis, typically 
demonstrate an inability or resistance to carry out functional activities 
appropriate to his/her level of injury. Cognitive deficits can limit or 
complicate their ability to adapt to his/her physical limitations, learn 
compensatory skills, and achieve the maximal level of independence.  Those 
individuals with a dual diagnosis require a wide base of physical, 
psychological, educational, and medical support.  The therapies utilized are 
likely to require different rehabilitation strategies including extra 
reinforcement and practice of newly learned skills. Those with a dual 
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diagnosis may find it difficult to pay attention, learn and remember new 
information, organize and prioritize new information and perform multiple 
tasks simultaneously.  Individuals with this dual diagnosis are more likely to 
suffer fatigue, irritability, headaches, dizziness or changes in vision or sense 
of smell.  Because individuals with a dual diagnosis are at a high risk for 
developing complications, lifelong interventions and involvement from an 
interdisciplinary team to provide a safety net will be required. 
 
The Life Care Plan includes the cost of additional outpatient rehabilitation in 
order to teach Eric about Spinal Cord Injury and how to care for himself.  
This provides the therapy needed to improve his physical strength, while 
ultimately leading to greater independence in his personal care and his 
ability to handle his ADLs.  
 
The Life Care Plan outlines all of Eric’s needs dictated by the onset of 
disability throughout his life expectancy.  Counseling should be provided to 
him in order to assist him in adjusting to his disability.  Additionally, family 
counseling should be made available to his father, Andrew, in order to help 
him cope with the changes and demands that have been placed on him since 
Eric’s injury.  With improvement in his ability to care for himself, Eric should 
be able to eventually assume much of his own physical care.  He will continue 
to require supervision for the cognitive deficits from the Traumatic Brain 
Injury (TBI).  Eric will continue to require ongoing medical management of 
his SCI, related complications and rehabilitation needs.   
 
Based on the Clinical Practice Guidelines, Outcomes Following Traumatic 
Spinal Cord Injury: Clinical Practice Guidelines for Health-Care 
Professionals, persons with Level T1-9 SCI require an average of three hours 
per day of homemaking assistance.  This assumes he reaches average levels 
of independence with further rehabilitation, which has not occurred thus far.  
At this level the Clinical Practice Guideline is assuming the paraplegic at the 
average level, not an individual with additional complications such as TBI.  
The same guideline notes that the "Interquartile Range" for assistance is 0 to 
15 hours per day.  This accounts for a greater number of variables or 
individual characteristics outside the mean for all paraplegics.  This, of 
course, does not consider the added problems associated with his TBI.  As 
Eric ages, he will require personal attendant care, gradually introduced in 
stages, due to the fact that as age and disability combine, a person’s need for 
assistance increases.  The Life Care Plan will discuss the amounts of 
supervision required due to the combination of the TBI and the SCI. 
 
A Vocational Worksheet, attached as Appendix B, outlines Eric's capacity to 
earn pre-injury as compared to his capacity to earn post-injury, along with 
his loss of earning capacity and related vocational issues.  His vocational 
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handicaps include those consistent with a Spinal Cord lesion at the T-8 level, 
resulting in paraplegia, and a Traumatic Brain Injury, as follows: 
 
The restrictions/limitations associated with the Paraplegia include: 
 
• Altered sense of tactile sensation 
• Reaching 
• Lifting 
• Sitting 
• Standing 
• Walking 
• Bending 
• Twisting 
• Kneeling 
• Stooping 
• Squatting 
• Climbing 
• Balance 
• Neurogenic bowel and bladder 
• Reduced physical stamina 
• Inability to tolerate extremes in temperature 
 
Eric’s deficits in the cognitive, behavioral/psychological and motor/physical 
realms of functioning including: 
 
Cognitive Deficits: 
• Reduced attention span and ability to concentrate 
• Some difficulty learning new information 
• Prolonged time needed regarding problem solving and decision making 

(primarily related to his need to explore the safety issues involved) 
• Decreased expressive language skills (fair to good) 
• Unable to live independently and manage daily responsibilities (due to 

combined TBI and SCI) 
 
Behavioral/Psychological Deficits: 
• Tendency toward tactlessness at times 
• Reduced self-esteem and self-confidence 
• Intolerance for stressful environments 
 
Physical/Motoric Deficits and Limitations: 
• Primarily related to the Spinal Cord Injury 
 
The Vocational Worksheet (Appendix B) discusses how these handicaps 
impact his ability to work and earn post injury. 
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After you have had an opportunity to review this narrative report and the 
attached appendices, please do not hesitate to contact me should you have 
further questions. 
 
Respectfully Submitted, 
 
 
 
Paul M. Deutsch, Ph.D., CRC, CCM, CLCP, FIALCP 
Licensed Mental Health Counselor, (FL MH#0000117) 
PAUL M. DEUTSCH & ASSOCIATES, P.A. 
 
ATTACHMENTS: Appendix A - Life Care Plan 
   Appendix B - Vocational Worksheet

 


