
      November 28, 2006 

 

 

James Furlong, Esq. 

Furlong Associates 

3 Pike Drive 

Cromley, NJ 08888 

 

Re: John Pike 

 

Dear Mr. Furlong, 

 

 Thank you for forwarding the medical records of this patient. At your request, I 

have reviewed the material in order to prepare a summary of the patient’s condition and 

treatment following the motor vehicle accident of 1/21/05. I have read the documents 

listed below: 

 

 Initial admission to Branton Hospital 1/21/05-2/1/05 

 Rehabilitation records for stay at Paulson Rehabilitation 2/1/05-5/19/05 

 Outpatient evaluation performed on 5/24/05 

 Report of Dr. Paul Simmons 12/19/05 

 

This report includes exhibits to more fully explain the concepts associated with 

John’s care.  

 

1. Glasgow Coma Score on Arrival to Emergency Department 

2. Diagnostic Testing 1/21/05-1/31/05 

3. Injuries of John Pike 1/21/05 

4. The Spine 

5. ASIA Definitions 

6. ASIA Scoring Diagram   

7. Location of Spinal Ligaments   

8. Major Problems 1/21/05-2/1/05 

9. Medications Given for Symptoms 1/21/05-1/31/05 

10. Muscle Strength Scale 

11. Neurological Testing of the Legs 

12. Sensory and Motor Responses on Admission 2/1/05 

13. Major Problems by Week 2/1/05-5/21/05 
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Social and Medical Background 

 At the time of the 1/21/05 car crash, John Pike was a 21-year-old college student. 

He majored in music at The Rutgers University, and was in his senior year. He had 

recorded a CD and his goal was to develop a professional career as a pianist. John lived 

in a dorm. He had a girlfriend; his parents lived in New Brunswick. John had a brother. 

His mother was a special education teacher. His father worked in a warehouse. John was 

5’3” and weighed 198 pounds, which was 147% over his ideal body weight. He was 

independent in all of his care. John used an inhaler for his asthma. He had no other 

medical conditions. 

 

The Accident 

 Based on information in the medical records, the accident occurred when John 

was a restrained driver. His car was hit from the rear by a drunk driver. Air bags 

activated.  

 

The report of the emergency medical services/rescue squad states that John was 

trapped within the car. He was conscious and oriented x3 (he knew who he was, where he 

was, and the date.) He complained of pain in his lower back. He had numbness from his 

nipple line down. There was a loss of sensation in both legs. He denied having chest or 

neck pain. Subsequent medical records (discharge summary and history and physical) 

stated that there was a possible loss of consciousness. John was awake, alert, but unable 

to move his legs. There was a Babinski reflex in his right foot.
1
 The left foot did not have 

such a reflex. The patient’s cervical spine was protected during the nearly 30 minutes it 

took to remove him from the car. He was placed on a long back board; a cervical collar 

was applied.  

 

After performing an assessment of John, the squad member attempted to start an 

intravenous needle in his vein, but was not successful due to movement of the ambulance. 

The patient’s initial heart rate was rapid at 150 beats per minute. He was taken by 

ambulance to Branton Hospital as a code 40 (emergency), and arrived at about 11:10 PM.  

 

Branton Hospital Emergency Department 

 Dictated and handwritten records generated by the physicians involved in the 

patient’s assessment in the emergency department were not available, other than the 

history and physical. There was some nursing documentation.  The physicians available 

to meet John were the trauma attending, the senior resident, and the anesthesiologist. 

 

History and Physical 

 The patient was complaining of back pain and not being able to feel from his 

diaphragm down. He could not move his legs. He had a Glasgow Coma Score of 15 on 

arrival to the ER. Refer to Exhibit 1. Turquoise rows represent the patient’s capabilities. 

Note that the strength in his legs was tested rather than his arms in this scoring system.  

 

                                                 
1
 The Babinski reflex is stimulated by stroking the edge of the foot from the heel to the toe. A positive 

reflex occurs when the big toe points upward.  
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 There was a small laceration on his forehead and a small area of his nose. The 

patient’s anal sphincter had a weak tone. His mid-thoracic back was tender.  He was 

moving his arms. His legs were cold; he had no feeling to soft touch or to pin prick up to 

his lower chest/upper abdomen.  

Exhibit 1 

Glasgow Coma Score at Branton Hospital on Arrival to ER 1/21/05 
 

Category Response Score 

Eye opening 

 

Spontaneous—eyes open spontaneously without 

verbal or noxious stimulation 

4  

To speech—eyes open with verbal stimuli but not 

necessarily to command 

3 

To pain—eyes open with various forms of noxious 

stimuli 

2 

None—no eye opening with any type of stimulation 1 

Verbal 

response 

Oriented—aware of person, place, time, reason for 

hospitalization, and personal data 

5 

Confused—answers not appropriate to question but 

correct usage of language 

4  

Inappropriate words—disorganized, random speech, 

no sustained conversation 

3 

Incomprehensible sounds—moans, groans, and 

mumbles incomprehensibly 

2 

None—no verbalization, even to noxious stimulation 1 

Best motor  

response 

Obeys commands—performs simple tasks on 

command and able to repeat task on command 

6 

Localizes to pain—organized attempt to localize and 

remove painful stimuli 

5 

Withdraws from pain—withdraws extremity from 

source of painful stimuli 

4 

Abnormal flexion—decorticate posturing that occurs 

spontaneously or in response to noxious stimuli 

3 

Extension—decerebrate posturing that occurs 

spontaneously or in response to noxious stimuli 

2 

None—no response to noxious stimuli; flaccid 1 

Total Score 11 out of 15 

 

 The immediate medical plan was to: 

 

 Not allow him to eat or drink 

 Provide intravenous fluids 

 Do blood work 

 Perform a CT scan of the head, cervical spine, thoracic spine, chest, abdomen, 

pelvis 
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 Perform chest and pelvic x-rays 

 Insert a Foley catheter 

 Obtain a spinal consult 

 

The trauma attending physician added a note after evaluating the patient with the 

trauma team. This doctor reiterated that the patient had no sensory discrimination from 

below the nipple line and no movement of his legs. The plan was to admit the patient to 

the surgical intensive care unit and to involve the orthopaedic surgeon for further 

management.  

 

Orthopaedic Evaluation 

 The orthopaedic surgeon saw the patient before the testing was completed in the 

emergency department/radiology suite. This doctor found that the patient was 

complaining of back pain, could not move or feel his legs, and had a loss of 

consciousness at the accident. He localized the level of injury at T5-T6. 

 

Diagnostic testing results helped to define what occurred when John was hit.  

Refer to Exhibit 2, located at the end of this report, for a summary of testing performed 

on John during this admission. Each symbol for a venous blood withdrawal represents 

one stick, although multiple tests may have been performed on the blood that was 

withdrawn. Arterial blood gases were obtained by inserting a needle into the patient’s 

artery
2
 and are also represented on the exhibit.  

 

 The testing John underwent spanned from the point of his arrival to the early 

morning hours of the following day. Initially blood work was completed, including a 

complete blood count, a type and cross match (for administration of blood), clotting time, 

electrolytes, chemistries, and a blood alcohol.  

 

 John’s complete blood count performed at 11:45 PM showed that his hemoglobin 

was 11.5.
3
 Within twelve hours, or by noon the following day, his hemoglobin dropped to 

8.8. His white blood cell count was elevated at 19.1 at 11:45 PM.
4
 John’s clotting time 

was normal; he had A positive blood; and his glucose was slightly elevated at 113.
5
 His 

liver enzymes were elevated. 

 

 The focus of evaluation of John’s injuries included an investigation to determine 

all of the areas injured. A CT scan with dye was performed to evaluate the patient’s chest, 

abdomen, and pelvis shortly after midnight. Refer to Exhibit 3, located at the end of this 

report, for an illustration of the injuries that were detected.  

 

Spine 

 There was mild straightening and partial reversal of the normal cervical curvature. 

An MRI of the spine with and without dye at 3 AM on 1/22/05 showed a fracture of the 

                                                 
2
 Arteries are exquisitely sensitive to being stuck with a needle due to the nerves that surround the artery. 

3
 Normal hemoglobin is 14.1-17.7. 

4
 Normal white blood cell count is 4.0-10.0. WBCs are increased when trauma (or infection) occurs. 

5
 Glucose levels are normally 70-110 and may be elevated due to stress. 
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posterior aspect of the T5 vertebral body. Another study referred to the fracture as located 

at T6. The bony pieces pressed on the left side of the spinal canal. There was an injury 

with likely disruption of the posterior longitudinal ligament at T5. A CT of the spine 

performed at 4:30 PM on 1/22/05 defined the spinal injury in more detail. There was a 

fracture of the posterior-inferior aspect of the T5 vertebral body. Bone had been pushed 

into the spinal canal on the left side.  The spinal canal was narrowed and compressed. A 

nondisplaced fracture of the spinous process of T5 was seen. There was also suspicion of 

a fracture of the superior facet of T6. Refer to Exhibit 4 for the anatomy of the spine. 

Exhibit 4 shows the spinal cord in relationship to the bony cage that surrounds it.  

 

Exhibit 4 

The Spine 

 

18:2:3 Thoracic; l igaments & discs; sagittal view; normal

T1

T2

T3

T4

T5

T6

T7

T8

T9

T10

T11

T12

intervertebral disc

vertebral body

spinal cord
spinous process

supraspinous l igament

 
 

Head 

 A head CT scan did not show evidence of bleeding. There was a nasal bone 

fracture and mild thickening of the ethmoid sinus.  
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Ribs 

Both a chest x-ray and a CT scan of the chest showed fractured ribs on the right 

side of his rib cage. Some of the fractures were displaced
6
, whereas others were not. The 

fifth through eighth ribs were affected. On the left, there were posterior fractures of the 

sixth through the eleventh rib. The sides of the patient’s left ribs were fractured at the 

fifth through ninth ribs. Some displacement of these rib fractures was seen. 

 

Lungs 

 The CT scan of the chest performed on 1/22/05 showed small to moderate size 

collections of blood at the back of the patient’s lungs. There were also small areas of 

collapsed lung on both sides of his chest. Areas of his chest were contused or bruised.
7
 A 

traumatic pneumatocele was suspected in the left lower lobe of the patient’s left lung.
8
 By 

3 AM, there were some patchy areas of opacities that suggested atelectasis.
9
  

 

Mediastinum 

  An area of blood had collected around the mediastinum (center of the chest) from 

the aorta to the lower chest. There was also hemorrhage around the esophagus. The 

findings suggested tearing of mediastinal veins and intercostal 
10

 blood vessels. There 

was a small linear filling defect in the aorta that might represent a small tear within the 

aorta. There was a hiatal hernia.
11

 A CT Angiography scan with dye was performed at 

about 7 AM to investigate the possibility of an aortic tear. The collection of blood within 

both of the patient’s lungs had increased since the first CT scan. There is no evidence of a 

tear within the thoracic aorta.  

 

Abdomen 

 John’s spleen was lacerated in several areas. The CT angiography showed some 

minimal retroperitoneal hemorrhage behind the left renal blood vessels suggesting tearing 

of the retroperitoneal lumbar blood vessels.  

 

Hip/thigh 

 An x-ray showed a possible foreign body in the left thigh. 

 

Condition during Emergency Department Stay 

 John spent nearly an hour in the radiology department being tested. He 

complained of upper back pain when he returned to the emergency department at 1 AM. 

The patient was given 4 mg of Morphine. Thirty minutes later he had obtained some pain 

relief. Solumedrol was begun to reduce swelling. The patient’s family came to the ER. 

                                                 
6
 Displaced fractures occur when the edges of the bones are pushed out of alignment. 

7
 A direct blow to the thoracic wall produces crush and shear injury associated with fractures of soft tissues 

and bones, such as the ribs. Ribs may be fractured at the point of impact, and damage to the underlying 

lung may produce lung bruising or puncture. http://www.emedicine.com/radio/topic400.htm 

8
 A pneumatocele is a thin walled cyst that develops within the lung tissue. 

9
 Atelectasis is a collapse of small airways within the lung. 

10
 Intercostal refers to blood vessels between the ribs. 

11
 The stomach pushed up against a weakened area in the diaphragm in a hiatal hernia. 
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Another 2 mg of Morphine was given at 2:15 AM. The cervical collar was removed at 

that time. At 3 AM, the patient reported moderate pain relief.  

 

An attempt to insert a Foley catheter was not successful. The urologist was called 

to consult on the issue. An intravenous solution of Solumedrol was begun when the 

patient returned from his MRI at 4:30 AM. Its purpose was to attempt to reduce some of 

the swelling in John’s back to lessen pressure on the spinal cord. 

 

 The patient’s pulse remained over 100, ranging from 118-146 during his stay in 

the ER. His blood pressure was low on arrival at 96/83 at 11:20 AM. It hit a high of 

163/63 at 1 AM and had dropped to 123/56 at 4:30 AM.  

  

Surgical Intensive Care Unit  

The patient was transferred to the surgical critical care unit about 5:15 AM 

accompanied by the ER nurse and his mother. He had no sensation below his nipple line. 

He complained of back pain when he was placed in his bed. He reported having an 

allergy to seasonal pollen, resulting in wheezing, and used an Albuterol inhaler as 

needed. He was breathing room air. A cardiac monitor was applied, which showed a 

rapid heart rate. Intravenous needles were in the inner aspect of each elbow.  He 

complained of bladder pressure but could not void. He stated he was concerned about the 

forthcoming attempt to insert a Foley catheter.  

 

The urologist was at the critical care unit when the patient returned from the CT 

scanning department at 7 AM.  Multiple attempts were made with different size Foley 

catheters. The catheters could not be inserted more than a few millimeters. The patient 

was given Morphine before the procedure to reduce his pain. The meatus (opening) of the 

urethra was dilated, and then a #18 Foley was inserted. The patient was diagnosed with a 

meatal stricture. The Foley was to be left in place. A note at 8 AM by the orthopaedic 

surgeon stated that the patient could feel the staff inserting the Foley catheter. At 8 AM, 

the patient could move the toes of his left foot slightly. He could perceive dull sensation 

on the bottom of his left foot.  The plan was to await the evaluation by the spinal 

attending physician.  

 

Dr. James, the orthopaedic attending physician, completed the consultation on 

1/22/05. At the time of his evaluation, John was able to move his foot and ankle on the 

left side and was starting to feel pain and sensation in his left leg. Review of the 

diagnostic studies led to the conclusion that the patient had a fracture dislocation at the 

T5-T6 level. There was a small fragment of bone off the inferior edge of T5, still 

displaced into the canal on the left side. The major portion of the canal was still patent. 

There was a slight disruption between the bony prominences between the facets and 

spinous processes, and significant disruption of soft tissues. This was a partial thoracic 

cord lesion, most likely a traction injury.  

 

The plan was to keep him flat, log roll him, and stabilize him, and assess his 

pulmonary contusion and injuries to his rib cage. He would be taken to the operating 

room once stabilized, for a posterior stabilization of the spine.  
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Motor and Sensation and Surgery 

 John’s capabilities were evaluated using the standard ASIA system. Although 

initially John was in spinal shock, as time went on he had some return of sensation,  

particularly in his left foot and legs. He was described as being ASIA A, complete, with 

the ability to wiggle his left toe as of 1/25/05.
12

 Refer to Exhibit 5 for definitions of the 

ASIA scores and Exhibit 6 for the diagram used to define the scores. (See end of report 

for full page version.) 

 

Exhibit 5 

ASIA Definitions 

 

ASIA 

Scale 

Definition 

ASIA A Complete: No motor or sensation is preserved in the sacral segments S4-5 

ASIA B Incomplete: Sensory but not motor is preserved below the neurological 

level and includes the sacral segments S4-5 

ASIA C Incomplete: Motor function is preserved below the neurological level and 

more than half of key muscles below the neurological level have a muscle 

grade less than 3 

ASIA D Incomplete: Motor function is preserved below the neurological level and 

at least half of the muscles below the neurological level have a muscle 

                                                 
12

 The American Spinal Injury Association (ASIA) Impairment scale is one of the most widely accepted 

among professionals that treat patients in designated Spinal Cord Injury Centers. This classification is 

based entirely upon an in-depth physical, neurological and musculoskeletal examination. The ASIA scale 

helps to standardize the classification of spinal cord injury for consistent data collection and 

communication. The radiographics, imaging and electrodiagnostic studies do not contribute to these scores, 

however they do assist in further refining the type and level of injury for initial neurosurgical and 

orthopedic intervention. 

The ASIA scale looks at five key muscles in each arm and five key muscles in each leg. Each of 

these key muscles is innervated by a different spinal cord root level, which correlates with muscle 

contraction or function. Each muscle is graded individually from 0 to 5 with 0 representing total paralysis 

of the muscle and 5 being normal strength and power. A grade of 1 indicates a muscle flicker only. A grade 

of 2 indicates that the muscle can move the limb with gravity eliminated. A grade of 3 indicates that the 

muscle has the strength necessary to contract and lift the limb against gravity. A grade of 4 indicates that 

the limb muscle can move against gravity, and additionally accept some resistance. 

  Sensation is rated according to a standard dermatomal distribution that consists of twenty-eight 

sequentially layered, bilateral dermatomes innervated by pairs of nerves, which exit the spinal cord at each 

bony vertebral level. Every part of the body is represented by a dermatome. These sections represent each 

sensory root, nerve level and where it enters the spinal cord. The sensory evaluation is rated separately for 

light touch and pinprick since each sensation is carried within a different tract in the spinal cord. The rating 

system for each level is 0 for absent, 1 for impaired, and 2 for normal. Spinal cord injuries are also labeled 

“complete” or “incomplete” based on whether there is any preservation of sensation or motor function in 

the lowest sacral area. 
3
 Whether a person’s injury is called a complete or an incomplete injury is solely 

based on physical examination, not the operative, radiographic or electrophysiologic finding. If there is any 

evidence of sensation or voluntary muscle action in the perianal sacral segments, this would represent that a 

message was able to travel unencumbered from the brain down the entire spinal cord to the sacral area. The 

preservation of this sensory or motor function would then be called incomplete. Guy William Fried, MD 

and Karen Mandzak Fried, MSN, RN, CRRN, CCM, Spinal Cord Injury, in Iyer, P. (Editor), Medical Legal 

Aspects of Pain and Suffering, Lawyers and Judges Publishing Company, Tucson, 2003 
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ASIA 

Scale 

Definition 

grade of 3 or greater 

ASIA E Motor and sensory function are normal  

 

Exhibit 6 

ASIA Scoring Diagram 

 
 

By 1/24/05, John was able to feel dull sensation 2 finger widths below his nipple 

line down to his upper hips. By 1/27/05, he had a trace of sensation in his left toe.  

 

John underwent major spinal surgery on 1/25/05. Dr. William Sands and Dr. 

Stephen James worked together to perform this surgery. The operation was an open 

reduction of the T5-6 fracture dislocation, partial laminotomy and facetectomy on the left 

as well as removal of bony fragment decompression from the canal. There was pedicle 

screw fixation and instrumented fusion performed to T4 to T7 using instrumentation and 

bone morphogenic protein with local bone and allograft.  

 

First, the vascular surgeon inserted an inferior venal caval filter to capture any 

blood clots that might arise from his legs. The right groin was prepared. A needle was 

used to enter the femoral vein. An introducer was placed into the inferior vena cava. Dye 

was injected, and showed a patent inferior vena cava. The filter was pushed into place at 

the L2 level.  
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The patient was then placed face down. After his pressure points were padded and 

he was positioned appropriately, his back was prepared. A midline incision was made 

between T3 and T8. His tissues were dissected to expose his spine. The facet joints at T6-

7 and T5-6 were exposed, and seen to be compromised. There was complete joint 

stripping and a tear in the interspinous ligament as well as in the ligamentum flavum. 

Refer to Exhibit 7 for the location of these ligaments. Although the image shows the 

cervical spine, the ligaments are in the same place in the thoracic spine. A partial 

laminectomy was done to decompress the spinal cord. The superior portion of T6 was 

removed and the canal was visualized. A large bony fragment was seen indenting the 

cord on the left side. This was carefully removed. The pedicles of the spine were entered 

at T4, T5, and T6 on both sides. Screws were inserted under fluoroscopic visualization on 

both sides of the spinal column. A rod was placed and connected to the screws on both 

sides. The screws were then tightened to reduce the spine into appropriate alignment. 

Next, the transverse processes and lamina were decorticated (smoothed) using a high 

speed bur. Caps were placed on the screws, and then cross bars were placed. A mixture of 

BMP
13

 local bone and allograft (donor bone) was placed in the spinal gutters from T4 to 

T7 on the right side. A piece of Gelfoam (to reduce bleeding) was placed, and the wound 

was closed. The operative report was dictated by Dr. Sands.  

 

Exhibit 7 

Location of Spinal Ligaments 

 
 

                                                 
13

 BMP is bone morphogenic protein 
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Dr. James also dictated a report. He also noted that the patient’s fracture 

dislocation was seen at the levels of the facets at T5-6.  

 

John lost about 1000 ml during this surgery, which lasted from 1 PM to about 

5:45 PM. One unit of blood was replaced during surgery. 

 

Major Problems 1/21/05-1/31/05 

Spinal cord injury is one of the most devastating conditions that can affect the 

body. The changes that take place often have a permanent impact on all aspects of the 

patient’s life; physiologically, psychologically, vocationally, socially and emotionally. 
14

 

John began the difficult task of trying to understand what had happened to him and how 

his life would be affected. Analysis of the medical records of this hospitalization shows 

that his major problems fit into 6 categories: pain, discomfort, respiratory alterations, 

gastrointestinal alterations, fluid alterations, and cognitive and emotional responses. 

Refer to Exhibit 8, located at the end of this report. 

 

Pain 

 John experienced pain on a daily basis, with the exception of 1/24/05. The sources 

of pain included his fractured ribs
15

, back, and abdomen. Towards the end of his 

admission, on 1/29/05, John developed abdominal pain. There was bruising around his 

eyes and abrasions on his face and nose. He complained of pain on 1/22/05 when trying 

to move his legs, according to the 7 PM nursing note. John’s pain was controlled with 

medication. After receiving several doses of Morphine, a Morphine PCA pump was set 

up on 1/22/05. This enabled John to receive a dose of Morphine when he pressed a 

button. He did not receive Morphine on a continuous basis without pushing the button, 

and there are several comments in the nursing notes that he needed to be reminded to 

push the button when his pain built up. Refer to Exhibit 9, located at the end of the 

report, for a depiction of the pain control medication used. The Morphine pump was 

removed after surgery and replaced with a Dilaudid pump on 1/26/05. Dilaudid is more 

potent than Morphine.  

  

He was taking Percocet for pain that was rated as 5/10 in his back, with 0 being 

no pain and 10 being the worst pain. He said that the Percocet helped to reduce his pain 

for a few hours and helped him forget. John experienced pain not only from his injuries 

but as the inevitable byproduct of receiving medical care. For example, he found the 

nasogastric tube in his nose to be uncomfortable and did not like wearing oxygen 

cannulas and masks. His veins were difficult to find. He arrived at the operating room on 

1/25/05 without an intravenous needle in place. Multiple critical care nurses attempted to 

find a vein. One doctor tried three times to find a vein prior to his trip to the OR. An 

intravenous needle was inserted in the operating room. He was stuck with needles to 

                                                 
14

 Guy William Fried, MD and Karen Mandzak Fried, MSN, RN, CRRN, CCM, Spinal Cord Injury, in 

Iyer, P. (Editor), Medical Legal Aspects of Pain and Suffering, Lawyers and Judges Publishing Company, 

Tucson, 2003 

 
15

 Fractured ribs cannot be immobilized, so breathing increases pain as the ribs move. 
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draw blood, and moved from stretcher to bed for diagnostic testing, and turned from side 

to side to reduce the risk of skin breakdown. 

 

Discomfort 

 John experienced other sources of discomfort in addition to his pain. His heart 

rate was consistently elevated and pounded away at over 100 beats per minute for the 

majority of this admission. Additionally, he had a fever at least once per day for five days 

after surgery. 

 

Respiratory alterations 

 Although initially John was able to breathe without difficulty, the day after his 

surgery he experienced a major change in his respiratory status. At 6:35 AM on 1/26/05, 

with his parents at the bedside, the patient’s heart rate (to as high as 160) and breathing 

rate rose and his oxygen saturation level dropped (to as low as the 70s).
16

 He was 

reassured and asked to breathe slowly. Ativan was given to reduce his anxiety and 

provide sedation. Dr. James came to the bedside. The patient’s heart rate and breathing 

rate continued to rise. Metoprolol was given to reduce his heart rate. He was given 

Albuterol to open his airways and an oxygen mask was applied. His oxygen saturation 

level slowly increased. Then labored breathing was noted. He became unresponsive. 

Normal saline was infused intravenously at a rapid rate. Albumin was given to him. 

Treatment continued at the beginning of the day shift with more intravenous fluids, 

administration of Lasix to promote urination, and .2 mg of Narcan to counter the effects 

of the pain medication. A Bi-PAP mask was applied.
17

 John was minimally responding to 

painful stimulation. He had agonal breathing.
18

 A stat chest x-ray was done after it 

became apparent that he did not have breath sounds in his left lung. His lungs were 

congested and wheezing.  

 

At 10:30 AM, an arterial line was inserted into his left wrist and used to evaluate 

his blood gases after initial monitoring of blood gases was done by inserting a needle into 

his arteries each time. The physicians were concerned that the patient might have a 

pulmonary embolism. The patient very gradually began to become more responsive. The 

trauma physician noted at 1:30 PM that the patient opened his eyes to deep stimulation 

and to pressure applied to his sternum.   

 

 About 3 PM, the patient’s left chest was prepared. Lidocaine was injected to 

numb the skin. His tissues were cut with a scalpel and dissected to the pleura level. A 

chest tube was inserted. About 400 cc of blood came out of the incision and drained into 

the bed. The tube was connected to suction. A CT Angiography was completed that 

afternoon about 4 PM. By that time the patient was calmer and less anxious. His family 

was updated and given emotional support. The CT angiography showed compressive 

                                                 
16

 Normal oxygen level as measured by a pulse oximeter is 95-100%. 
17

 Bi-PAP stands for Bilevel Positive Airway Pressure. The use of Bi-PAP machines is often called non-

invasive face mask ventilation. This is because the trachea is not intubated so there is less trauma to the 

airway and more importantly, there is a lower incidence of nosocomial infections. 

 
18

 Agonal is slow breathing usually preceding death.  
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atelectasis, worse on the left side. There were moderate sized pleural effusions (fluid 

collections), worse on the left side. There was no evidence of a pulmonary embolism. By 

7:30 PM, the patient was awake, following commands, answering questions appropriately 

and opening his eyes to stimulation. By the following day, 1100 cc had come out of the 

chest tube. He felt much better.  

 

 John required oxygen to be administered by nasal cannula or face mask for much 

of this admission. On 1/24/05, the patient was constantly removing the oxygen and 

breathing room air.  

 

Gastrointestinal alterations 

 John was not permitted to eat or drink for the first half of this admission. For the 

first few days, he could eat or drink nothing. He was then permitted a liquid diet for two 

days. The day of surgery and the day after, the patient was again not allowed to eat or 

drink. He did not gain the ability to eat solid food until 1/27/05. The patient had an 

episode of nausea and vomiting on 1/23/05. He vomited dark brown vomitus. A 

nasogastric tube was inserted. (He complained that the nasogastric tube was 

uncomfortable after it was inserted.) 

 

Emotional and cognitive responses 
  The chaplain responded to a request by the ER nurse to visit the patient in the 

early morning hours of 1/22/05. At 5:10 AM, the chaplain was at the patient’s bedside 

talking with him and his parents. They were overwhelmed. A follow up visit occurred at 

8:26 AM that morning. The family and patient were fearful. The chaplain spoke to them 

again at 11:46 AM and provided more emotional and spiritual support. The chaplain 

found the (patient and family) overwhelmed at the time of a follow up visit on 1/23/05. 

Dr. James saw the patient early on 1/24/05. A nursing note following this visit stated that 

maximum emotional support was given to the parent during a question and answer 

session. On 1/24/05, the (patient and family) were calm and coping well. The family had 

received slightly better news about a possible recovery. Emotional and spiritual support 

was given. On 1/25/05 before the patient’s surgery, the chaplain found the family fearful 

and frustrated.  

 

 A psychiatrist was sent to evaluate John and offer support. On 1/27/05, John 

stated that right after surgery he was very upset because of the pain and having 

undergone the accident, he had thoughts of death but not of committing suicide. He 

admitted to being depressed and anxious about his condition. The patient was diagnosed 

with mixed adjustment disorder and mixed pain syndrome. The physician opined that 

John did not need medication but would be provided with psychotherapy. 

 

 John was provided with a CD player and CDs to help reduce his anxiety and 

promote relaxation. He received emotional support from the Integrative Healing Program 

nurse.  

 

           John had two episodes of confusion during this admission. During the first on 

1/23/05, he pulled out the nasogastric tube that was in his stomach to drain secretions. He 
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had awakened confused as to where he was and the time. During the second on 1/27/05, 

he pulled out the arterial line in his wrist.  

 

Rehabilitation Needs 

 A physiatrist evaluated the patient the day before his spinal surgery. He noted that 

the patient felt pain in his back and during the Foley change.  The patient had slight 

ability to move his left foot. The rehabilitation plan was to initiate physical therapy after 

the patient was stabilized, protect his skin from breakdown, put braces on his legs, and to 

plan on an inpatient rehabilitation stay.  

 

 The patient was gotten out of bed with maximum help for the first time on 

1/27/05. A physical therapy evaluation performed on 1/27/05 determined that the patient 

had dull achy pain in his chest area. His goal was to go to rehabilitation facility before 

going home. Prior to the accident, the patient lived alone in a second floor apartment with 

13 steps to enter.  His sensation and proprioception
19

 were impaired in his legs.  

 

The patient was moved out of the ICU on 1/28/05. Arrangements were initiated to 

admit him to Paulson for an inpatient rehabilitation stay. Although initially the trauma 

physician thought the Foley catheter should come out on 1/28/05, the urologist thought it 

should stay in given the patient was still in spinal shock.   

 

On 1/29/05, the physiatrist spent more than 45 minutes with the patient reviewing 

the injury, the plans (for rehabilitation), bowel and bladder programs, and rehabilitation 

issues for discharge. John had many questions about his injuries and future prognosis.  

His major needs were his incomplete spinal cord injury and the care associated with it, 

including: 

 

 Neurogenic bowel with the need for daily treatment with Senokot and 

Dulcolax suppositories 

 Neurogenic bladder with the expectation that the Foley would be removed 

and the patient would perform intermittent straight catheterization every 6 

hours 

 Pain control for his fractured ribs, pneumothorax, and so on. Oxycontin 

was recommended with the Percocet for breakthrough pain. 

 Adjustment- the family requested that a keyboard be brought in to allow 

him to play. The physician discussed trunk balance with them. (The 

keyboard is not mentioned again.)  

 

        The chest tube was removed on 1/30/04. The opening was covered with an airtight 

dressing.  

 

 On his last full day at Branton Hospital, (1/31/05), John was anxious and fearful. 

He had diffuse abdominal tenderness.  John told the third year rehabilitation resident that 

                                                 
19

 Proprioception is the ability to detect the position of ones’ limbs or appendages. It is tested by moving a 

finger or toe up or down, and asking the patient, with his eyes closed, to tell the healthcare provider the 

position of the body part. 
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there was indescribable discomfort in his upper abdomen that was worse with a deep 

breath. He had passed bowel movements with enemas and had also been incontinent of 

stool. He did not feel the bowel movements. Plans were finalized to get his diagnostic 

films copied for transfer to Paulson the following day.  

 

Status at Time of Transfer 

 John was allowed out of bed to the chair and could bear no weight. He needed 

total care for all of his activities of daily living.  He was alert, oriented, wore glasses, able 

to read, and follow commands. Staples were present in his back and were not covered by 

a dressing. He wore splints (PRAFO boots) and antiembolism stockings. These devices 

were to be removed every 2 hours and left off for 2 hours. He was able to move his arms 

and left foot. He had sensation in his right foot.  

 

Medication Orders for Transfer 

 Percocet two tablets as needed for pain 

 Colace, a stool softener 

 Senokot tables, a laxative 

 Fleets enema daily as needed for constipation 

 Dulcolax suppository for stimulating bowel movements 

 Oxycodone (Oxycontin) for pain control every 12 hours 

 Keflex every 6 hours for infection 

 Zydis as needed for anxiety 

 

Summary of Medications Administered During Admission 

 Ancef- antibiotic 

 Ativan- sedative 

 Cefazolin- antibiotic 

 Colace- stool softener 

 Decadron- reduces swelling in spinal cord area 

 Dilaudid- reduces pain 

 Dulcolax- stimulates bowel movements 

 Erythromycin- antibiotic 

 Fleet enema- stimulates stool evacuation 

 Magnesium sulfate- corrects electrolyte abnormalities 

 Methylprednisolone- steroid to reduce swelling 

 Metoprolol- reduces heart rate 

 Morphine sulfate- relieves pain 

 Oxycodone- relieves pain 

 Pepcid- reduces risk of stomach ulcer 

 Percocet- relieves pain 

 Potassium Chloride- supplements body’s supply of potassium 

 Prednisone- steroid to reduce swelling 

 Senokot- stimulates stool production 

 Solu-Cortef- steroid to reduce swelling 

 Tylenol- relieves pain and reduces fever 
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Paulson Rehabilitation 2/1/05-5/19/05 

 A number of professionals evaluated John when he arrived at this rehabilitation 

facility. The results of these evaluations are summarized below. 

 

Physician history and physical 

 Dr. Sandy Compton evaluated John on admission to the facility. She observed that 

the patient had full strength (5/5) of his elbows, wrists, and fingers. Refer to Exhibit 10 

below for the muscle strength scale. He had no ability (0/5) to bend his right hip (hip 

flexors), straighten his knee (knee extensors), point his foot upward (dorsiflexors), point 

his big toe downward (extensors), and move his foot downward  (ankle plantar flexion). 

On the left side, he had 1/5 strength in his hip when he tried to bend it (hip flexors). He 

had 2-/5 strength in his right knee when he tried to straighten it (knee extensors). He 

could not point his left foot upward (dorsiflex), but he had 1/5 strength when he tried to 

point it downward (plantar flexors). The patient had 3-/5 strength when he tried to point 

his big toe up (long toe extensors).  

 

Exhibit 10 

Muscle Strength Scale 

 

Muscle strength Grade 

No muscle contraction 0/5 

Unable to move but flicker of muscle 

contraction present 
1/5 

Able to move with gravity eliminated 

(perpendicular to gravity). Strength is not 

greater than gravity, the person cannot lift 

his arm or leg 

2/5 

Able to move against gravity, but not 

against resistance, the person is able to lift 

his arm or leg, but not resist force on the 

muscle 

3/5 

Slight weakness of the muscle against 

resistance 
4/5 

Normal strength 5/5 

 

‘+’ and ‘-‘ can be added to these values, providing further gradations of strength. Thus, a 

patient who can overcome “moderate but not full resistance” might be graded 4+ or 5- . 

This is quite subjective, with a fair amount of variability amongst clinicians. 

 

Refer to Exhibit 11 for the methods used to test strength in the legs. 
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Exhibit 11 

Neurological Testing of Legs 

 

 
Hip Flexion (L 2, 3, 4): With the patient seated, place your hand on top of one thigh and 

instruct the patient to lift the leg up from the table. The main hip flexor is the iliopsoas 

muscle, innervated by the femoral nerve. 

 

Hip Extension (L5, S1): With the patient lying prone, direct the patient to lift the leg off the 

table against resistance. Test each leg separately. The main hip extensor is the gluteus 

maximus, innervated by inferior gluteal nerve. 

 

Hip Abduction (L 4, 5, S1):  Place your hands on the outside of either thigh and direct the 

patient to separate the legs against resistance.  This movement is mediated by a number of 

muscles.  

 

Hip Adduction (L 2, 3, 4): Place your hands on the inner aspects of the thighs and repeat the 

maneuver.  A number of muscles are responsible for adduction.  They are innervated by the 

obturator nerve. 

 

Knee Extension (L 2, 3, 4):  Have the seated patient steadily press the lower extremity into 

your hand against resistance.  Test each leg separately.  Extension is mediated by the 

quadriceps muscle group, which is innervated by the femoral nerve. 

 

Knee flexion (L 5; S 1, 2): Have the patient rest prone.  Then have him pull the heel up and 

off the table against resistance.  Each leg is tested separately.  Flexion is mediated by the 

hamstring muscle group, via branches of the sciatic nerve. 

 

Ankle Dorsiflexion (L 4, 5):  Direct the patient to pull the toes upwards while you provide 

resistance with your hand.  Each foot is tested separately.  The muscles which mediate 

dorsiflexion are innervated by the deep peroneal nerve.  Clinical Correlate: The peroneal 

nerve is susceptible to injury at the point where it crosses the head of the fibula (laterally, 

below the knee).  If injured, the patient develops “Foot Drop,” an inability to dorsiflex the 

foot. 

 

Ankle Plantar Flexion (S 1, S 2).  Have the patient “step on the gas” while providing 

resistance with your hand.  Test each foot separately.  The gastrocnemius and soleus, the 

muscles which mediate this movement, are innervated by a branch of the sciatic nerve. 

Plantar flexion and dorsiflexion can also be assessed by asking the patient to walk on his toes 

(plantar flexion) and heels (dorsiflexion). 

 
http://medicine.ucsd.edu/clinicalmed/neuro2.htm 

 

 

Light touch sensation 

 The patient’s sensation was tested and found to be intact on the right side to light 

touch from C2 to T5. It was impaired at T6, absent at T7 through S2 and impaired at S3 

through S5.  

http://medicine.ucsd.edu/clinicalmed/neuro2.htm
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 Light touch on the left was intact from C2 through T4, impaired at T5, absent at 

T6 through S2, and impaired at S3 through S5.  

 

Pinprick sensation 

 The patient’s ability to detect pinprick was intact on the right from C2 through 

T5, absent at T6 through S2 and impaired at S3 through S5.  On the left, his ability to 

detect pinprick was intact from C2 through T4, absent at T5 through T7, impaired at T8 

through T12. It was absent at L1 through S2. Pinprick sensation was impaired at S3 

through S5. Anal sensation was intact and voluntary anal contraction was absent. Refer to 

Exhibit 12, scanned from the medical record. 

 

Exhibit 12 

Sensory and Motor Responses on Admission 2/1/05 

 

 

 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

The patient’s medical diagnoses were: 

 

 Paraplegia 

 Neurogenic bladder 

 Neurogenic bowel 
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 There were no areas of skin breakdown noted on admission. 

 

 The plan was to enroll the patient in a comprehensive rehabilitation program that 

would include occupational and physical therapy, place the patient on a bowel regimen, 

and check the urinalysis and culture to rule out infection, and then treat as appropriate 

with the goal to remove the catheter for a trial of his ability to urinate on his own or use 

an intermittent catheterization program. He was to be turned every 2 hours to prevent 

skin breakdown, wear multipodus boots to protect his feet, and be maintained on a zone 

air bed.
20

 The patient’s legs were to be protected from blood clots through administration 

of Lovenox injections. He was to be kept on Prevacid to prevent ulcers in his stomach. 

His asthma was to be treated with inhalers as needed. He had not recently needed them. 

The expected length of stay was two months. 

 

Interdisciplinary Admission Assessment 

Nursing 

 John was judged to be at moderate risk for safety issues/falls. His individual risk 

factors were incontinence of bladder, more than 6 medications, and poor balance or trunk 

control. He was uncomfortable because of the bed he was in and complained of 

abdominal fullness and discomfort.  His abdomen was distended.  His goal was to return 

to college. There were staples in his back.  John and his parents were encouraged to 

attend all spinal cord injury classes. Nursing needs were identified as: 

 

 Safety 

 Pain management 

 Skin integrity 

 Bladder management 

 Bowel management 

 Respiratory 

 

Physical therapy 

 An assessment completed at 6:30 PM on the day of admission revealed that John 

had decreased range of motion of his right knee due to increased pain. He also had 

decreased right hip range of motion due to pain.  He could not move his right toes on 

command. There was weakness (3+/5) in his right shoulder due to pain. His sitting 

balance was not tested due to fatigue and pain. His pain was rated as 3/10 at rest. When 

his legs were moved, his pain increased to 9/10 in his right knee and right ankle. John’s 

goal was to function normally again including walking and grooming. 

  

 John was described as an ASIA C. The factors that affected his function included 

decreased strength, decreased range of motion, decreased balance, increased pain, and 

decreased functional mobility. The initial plan was to: 

 

 assess his ability to transfer 

                                                 
20

 A zone air bed is an inflating air mattress bed. 
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 provide patient education on his splints and autonomic dysreflexia
21

 

 increase strength and functional mobility 

 (instruct in) wheelchair mobility 

 initiate discharge planning 

 

Occupational therapy 

 John’s goal was to be able to function normally as he did before the accident. The 

factors affecting his initial functioning were increased pain, decreased endurance and 

strength, decreased sitting balance and tolerance, and decreased bed mobility. The initial 

plan was to: 

 

 Increase endurance and strength 

 Increase sitting balance and tolerance 

 Increase bed mobility 

 Assess functional transfers 

 Increase independence with activities of daily living 

 Assess for durable medical equipment needs 

 Provide family training 

 

Food and nutrition 

 The nutritionist noted that the patient’s goal was to lose weight.  He required 

1500-1800 calories to lose weight.  

 

Discharge planning/community integration 

 The patient was living at a college dorm before the accident and would be 

returning home to his family’s house upon discharge. There were 10-12 steps to enter the 

house and several steps within the house.  

 

Major Problems by Week 

 John’s caregivers documented intensively during the first few weeks he was in the 

facility, and then reverted to a pattern of performing summaries of his progress. Exhibit 

13, located at the end of this report, is based on the documentation in the medical record. 

The information was sorted by me into the categories of pain and discomfort, 

                                                 
21

 Autonomic dysreflexia occurs when the body is no longer able to restore equilibrium after being 

presented with noxious stimuli from below the level of the injury. Autonomic dysreflexia occurs after the 

patient is out of the phase of spinal shock in which reflexes return. A noxious stimulus starts the process. 

Bladder distention, bowel impaction, kidney stones or appendicitis are examples of noxious stimuli. 

Ironically, the stimuli cannot be felt by the patient. The uninjured individual can respond to any stimulus 

that the nervous system picks such as pain, trapped abdominal gas or having to go to the bathroom. In a 

spinal cord injured patient, such stimuli lead to a precipitous elevation of blood pressure causing a 

pounding headache, blurred vision, nasal congestion, and sweating above the injury level. In addition, the 

patient also experiences intense anxiety, a profound sense of doom and subsequent bradycardia (slow heart 

rate) in an attempt to bring the blood pressure down. These events cause a life-threatening situation 

requiring immediate medical intervention directed at finding the source and alleviating the cause. 

Treatment includes sitting the patient up and checking for bladder distention, as this is the most common 

cause of the dysreflexia. Fried and Fried, Spinal Cord Injury, in Iyer, P. (Editor), Medical Legal Aspects of 

Pain and Suffering, Lawyers and Judges Publishing Company, 2003. 
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gastrointestinal alterations, dependence on others, complications, and cognitive/emotional 

responses. 

 

Pain and discomfort 

 Several parts of John’s body were painful. As noted in his admission assessments, 

he complained of abdominal pain (which had begun at the hospital). This was described 

as a neuropathic pain
22

 in his abdomen. He described the pain on 2/2/05 as segmental-

type pain across his abdomen. The pain worsened when he performed weight shifts in the 

wheelchair. (He had been taught the importance of weight shifts to reduce pressure 

sores.) He complained of headaches, pain in his upper and lower back, pain in his 

shoulder, left groin and hip, buttocks, and right knee. His pain was treated with Percocet, 

Tylenol or repositioning. He was also placed on Neurontin from 4/23/05-5/2/05. 

Neurontin is specifically used to treat pain arising from neurological conditions. John 

also had an episode of nausea.  

 

Gastrointestinal alterations 

 John was required to learn how to take the medications and insert the 

suppositories needed to maintain regularity of bowel function. A function that had been 

automatic before now had to be carefully regulated and monitored to ensure that he had 

routine bowel function. He took Senokot at noon, Magic Cleanse, Colace twice a day, 

and inserted a Dulcolax suppository at nighttime. Despite of the daily bowel regimen, he 

had several episodes of constipation during this admission treated with Milk of 

Magnesium and Laculose. The patient learned on 2/16/05 that he could not have an 

evening snack after his bowel program was performed, since eating had caused him to be 

incontinent of small bowel movements due to a gastrointestinal reflex.  

 

 John lost weight in the first few weeks of the admission. His weight as of 2/16/05 

was 181, which was 133% of his ideal body weight. 

 

Dependence on others 

 The biggest focus of John’s care was the regaining of his mobility. Initially he 

was very anxious about the physical therapy he was undergoing. A note on 2/8/05 stated 

that he was working on his sitting balance in the gym. He was “very anxious initially and 

then more relaxed and improved.” A lengthy discussion was held that day about his 

bladder management. John was told about the principles of intermittent self 

catheterization.
23

 The physician explained these concepts multiple times at length. John 

had difficulty grasping the concepts. He did not want to have the Foley removed- he was 

                                                 

22 Neuropathic pain is a complex, chronic pain state that usually is accompanied by tissue injury. With 

neuropathic pain, the nerve fibers themselves may be damaged, dysfunctional or injured. These damaged 

nerve fibers send incorrect signals to other pain centers. The impact of nerve fiber injury includes a change 

in nerve function both at the site of injury and areas around the injury.  

http://www.medicinenet.com/neuropathic_pain/article.htm 

 
23

 Intermittent self-catheterization consists of periodic (every 4 hours or so) insertion of a straight catheter 

into the penis and threaded up to the bladder to drain urine. It is removed after the bladder is emptied. 

http://www.medicinenet.com/script/main/art.asp?articlekey=20502
http://www.medicinenet.com/script/main/art.asp?articlekey=362
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not ready. The Foley was changed. He stated a preference for use of the Foley until 

2/21/05, when he requested a trial of intermittent self-catheterization.  He felt he was 

ready to try it. A urine culture was sent for testing in preparation for the Foley removal. 

The patient urinated 200 cc after the Foley was removed on 2/23/05. The plan of care 

focused on seeing if the patient could void on his own, with monitoring of his bladder 

volume to see if he was retaining any urine after each void. After a few days, the 

checking of bladder volume was stopped, and there is no indication that he needed self-

catheterization. 

 

Cognitive and emotional responses 

 John’s first night in the facility was impaired by environmental factors. Although 

these were not specified, he was issued an order for a sleeping pill (Ambien) and earplugs 

because of this experience. After obtaining more sleep, his mood improved in subsequent 

days and was described as more upbeat by 2/5/05. The psychologist was asked to become 

involved in the patient’s care as of 2/8/05 to help him deal with his anxieties and the need 

for much counseling required to learn each new task. This evaluation occurred the same 

day. The psychologist found that the patient had adjustment concerns about his 

medication condition, and anxiety about the rehabilitation stay. His mood was variable. 

He reported his pain at 4 out of 10 and had difficulty coping with it. The plan was to 

provide psychology services once a week and as needed. By 2/11/05, his anxiety was 

decreasing and his mood was improved. John was very excited on 2/18/05 because his 

girlfriend was going to visit him that day.  

  

Progress Reports 

 Periodic multidisciplinary evaluations of the patient’s progress are contained in 

the medical record.  

 

2/3/05 Progress Report 

 The patient did not have safety, respiratory, or skin integrity issues. He was 

experiencing generalized pain at the level of 8 out of 10 and requested Percocet before 

therapy, with good results. He was constipated and using the Foley catheter.  

 

2/7/05 Progress Report 

 John needed moderate help to use a slide board to transfer, to roll in bed, move 

from a supine position, and to use the wheelchair. He needed total support to transfer 

from the wheelchair to and from a mat and to move from a sitting to and from a supine 

position and to move his legs and shift his weight in a wheelchair. He was affected by 

decreased balance and trunk mobility, and needed repetition to demonstrate improved 

proficiency with transfer techniques and other aspects of self care and functional 

mobility. His decreased motor control and balance affected his functional gains. 

 

3/17/05 Progress Report 

 The patient was constipated. His weight was stable at 183. There was an 

improvement in his ability to transfer with minimal help.  He had learned to move within 

the bed. He required distant supervision for transfers and mat mobility and would walk 

with a rolling walker and an ankle wrap. A person needed to stay on his right side to help 
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him walk. He could walk 75 feet and was beginning to learn how to manipulate curbs. 

His decreased dynamic sitting balance, decreased leg strength, decreased strength and 

balance affected his functional gains. It was anticipated that he would need a padded tub 

bench and commode, and a custom manual wheelchair and cushion at home.  

 

3/24/05 Progress Report 

 At the time of this team conference, John was having episodes of incontinence of 

stool. The goal was to promote bowel management and a regular pattern of elimination. 

He had learned to walk up 4 steps holding onto two rails and with maximum help. His 

decreased dynamic sitting and standing balance, decreased upper body and lower body 

strength, decreased endurance, decreased leg motor control, coordination, strength, and 

proprioception, and decreased trunk control affected his functional gains.  

 

3/31/05 Progress Report 

 John reported to the nurse at 8 AM that he had not moved his bowels for 3-4 days. 

Magnesium Citrate was ordered. The patient had progressed to being able to negotiate 8 

steps with two hands on one rail with minimal help. He could transfer from a sitting to 

standing position with contact guard assistance.
24

  The same factors limited his 

capabilities (as identified in the previous conference.) 

 

4/21/05 Progress Report 

 The patient was troubled by constipation at the time of this report. He was able to 

maintain regular patterns of voiding. He was independently performing transfers and mat 

mobility. With the help of a rolling walker and leg braces, and supervision by a therapist, 

he could walk 150 feet. The patient was able to negotiate 12 steps with both rails and 

close supervision/contact guard. He needed close supervision to transfer from a sitting to 

a standing position. Minimal to moderate help was necessary to help him from a 

wheelchair to and from the floor. His decreased dynamic sitting and standing balance, 

decreased upright posture, excessive adduction (legs being brought toward the midline), 

decreased upper body and lower body strength, decreased endurance, decreased 

abdominal strength, leg tone, especially in his left ankle, and decreased leg motor control, 

affected his functional gains.  

 

4/28/05 Progress report 

 The patient was nutritionally stable with an improvement in his serum albumin. 

He had learned to put clothes on his legs in a modified independent manner without using 

the features of a hospital bed. He could walk 150 feet with bilateral lofstrands (crutches), 

a right leg brace, and with contact guard to minimal help for 75 feet. 

 

5/5/05 Progress report 

 John was experiencing muscular/skeletal pain at the level of 4 out of 10. His skin 

was intact. He was constipated. He had improved to being able to walk 200 feet with a 

rolling walker, and a right leg brace. He could walk 75 feet with crutches and contact 

guard to minimal help. He could negotiate 12 steps with supervision using bilateral rails 

and a right leg brace.  

                                                 
24

 Contact guard assistance refers to the positioning of a person within arm’s reach of John.  
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Complications 

 John’s urine was tested at three times during this admission. Each time a urinary 

tract infection was detected. He was placed on Levaquin, an oral antibiotic, on 4/14/05. 

Additionally, his hemoglobin was low on admission and mid way through his care. His 

hemoglobin was 9.4 on 2/2/05
25

 and 11.1 on 4/14/05. John did not experience skin 

breakdown or blood clots in his legs. Lovenox was injected into his abdomen to prevent 

blood clots every 12 hours until 5/4/05 when he refused it, and then it was discontinued.  

 

Medications  

 John’s medication regimen was pretty consistent throughout this admission. His 

bowel regimen has been previously described. Additionally, he was on these drugs: 

 

 Prevacid to reduce gastric acid and the risks of reflux of acid up his esophagus 

 Tylenol for pain 

 Alamag as needed for indigestion 

 Ambien for sleep 

 Albuterol inhaler as needed 

 Atrovent inhaler as needed for shortness of breath or wheezing 

 Baclofen to reduce muscle spasms and tight muscles in his legs (with doses 

adjusted to achieve the best response) 

   

Day Passes 

 John participated in several day passes during this rehabilitation stay. He went 

home with his family for a day or a weekend.  

 

Status at Discharge 

 John’s functional capabilities improved in all areas. He made the greatest gains in 

the areas of being able to manipulate a wheelchair and stairs, and walk. He also improved 

in his ability to dress, transfer, and toilet himself. He learned to manage his bowel 

program by inserting suppositories into his rectum. Discharge medications included:  

 

 Baclofen pills three times a day 

 Magic Cleanse four tablets at noon 

 Dulcolax suppository every night 

 Senokot three tablets at noon 

 Colace capsules twice a day 

 

John was to follow up with Dr. Compton and the urologist, Dr. Smith.  

 

Initial Outpatient Evaluation 

 The last document in the patient’s medical file consisted of the initial evaluation 

performed by a physical therapist associated with BCH Wellness at Old Bridge. The 

patient was evaluated on 5/24/05 to determine his need for therapy. He was able to 

independently turn and scoot with difficulty in bed. The goal was to help him achieve  

                                                 
25

  The lab used by Paulson defines a normal hemoglobin as 14-18. 
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independence in turning or scooting. He could independently walk with a rolling walker 

with difficulty about 500 feet. The goal was to enable him to walk with a straight cane for 

greater than 1000 feet.  

 

 While he could walk up stairs with supervision and standby assistance, the goal 

was to help John independently walk holding onto a railing and a cane. At the time of the 

evaluation, he could walk up steps in a step over step fashion. He could walk for 3 

minutes before he had to sit.  John could stand unsupported for 30 minutes before he had 

to sit.  

 

 John reported that he was numb in his legs and had neurogenic pain at his sternum 

that lasted 2-3 minutes. The patient had moderate pain, which limited his ability to 

perform activities of daily living. Pain affected him at night and he found it difficult to 

sleep. He rated his back pain with activity as 2/10 and it was sharp and localized. It was 

0/10 at rest. The goal was for him to have mild pain and limitation during these efforts. 

John’s moderate to severe pain affected his ability to participate in recreational activities. 

John was independent in his activities of daily living and transfers, but did so with 

modifications. He believed his weakest areas were his core muscle stabilizers, 

hamstrings, and dorsiflexors. His reflexes were hyperactive at his knees.  

 

 The muscle strength in John’s legs was tested at 3-, 3 or 3+ at his hip and knee. 

He was able to move against gravity, but not against resistance; he was able to lift his arm 

or leg, but not resist force on the muscle. The patient’s strength was only 2+ at his ankle 

on the right with respect to his ability to point his toes upward and turn his foot inward 

and outward. He had slightly better ability to point his toes downward. The left foot had 

better strength in these range of motion performances.  

 

 The patient was also having difficulties with trunk support. The goals were to 

improve his strength to a 4 or 4+ in his hip and knee and to bring his ankle function to a 

3+. The patient was to receive therapeutic exercises, aquatic therapy, manual therapy, gait 

training and stair climbing therapy.  

 

 Thank you for the opportunity to assist you with this file.  

 

      Very truly, 

 

 

      Patricia Iyer MSN RN LNCC 
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            Diagnostic Testing
  January 21 - January 31, 2005
                    Exhibit 2

K
E
Y

Head CT Scan

Cervical Spine 
CT Scan

Thoracic spine
 CT Scan

Chest, abdomen, 
pelvic CT Scan

Thoracic spine MRI

Venous duplex of legs

Chest CTA

Venous duplex of arms

Intraoperative fluoroscopy
 of spine

Intraoperative fluoroscopy
 of abdomen

Chest X-ray

Pelvic X-ray

Thoracic
 spine x-ray

Lumbar spine 
x-ray

EKGVenous Blood 
draw

Arterial Blood 
draw
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          Injuries 1/21/05
               Exhibit 3a

Bruising around eyes near nose

LacerationNasal fracture

Multiple rib 
(5th - 9th)
 fractures,
pneumothorax

Mediastinal hematoma

Pulmonary contusions, 
multiple rib (6th - 11th)
fractures, pneumothorax
(collapsed lung)

Splenic lacerations

Pneumatocele



                     John Pike
          Injuries 1/21/05
               Exhibit 3b

Hemothorax (blood)
within lung cavity

Pain

T5 Thoracic spine 
fracture within 
ligamentous
injuries

T6 superior
facet fracture Tears in interspinous

ligament and
ligamentum flavum
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Major Problems 

1/21/05 – 2/01/05 

Exhibit 8 

 

Major Problems January Feb 

21 22 23 24 25 26 27 28 29 30 31 01 

Pain 

Back pain ✔ ✔ ✔  ✔ ✔ ✔ ✔ ✔ ✔   

Abdominal pain         ✔  ✔  

Rib pain       ✔      

Pain (site not defined) ✔ ✔   ✔ ✔ ✔ ✔ ✔ ✔ ✔  

Discomfort 

Rapid pulse ✔ ✔ ✔ ✔ ✔ ✔ ✔ ✔ ✔ ✔ ✔ ✔ 

Fever *     ✔ ✔ ✔  ✔  ✔  

Multiple IV start attempts     ✔        

Respiratory alterations 

Drop in oxygen saturation      ✔       

Respiratory distress      ✔       

Required oxygen  ✔ ✔ ✔ ✔ ✔ ✔ ✔     

Required chest tube      ✔ ✔ ✔ ✔ ✔   

Coarse breath sounds     ✔        

Gastrointestinal alterations 

Unable to eat or drink ✔ ✔   ✔ ✔       

Unable to eat solid food   ✔ ✔ ✔ ✔ ✔      

Decreased appetite       ✔ ✔     

Nausea and vomiting   ✔          

Fluid alterations 

Generalized edema  ✔   ✔ ✔ ✔      

Emotional responses 

Anxiety/fear  ✔ ✔  ✔ ✔ ✔    ✔  

Agitation      ✔       

Depression       ✔      

Confused   ✔    ✔      

Pulled out arterial line      ✔       

 = Surgery * = Fever of 100º or higher 

 = Moved out of ICU   

 



Sun Mon Tues Wed Thur Fri Sat
21 22

23 24 25 26 27 28 29

30 31  1

                                John Pike
             Medications Given for Symptoms
                January 21 - January 31, 2005
                                 Exhibit 9

K
E
Y (pain)

Dilaudid IV
(pain)

Morphine IV
(pain)

Percocet
(sedation)
Ativan IVTylenol

20

Oxycodone
   (20 mg)

  (pain)

10

Oxycodone
   (10 mg)

  (pain)

   Dilaudid 
PCA infusion

(pain)

   Morphine
PCA infusion

  (pain)

10

10

20 10 20 20



John Pike 

Major Problems 

February 2005 – May 2005 

Exhibit 13 

 

Major Problems February March April May 

1 2 3 4 1 2 3 4 1 2 3 4 1 2 3 

Pain 

Neuropathic pain/sensation in 

abdomen and flanks 
✔ ✔ ✔             

Headache   ✔       ✔      

Pain          ✔ ✔ ✔ ✔   

Pain in low back ✔     ✔  ✔   ✔   ✔ ✔ 

Pain in buttocks    ✔   ✔          

Pain in left groin/hip          ✔ ✔  ✔   

Pain in shoulder ✔               

Pain in ribs/chest      ✔ ✔ ✔  ✔      

Right knee and ankle pain ✔               

Pain in upper back             ✔   

Discomfort 

Nausea  ✔              

Gastrointestinal alterations 

Stool incontinence   ✔     ✔        

Constipation       ✔ ✔  ✔ ✔ ✔ ✔   

Dependence on others 

Dependent on Foley ✔ ✔ ✔             

Decreased abdominal strength           ✔     

Decreased leg strength ✔      ✔ ✔   ✔ ✔ ✔   

Decreased trunk control ✔       ✔        

Decreased endurance ✔       ✔   ✔ ✔ ✔   

Decreased balance ✔      ✔ ✔   ✔ ✔ ✔   

Needs total help to transfer ✔ ✔              

Difficulty urinating   ✔             

Complications 

Urinary tract infection   ✔     ✔  ✔      



John Pike 

Major Problems 

February 2005 – May 2005 

Exhibit 13 

 

Major Problems February March April May 

1 2 3 4 1 2 3 4 1 2 3 4 1 2 3 

Low hemoglobin and hematocrit ✔         ✔      

Cognitive emotional responses 

Anxiety ✔ ✔ ✔             

Difficulty sleeping ✔               

Difficulty understanding self care ✔ ✔              
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