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Case #:
On (date) at approximately 0300, the subjects of this medical review were passengers in a vehicle driven by the defendant (Name).  The defendant and unrestrained passengers were driving down (Route) in a 1984 Mazda at a high rate of speed. The driver of the automobile could not negotiate a turn, lost control of his vehicle, and struck a utility pole. Upon arrival of law enforcement and fire rescue, (victim # 1), a rear seat passenger, was found partially ejected from the rear seat. His upper torso was lying on the back of the vehicle, while his lower torso remained in the vehicle. It appeared (victim #1) hit the rear hatchback, causing the glass to shatter resulting in severe lacerations to his head. He was later extricated from the vehicle.  (Victim # 2), an unrestrained front seat passenger at the time of the accident, was found lying outside of the vehicle. Empty beer containers were found on the floor of the vehicle. Due to the serious nature of the injuries, law enforcement could not collect blood samples within their four-hour window.
	(Victim # 2), was transported to (Emergency Room) and evaluated by emergency department (ED) physicians. Upon arrival to the ED, (victim # 2), history revealed he was an unrestrained front seat passenger involved in a motor vehicle collision. Initially (victim # 2) denied pain, but subsequently began to complain of neck, back, left wrist and ankle pain. Also, he reported headache, light-headedness, and dizziness with some loss of consciousness. His medical history was otherwise unremarkable and vital signs were stable.  (Victim # 2)’s physical exam revealed a 23-year-old male with a swollen, tender abrasion mid-forehead extending into the hairline.  (Victim # 2)’s exam was unremarkable as follows:
NECK:  Non-tender, painless range of motion with trachea midline,
EYES:  Pupils were equal, round, and reactive to light,
ENT:  No external signs of injury, no dental injury,
RESP / CV:  Chest was non-tender, breath and heart sounds normal,
ABDOMEN:  Non-tender with no organomegaly,
NEURO:  (Victim # 2) Oriented to time, place, and person; mood and affect, cranial nerves and sensation was normal and intact,
SKIN: Warm, dry, and intact except for a swollen, tender abrasion mid-forehead extending beyond hairline,
BACK:  Lumbar tenderness,
EXTREMITIES - pelvis stable, hips non-tender, ankle tenderness, no pedal edema, limited range of motion in left wrist and ankle
	Urine dip-stick for blood was negative. X-ray of the lumbar and sacral spine, left wrist and ankle were normal; no fractures, mal-alignments were found. Soft tissue appeared to be normal. A CT scan of the head was negative. The clinical impression was (victim # 2) had suffered a contusion of the head, neck sprain, strain of the lumbar back, and left ankle & wrist strain.  (Victim # 2) was discharged to home with instructions to follow-up with his doctor and given prescriptions for:
Motrin 800 mg every 8 hours for pain,
Skelaxin 2 tablets every 8 hours for muscle spasm,
Percocet 5/325 mg 1-2 tablets every 6 hours as needed for severe pain.
	(Victim # 1) is a ** year old male and unrestrained rear seat passenger in the defendant's vehicle on (date). He was found by fire rescue partially ejected from the rear of the vehicle. He was extricated from the vehicle and transported to (Hospital). Upon his arrival at (Hospital), (victim # 1) was non-communicative and therefore the ED physician could not obtain a medical history. His Glasgow Coma Scale (GCS) was 9 out of 15. The (Hospital) trauma team evaluated (victim # 1) and determined his physical exam was remarkable for a full thickness laceration and skull depression behind the left ear. The rest of the exam was as follows:
NECK:  No outward physical findings,
EYES:  Pupils were equal, round and reactive to light, extra-ocular movement was intact, 
ENT:  No external signs of injury, no dental injury,
RESP/Cardiovascular (CV): Chest was non-tender, breath and heart sounds normal,
ABDOMEN: Non-tender with no organomegaly,
NEURO: eye opening response was to pain only, verbal response was incomprehensible sounds, and he was able to localize pain. This represented a Glasgow Coma Scale (GCS) of 9/15,
SKIN: Full thickness laceration behind left ear,
EXTREMITIES: Atraumatic.
	X-ray of the cervical spine was negative for a fracture. Chest X-ray was negative for infiltrates, heart size was normal. CT of the head revealed a small right frontal sub-parenchymal hemorrhage vs. subarachnoid hemorrhage. Pelvic film was negative. Preliminary urine toxicology was negative. The clinical impression of the ED physician was a head contusion. A repeat CT scan was negative, C-Spine films revealed a fracture of the left scapula.
	(Victim # 1) was admitted to the Surgical Intensive Care Unit (SICU) from the emergency department (ED) for observation.  (Victim # 1) was initially intubated secondary to decreasing GCS and combativeness. It is not clear from the record when or if (victim # 1) was extubated. An antipsychotic, Haldol was prescribed on an "as needed" basis for combativeness.  Additionally (victim # 1) received the following medications during his hospital admission:
Zantac 50 mg IV every 8 hours
One time doses 
Magnesium Sulfate 4 gm IV over 3 hours
Haldol 5 mg IV Versed 1 mg IV 
Morphine 1mg IV
Magnesium Sulfate 4 gm IV over 3 hours
Haldol 2 mg IV
Dilaudid 2 mg IV for pain
As needed doses 
9 doses Morphine 1-3 mg IV, every 2-3 hour as needed for pain
3 doses Tylenol 650 mg orally, every 4 hours as needed for temperature > 38.5
3 doses Ativan 1-2 mg IV, for CT scan
3 doses Haldol 2.5 — 5.0 mg IV, every 4 hours as needed for agitation
	Consults were obtained from Rehab Medicine, Surgical Critical Care, Cardiology, and an additional outpatient service. While in SICU V, vital signs remained stable.  (Victim # 1) continued to experience periods of agitation and confusion upon waking. He required a Posey restraint secondary to the confusion and agitation. He easily fatigued during activity with the therapist, continued to complain of headache and left upper extremity pain. By discharge (victim # 1) progressed to being "out of bed" (00B) for Occupational & Physical Therapy.  He tolerated some food by mouth. By discharge, (victim # 1)’s vital signs were stable and the rest of his physical exam as follows:
GENERAL:  Awake, alert, and trying to lean over bed rails, very poor judgment, needing to be physically redirected
HEENT: Face symmetrical
RESP/ CV:  Lungs clear to air, heart rate and rhythm regular
ABDOMINAL:  Soft
             MUSCULOSKELETAL: Extreme left shoulder pain to palpation, pain with minimal 
             range of motion to 90 degrees, abduction 45 degrees, no other joint deformities noted,
SKIN: Left scalp laceration repair clean and dry
NEURO:  Confused, easily, decreased short term memory, limited concentration, impulsive
	Clinical impression by Rehab Medicine is a (**) year-old male status post (s/p) motor vehicle accident (MVA) with a closed head injury, moderate cognitive and functional deficits. It was suggested (victim # 1) was a good candidate for inpatient rehabilitation. (Victim # 1) was discharged from SICU on (date).
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