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XXX YYY  

DOB: 00/00/0000

Confidential and privileged information
	Medical Chronology/Summary - Usage guideline/Instructions

I: Accident report: These are shown as blanks if the records are not available/applicable.
II. Injury report: This comprises of an abstract of the patient’s related damages, surgical details, disability, ADL details, etc. 
III. Patient History: Details related to the patient’s past history (medical, surgical, social, occupational, family and allergy details) present in the medical records.
Verbatim Detailed Medical Chronology: Information captured “as is” in the medical records without alteration of the meaning. Type of information capture (all details/zoom-out model and relevant details/zoom-in model) is as per the demands of the case, which will be elaborated under the ‘Specific Notes.’
Reviewer’s Comments: Comments on contradictory information and misinterpretations in the medical records, illegible handwritten notes, missing records, clarifications needed, etc. are given in italics and red font color and will appear as * Reviewer’s Comments.
Illegible Dates: Illegible and missing dates are presented as “00/00/0000”(MM/DD/YYYY format).
Illegible Notes: Illegible handwritten notes are shown as blank spaces “_____” with a note “Illegible Notes” in the heading of the particular consultation/report.

General Instructions:

· The medical summary focuses on “Motor Vehicle Collision on 00/00/0000,” the injuries and clinical condition of “Claimant Name” as a result of accident, treatments rendered for the complaints and the progress of the condition.
· Initial and final therapy evaluation has been summarized in detail. Interim visits have been presented cumulatively to avoid repetition and for ease of reference. 

· From the prior records, only musculoskeletal injuries have been summarized in detail. Unrelated visits for other medical conditions have been included in brief for reference.



Injury Report

	DESCRIPTION
	DETAILS

	Prior injury details
	Chronic right L3 radiculopathy.

Sacroiliitis

Left hip pain

Lumbosacral strain with herniated disc at L3-4

History of decompressive lumbar laminectomy

Radicular pain of lower extremity
Degenerative disk disease with right L2-L3 foraminal disk protrusion causing foraminal stenosis and some nerve impingement.
L3-4 disk herniation, superior migration, and L3 nerve root compression on the right side
L3-4 micro lumbar diskectomy, right side on 00/00/0000
Failed back syndrome, lumbar
Chronic pain syndrome

Left knee medial joint degenerative joint disease

	Date of injury
	00/00/0000

	Description of injury
	The claimant hit a large truck head-on and fell onto his right side. He was wearing his helmet during the incident.

	Injuries as a result of accident
	Minimally displaced fractures of right ribs 4-6
Left radial styloid fracture
Displaced fracture of left radial styloid process

Nonunion of sternum
Reflex sympathetic dystrophy of the upper limb

Complex regional pain syndrome type 1 of left upper extremity

Lumbar strain

Left Dequervain’s tenosynovitis

	Treatments rendered
	Pain medications 

Occupational therapy sessions 
Physical therapy sessions 

Left first dorsal release on 00/00/0000
Left total knee arthroplasty on 00/00/0000

	Condition of the patient as per the last available record
	00/00/0000: He was still having pain and weakness to the left hand and wrist. He did not feel safe yet and confident in his grip. He was referred to occupational therapy and pain medicine for further care. 


Patient History

Past Medical History: Hypertension, Hyperlipidemia, Degenerative disk disease, right L2-L3, disk protrusion, depression, history of nephrolithiasis 

Past Surgical History: Lumbar laminectomy-2011. Knee surgery-1990. Tonsillectomy 1960. Sinus surgery

Family History: Mother had hypertension, diagnosed at age of 80 

Social History: Former smoker – 25 years, no alcohol use. He works as a welder and mechanic

Allergies: No known drug allergies 

Detailed Summary

	DATE
	FACILITY/ PROVIDER
	SEQUENCE OF EVENTS/TREATMENT RENDERED
	BATES

	SUMMARY OF PRIOR MEDICAL RECORDS 



	00/00/0000
	XXX Regional Health

XXXX, M.D.
	Pre-procedure history and physical:

Planned procedure: Cysto, right ureteroscopy, laser lithotripsy, ureteral stent placement

Indication: Right ureteral stone
	4528

	00/00/0000
	XXX Regional Health

XXXX, M.D.
	MR angiogram of brain, head and neck:

Indication: Hand and foot paresthesia.

Comparison: Skagit Valley Hospital, CT Brain without contrast, 00/00/0000.

Findings:

MRI Brain: No extra axial fluid collections, nor evidence of acute intracranial hemorrhage is present. Ventricles, sulci, and cisterns are clear. No hydrocephalus is present. No masses nor areas of mass effect are present. There is a minimal degree of patchy high Flare signal in the periventricular and subcortical white matter, with differential considerations including small vessel ischemic disease, demyelinating disorder such as multiple sclerosis, vasculitides, diabetes mellitus and migraines. Clinical correlation is recommended. Diffusion weighted imaging reveals no recent infarct. The flow voids are present in the major intracranial vessels. Sinuses, mastoids and orbits are within normal limits.
MR Angiogram Neck: Thoracic aortic arch is widely patent with standard branching anatomy configuration. Innominate artery is widely patent. Right subclavian artery is widely patent. Right vertebral artery is mildly diffusely stenotic over its proximal 30 mm and is otherwise widely patent. Right common carotid artery is widely patent. Right external carotid artery is patent. Right internal carotid artery is widely patent. Left common carotid artery is widely patent. Left external carotid artery is patent. Left internal carotid artery is widely patent. Left subclavian artery is widely patent. Left vertebral artery demonstrates a high grade origin stenosis and is otherwise mildly patent.
MRI brain: 

· No acute abnormality

· Minimal degree of white matter disease with differential considerations including small vessel ischemic disease, diabetes mellitus, vasculitis and migraines. Clinical correlation recommended

MR angiogram head: Negative cerebral MR angiography
MR angiography of the neck:

· No evidence of internal carotid artery stenosis bilaterally

· High grade left vertebral artery origin stenosis
	4309-4310

	00/00/0000
	XXX Regional Health

XXXX, M.D.
	Electromyography/Nerve conduction study:

Interpretation: This is a normal nerve conduction study without specific evidence of a peripheral neuropathy
	4366-4367

	00/00/0000
	XXX Regional Health

XXXX, M.D.
	MRI of cervical spine with and without contrast:

Indications: Low back pain, numbness to right arm, rule out multiple sclerosis

Findings:
Loss of normal cervical lordosis. Alignment otherwise is normal. Marrow
signal and alignment within normal limits. Paraspinous soft tissues within normal limits. Cord signal and enhancement within normal limits. Visualized portions of the posterior fossa are normal.

Loss of normal cervical lordosis. 

C5-C6: Disk desiccation and diffuse disk bulge, with superimposed broad-based right paracentral and posterolateral protrusion, small. There is mild canal stenosis and mild foraminal stenosis bilaterally
Impression:

· No evidence of multiple sclerosis

· Mild canal and bilateral foraminal stenosis at C5-6 to disk disease. No evidence of neural impingement
	4307

	00/00/0000
	XXX Regional Health

XXXX, M.D.
	MRI lumbar spine without contrast:

Indications: Low back pain, numbness, rule out multiple sclerosis

Findings:
Alignment is normal. Small hemangioma at S2 is present. Marrow signal is
otherwise within normal limits. Moderate dependent edema in the posterior subcutaneous fat is present. Paraspinous soft tissues are otherwise within normal limits. Cord signal is normal as visualized. No intradural masses are present. Conus medullaris terminates at the lower T12 level.

L4-L5: Mild disk desiccation. Central annular tear. Minimal diffuse disk bulge. Mild canal stenosis. No foraminal stenosis.

L5-S1: Mild facet hypertrophy bilaterally. No significant canal, no foraminal stenosis

Impression:

Moderate degenerative disk disease, associated with minimal to mild canal and foraminal stenoses. No neural impingement. No evidence of cord signal abnormalities to suggest multiple sclerosis.
	4308

	00/00/0000
	XXX Regional Health

XXXX, M.D.
	Office visit for back pain:

History: The patient comes in today asking for a letter for job support enforcement. The patient asked for this letter since he has been unable to work since his back injury in April. He had an MRI at that time, which showed a right foraminal disk protrusion causing his pain and radiculopathy. He was referred to orthopedics at that time. The patient held off on any surgical intervention. He had a couple of Physical Therapy, but did not find any relief from it. He is not taking any medication at this point. His back is a lot better. He is not using any muscle relaxant as well. He still has some numbness from his right buttock to his right thigh, but this is much improved. He denies any recent falls. He still is not lifting, but is able to work around without any problems

Examination: No tenderness on palpation of his lower back.
Assessment and plan:

· Degenerative disk disease with right L2-L3 foraminal disk protrusion causing foraminal stenosis and some nerve impingement. This is a lot better with resolution of the muscle spasm. He still is not able to lift, but is ambulating better without any pain. A letter will be written for patient. This will be mailed to him. Advised to follow up in the clinic if he has increased numbness over his right thigh.

· Hypertension.

· Depression
	4371

	00/00/0000
	XXX Regional Health

XXXX, M.D.
	Follow-up visit for leg pain:

His symptoms began 00/00/0000. Saw physiatry, surgery recommended, finally had this with Dr. Wright.

Still with right leg weakness and nerve pain. Saw WIC and given Tricyclic which did not help.

Still on Percocet. Needs up dated APF to cover time until sees neurosurgeon again next month.

No change in underlying pain/weakness since post op. PT put on hold until sees neuro surgeon.

Mechanism of injury: Lifting.

Symptoms are not improving over time.

Pain location: Lower back, right side groin area, numbness on right leg.

Pain severity: Moderate.

The patient has not tried any treatments.
Symptoms are worse with sitting or standing for long time.

Symptoms are improved with sitting with right leg up
Assessment: Lumbar radiculopathy

Discussed diagnosis and treatment of condition.

New APF given. See neurosurgery. Continue current pain meds. 
	70-75

	00/00/0000
	XXX Regional Health

XXXX, M.D.
	Follow-up visit for low back and right leg pain:

He is now 5-months post-operative. His post-operative symptoms are better. Oh yes, I am about 40% better. Still has residual pain in the low back, right leg and groin area. The chart was reviewed.
Imaging:
Lumbar-MRI 00/00/0000 shows post-operative change at the L3-4 level, right side, but the changes are mainly post-operative. Doubt surgically significant stenosis.
Impression: History of herniated lumbar disk with radiculopathy.

Status post L3-4 micro lumbar discectomy.
At this point Neurosurgical treatment is reasonably complete. He will be referred back to XXXX, MD for residual post-operative pain not resolved by surgery-especially, spasms in right thigh. Still has numbness in the front of the right thigh - but numbness presents down to the right for before surgery is gone. Return to clinic as needed. 

Medications: Percocet 5-325mg #90 given at office visit today. Further meds to come from XXXX, M.D.

Work: Unable to work at this time. Return to work issues will be deferred to XXXX, M.D.
	76-84

	00/00/0000
	XXX Regional Health

XXXX, M.D.
	Follow-up visit for radiculopathy:
Subjective: Patient presents for follow up evaluation of his right L4 radiculopathy. Since his last appointment the patient’s symptoms have been improved about 40-50% status post right L3-4 laminectomy done 5 months ago by Dr. Sanford Wright. He continues with significant residual right quadricep weakness and has noted some atrophy. There is cramping in the leg. Overall this is better than preoperatively. He was participated in physical therapy; this was put on hold for a follow-up MRI. The follow-up MRI shows postsurgical changes but no evidence of recurrent disc herniation or significant stenosis.

Objective: Alert six-year-old in no immediate distress. Ambulates with antalgic gait. 4/5 knee extensor strength. 5/5 ankle dorsiflexion.

Assessment: The patient with a gradually improving right L4 radiculopathy, now status post L3-4 laminectomy. Postoperative follow-up MRI showed no evidence of recurrent disc herniation or stenosis. Additional surgery was not recommended. Patient has no interest in epidural steroid injections and we discussed that these would not likely change his strength regardless. He has ongoing return to work issues. We discussed that he may continue to heal from his nerve injury for up to a year or more. This is likely to be slow. There is no certainty that he will regain full strength in the leg.
Plan: Resume physical therapy. Occupational medicine referral for management of L&I claim.
	85-88

	00/00/0000
	XXX Regional Health

XXXX, M.D.
	Physical therapy initial evaluation report:

He presents for follow up evaluation of his right L4 radiculopathy. Since his last appointment the patient’s symptoms have been improved about 40-50% status post right L3-4 laminectomy done 5 months ago by Dr. Sanford Wright. He continues with significant residual right quadricep weakness and has noted some atrophy. There is cramping in the leg. Overall this is better than preoperatively. He was participating in physical therapy; this was put on hold for a followup MRI. The followup MRI shows postsurgical changes but no evidence of recurrent disc herniation or significant stenosis.

Objective: Alert six-year-old in no immediate distress. Ambulates with antalgic gait. 4/5 knee extensor strength. 5/5 ankle dorsiflexion.
Patient returns to physical therapy after one month. During that month, we understand further diagnostic evaluation was performed and it was ultimately determined to continue with physical therapy. Our functional analysis indicates L3, 4, femoral nerve entrapment, thus the nerve is not gliding freely resulting in radicular symptoms including lack of sensation, numbness, anterior thigh muscle cramping, weakness and atrophy. It appears that the appropriate course of treatment in physical therapy will be gentle gradual progression of right femoral nerve gliding techniques with the goal of being able to perform passive and active symptom-free combined hip extension, knee flexion, and ankle plantar flexion movements. As this range of motion improves without symptom, we will progress anterior thigh strengthening. Goals will include, but are not limited to tolerance to sitting for as much as an hour at a time without symptoms and pain so that he could concentrate on the task at band, such as computer work, but also be able to tolerate and perform driving with adequate sitting tolerance and right leg strength so that he can negotiate accelerator and break without compromising safety. We will also expect that he will be able to stand and walk 1 mile or more at a time without neurological symptoms emanating from the right L3, 4 level.

We will provide treatment to achieve these goals and recommend two times a week for 6-weeks.

Observations:

Girth of quadriceps: Measured just proximal to the patella: Right 51.5 cm, left 54.5 cm.

Strength:

Ankle dorsi flexion: right 4+/5.

Quads: Observe labored in extending knee but able to do so against gravity with a measure 4/5 but did not complete due to concerns of quad cramping.

Hip flexion: Right 4+/5 but diminished endurance and with reported groin pain, possibly radicular in nature.

Neurological: DTR: Right 1+, Left 2+

Reports cramping sensation at 100 degrees of knee flexion. We did not continue beyond 110 degrees. During the femoral nerve glide technique, it was also reported that he was experiencing right foot numbness well before the cramping sensation with foot numbness occurring between 80 and 90 degrees of knee flexion.

Palpation: 

Tenderness to PAs at incision site along the L2-L4 segments.

Incision is mobile in all directions.

Normal muscle tone of lumbar paraspinals.
Therapeutic exercise: Treatment included one or more of the following to one or more areas; exercises to develop strength/endurance, range of motion, flexibility. 30 minutes
	89-93

	00/00/0000
	XXX Regional Health

XXXX, M.D.
	Electrodiagnostic report:
History: Is a 53-year-old male status post emergent right L3-4 laminectomy and discectomy performed by Dr. Wright on 7/21/11. The patient complains of residual numbness and tingling and pain to the right 5 toes which he describes as "water sensation in the toes". The patient who had no symptoms to the left lower extremity now has a two-month history of similar "water on the toes sensations" to all the toes of the left foot. Electrodiagnostic exam is being performed to differentiate a left lumbar radiculopathy versus a peripheral polyneuropathy.
Conclusion: Borderline normal left lower extremity electrodiagnostic exam is suggestive but not diagnostic of a sensory more than motor peripheral polyneuropathy. There is no evidence of a left lumbosacral radiculopathy or a left lumbosacral plexopathy.
	124-128, 1878-1880

	00/00/0000
	XXX Regional Health

XXXX, M.D.
	Procedure report:

Pre-procedure diagnosis: Lumbar radiculopathy

Procedure: Right L3 selective nerve root block. 
	232-257, 1756-1758, 1752, 1760-1762

	00/00/0000
	XXX Regional Health

XXXX, M.D.
	Physical capacity evaluation report:
Patient reports that his primary occupation is a pipe fitter/welder. However, between jobs he works at the City of Everett in the Maintenance Department. While doing this job he developed problems with his low back after pulling
on a post in the ground in May of 2011. He had persistent symptoms and was placed on light duty. He later had an MRI, which indicated an L3-4 disk extrusion. He subsequently had an L3-4 discectomy on July 9th 2011. Patient reports that post op there was some improvement in pain, although he continues to complain of disabling pain in his LB, RLE and right groin.
Treatment/Therapy: PT at Stanwood Camano PT. He reports that he went for approximately 6 months, but it was not helpful. He describes a program consisting of stretching and light exercise.
Percent Improved: Patient reports that he has made little to no improvement in recent months.
Previous Worker s Compensation Claims: I previous claim involving Right upper extremity humerus fracture.
Vocational information:

Job at the Time of Injury: Maintenance Mechanic (temporary)
Employer at the Time of Injury: City of Everett
Current Work Status: Not working, on time loss
Employment History: Pipe fitter/welder
Education: NT
Vocational Goal: Undetermined, Mr. XXX does not feel that he can work at
anything he has done in the past
Current Financial Situation: Time loss
Location

Symptom

Aggravated by

Eased by

Rating 

Right lower extremity, hip and knee

Pain, throbbing and cramping

Walking, driving

Resting, reclining and meds

6

Right groin

Pain

As above

As above

6

Bilateral toes

Numbness

All the time

NT

NT

Low back

Pain

Standing

As above

5-8

Daily Routine: The client described a sedentary pattern of activity during a typical day. Typical activities include caring for his parrot, light meal prep, cleaning up the kitchen, simple yard work with frequent rest breaks. He usually accompanies his wife on errands,
Quality of sleep: Poor, wakes frequently,
Napping or resting during the day: often, although unable to sleep during the day, due to anxiety
Exercise: has a Total Gym at home, works his upper body only
At what pain level does the client feel that they can work? Approximately 3
Fear-Avoidance Belief Questionnaire: Activity: 14 /24 Work: 42 /42

Inappropriate Symptoms Questionnaire: 1 /5
(this inventory contains five questions about the presence of inappropriate symptoms for low back pain clients. Scores greater than 2/5 are indicative of inappropriate illness behavior.)
ADL Checklist Score: 75 % (subjective self-reported inventory about basic activities of daily living and functional levels) indicated the claimant perceives himself as moderately impaired.
Drivers License: yes
Vehicular driving/riding tolerance: not currently driving due to RLE symptoms
Objective:

Trunk flexion: 65

Trunk extension: 15

Side bending: Right: 15, left: 18

Client reports and increased low back and right hip/lower extremity pain with end range trunk extension and side bending and when moving from full flexion      into extension.
Hip strength: Right: 4-/5
Waddell Testing 
Compression 
Regional Disturbance
Rotation
Distraction/SLR - Positive for report of increased pain with trunk rotation and right SLR in sit and supine.

Neurological assessment: Right patellar tendon DTR slightly diminished vs. left at 1+. Client reports diffuse paresthesia right thigh to light touch, pressure; he reports numbness in bilateral toes primarily th right which he describes as also feeling wet most of the time.

Hand function:

Right 18%

Left 20%

Fine motor skills: Within normal limits.

General mobility:

Sitting: Normal. Ow back pain.

Balance: Increased weight bearing on the right increased client report of symptoms right lower extremity.

Standing: Low back pain, right lower extremity pain and right groin pain

Walking: Forward flexed trunk, wide stance, decreased stance time on right, decreased pace, requires bilateral upper extremity support on treadmill. Gradually increasing right numbness and right groin pain.

Dynamic standing and walking: Low back pain right lower extremity pain and right groin pain.

Reaching: Reported that a previous right arm fracture does limit horizontal.
Recommendations:

Patient’s primary limitation is with physical performance involving the lower half of his body. He reports disabling pain with standing, walking, lifting, carrying, bending and squatting. He had no demonstrated issues with upper body performance including reaching, upper level lifting, push/pulling.

Patient would benefit from the assignment of a vocational rehabilitation counselor to establish a feasible return to work goal.

Functional improvement may be enhanced with additional rehabilitation. However, patient reports that Physical Therapy has not been helpful in the past. His rehab potential will need to be established and patient and his AP decide which treatment approach would be of most benefit. Considerations would include work conditioning or a pain management program. The later would be helpful in many ways including:

Developing pain management and coping strategies

Develop improved tolerances for work and activities of daily living

Improve functional strength and physical capacities

Addressing sleep disturbance, fear, and return-to-work issues.
Limiting Factors in Performance
Pain-limited performance areas: standing, walking, lifting, carrying.

Pain/illness Behavior: Mr. XXX displayed no significant pain behaviors during the evaluation.
Mr. XXX attempted all of the evaluation activities and was willing to push himself. His performance was limited by pain in nearly every area of performance. Clearly his pain symptoms and subsequent self-restriction result in a limited functional profile.


Evaluator’s Comments: Mr. XXX was informed that his participation in any evaluation component was voluntary and could be terminated at any time for any reason. He was encouraged to participate to the extent that he felt his performance was safe and was informed that the evaluator would intervene if his performance was observed to be unsafe. He verbalized that he understood the instructions and proceeded with the evaluation.
	278-293

	*Date of injury: 00/00/0000*

	SUMMARY OF POST-INCIDENT RECORDS 



	00/00/0000
	XXX Ambulance Service
XXXX, EMT
	EMS report:

ALS, level 1 emergency

Call Received: 16:55:46

Dispatched: 16:58:46
Depart Scene: 17:15:35

At Destination: 17:19:54
Primary impression: Injury of thorax (upper chest)

Chief complaint: Pain between the shoulder blades.

Secondary complaint: Difficulty breathing.

Signs and symptoms: Injuries – multiple injuries.

Injury: Motorized vehicle accident. Motorcycle traffic accident injuries occupant. Street or highway 00/00/0000
Medical: Trauma.

Vitals: BP 135/91, Pulse 84, Resp 25, SPO2 89, blood glucose 96, GCS: 15, trauma score: 12.

Advanced life support:

Comments trauma patient; Patient Response: Unchanged; 

Spinal immobilization: Long Spine Board; Comments Ig patient unable to use cervical collar; Patient Response: Unchanged;

IV Therapy 18 gauge; Antecubital-left; Normal Saline; Total Fluid 200 ml; Patient Response: Unchanged; Successful;

Fentanyl: 200 Micrograms (mcg); Intravenous (IV); Patient response: Improved

Trauma alert: Comments standby; Patient Response: Improved;

Initial assessment:

Chest: Painful to take a breath.

Abdomen: morbidly obese

Thoracic: Pain on ROM, Tender Spinous

Extremities: Abrasion to right elbow and possible fracture to left wrist.

Med 3 Enroute from another 911call secondary to HRMV motorcyclist down, Med 3 arrives first on scene, to find the cyclist lying on his left side, dressed in full leather, his helmet had been self-removed, patient has an initial GCS 456, he states he was driving north when a truck pulled out in front of him and he was unable to stop, bests he impacted the truck and put his bike down. Patient states his chief complaint is thoracic cervical back pain between the shoulder blades, he states he cannot catch his breath, secondary to pain, patient denies cervical neck pain upon palpation, and zero abdominal pain on exam, patient states he has a cardiac open heart last year, still has chest pain from the event, patient does not know if he is anti-coagulant and is not a good historian on medication.

Objective: Patient is place is Cervical spine precautions and a horse collared neck color secondary to his morbid obesity, his vitals pulse 83 sinus, BP 139/58, Resp x 25 to 30 labored,

Assessment: Motorcyclist injuries.

Plan: ABC’s, physical exam, cervical spine precautions, vitals, IV access 18 gauge 1000 NS, 200 infused, lab drawn 200 mcgs of Fentanyl IV Skagit contacted stand by trauma noted patient lifted x 5 to bed 8 and transfer to team. 

Patient injured: Yes

Vehicle type: Motorcycle

Position in vehicle: Front Seat - Left Side (or motorcycle driver)

Weather: Clear

Extrication required: No

Estimated speed: 45 mph/72 kph

Damage location: Center front.

Airbag deployment: No air bags deployed.

Safety devices: Helmet worn.

Condition at destination improved.
	4403-4405, 4577-4584

	00/00/0000
	XXX Regional Health

XXXX, M.D.
	ER visit for motor vehicle accident: 

Patient with a history of triple bypass presents to the Emergency department via emergency medical services complaining of back pain secondary to a high speed (45 mph) motorcycle accident that occurred just prior to arrival. Patient hit a large truck head-on and fell onto his right side. He was wearing his helmet during the incident. Patient is currently endorsing lumbar pain, chest wall pain and left wrist pain. He describes his pain as “throbbing”, severe, worse with any movement. Onset just prior to arrival during the MCC. Vitals were stable en route. Full trauma is initiated upon arrival to the ER and the patient is placed in a cervical collar. He denies any neck pain, headache, vomiting, or loss of consciousness. Current medication list includes Aspirin, Metoprolol and Lisinopril.

Chief complaint: Back pain.

Onset: Just prior to arrival.

Symptom: since onset.

Type of motor vehicle collision: Motorcycle collision.

Collision details: 45 mph

Safety measures: Helmet worn.

Position in vehicle: Driver.

Sire-nature of impact: Head-on

Location: Back, chest, wrist right

Quality: Painful, throbbing

Severity: Moderate

Associated with chest pain

Review of system:

Cardiovascular: Reports chest pain.
Musculoskeletal: Reports back pain, joint pain (Left wrist)
Physical exam:

Extremities: Left upper extremity: Forearm tenderness to the radial aspect.

Abrasion over the right knee. Multiple abrasions over the lateral aspect of the right calf. Abrasion over the left knee.

Vitals: BP 130/100, Spo2 89%, HR 83
Procedure:

Splint application: Fracture management.

Thumb spica

Post procedure: Capillary refill normal, post-splint vascular normal, post splint neuro normal, condition improved. Tolerated procedure well. Patient stable.

Extremity condition: Capillary refill < 2 sec, distal sensation intact. Distal motor intact. No compartment syndrome.

Clinical course: In summary, this patient presents to the ER as a trauma after being involved in a motor cycle collision shortly prior to arrival. Patient evaluated immediately upon arrival. Primary survey did not reveal any immediate life threats. Secondary survey notable for right chest wall tenderness, left forearm tenderness and thoracic and lumbar tenderness. Chest X-ray and pelvic X-ray unremarkable. CT head and C-spine negative for acute injury. CT of the patient’s chest, abdomen, and pelvis demonstrates multiple right sided rib fractures with no evidence of pneumothorax. X-rays of the patient left wrist reveals a radial styloid fracture. Consulted Dr. Pico at the request of Dr. Lauter-Splint placed by myself with the ER tech as per above. Neuro vascularly intact pre and post application.

Laboratory studies reviewed, notable for elevated troponin; patient has had open heart surgery approximately 8 months ago. No chest pain at this time. EKG without no acute ischemic changes appreciated; suspect demand from his event, though will need serial troponins and re-eval. Given Dilaudid and sub dissociative Ketamine for pain control with only minimal relief. After discussion with the surgery service, decision made to admit the patient to the surgery service for further management and evaluation. Patient agreeable to the plan as stated, no further questions. 

Re-evaluation/progress:

1848: Pain is still present. Will give ketamine and Dilaudid for pain control. 
2012: Condition improved, Pain improved. Pain has significantly improved. He is informed of his X-ray results and CT results.
2105: Condition improved. The patient agrees with the plan to admit for pain control. All questions about the intended treatment plan are addressed.
2221: Condition improved. Thumb spica is applied. Patient tolerates the procedure well. Post splint exam is neurovascularly intact.
Consultation #1: 

XXX M.D. (Surgeon)
Call returned at: 2109

Consultant: Will see patient, Agrees with evaluation, Agrees with plan, Accepts admit

Consultation #2:

Referral/consult name: Michael Picco, D.O. (Orthopedic)

Call returned at: 2112. 

Consultant: Will see patient, Agrees with eval, agrees with plan 

Counseled regarding diagnosis, lab results, need for admission

Primary impression: Multiple rib fractures. 
Encounter type: Initial encounter fracture type; closed laterality; right 

Multiple fractures of ribs, right side, initial encounter for closed fracture

Additional impressions: Motorcycle accident. 

Encounter type: 

Motorcycle rider (driver) (passenger)
Injured in unspecified traffic accident, initial encounter

Radial styloid fracture
Encounter type: Initial encounter fracture type; closed fracture alignment: Displaced laterality; left
Displaced fracture of left radial styloid process, initial encounter for closed fracture
NSTEMI (non-ST elevation myocardial infarction)

Disposition: 

Admitted to hospital
Discharge condition. 

Condition: Stable. 

Referrals: XXXX, M.D (PCP)
	1387-1401

	00/00/0000
	XXX Regional Health

XXXX, M.D.
	History and physical for back pain:

Patient is BIB (Brought in By) EMS (Emergency Medical Services) following motorcycle collision complaining of severe back pain. The patient reports he was driving his motorcycle through a round-about this evening at approx 6 pm when a truck pulled out in front of him. He attempted to swerve, but hit the right side of his bike against the truck and was subsequent thrown from the bike onto the pavement. He believes he landed on his right sided and also believes he hit his head because his helmet was damaged, but he denies loss of consciousness. He immediately developed severe upper back pain in association with shortness of breath. Now in the ER, he has noticed progressively worsening left wrist and hand pain. Lastly, he complains of mild right sided chest pain, but notes he has been having similar pain along his sternal incision for the past several weeks - the pain now is only slightly worse than baseline. He denies any head ache, vision change, trismus, neck pain, low back pain, abdominal pain, or lower extremity pain. Of note, the patient has a history of lumbar back surgery for presumably spinal stenosis and has residual right lower extremity weakness and neuropathy.

Physical exam:

Moderate Distress (Due to pain)

Heart: (Midline sternotomy scar well healed with bony prominence at right inferior aspect which is mildly tender to palpation)

Extremities: Other (Scattered abrasion on bilateral knees, right upper extremity. No long bone tenderness except over the left wrist.

Neuro: Cranial Nerves 2-12 normal, Other (4/5 grip strength on left 2/2 pain. 4/5 strength to leg raise of right lower extremity which the patient reports is baseline. Otherwise no gross motor deficits appreciated. )

Assessment:
58 year old male involved in motor cycle collision sustained right 4th-6th mildly displaced rib fractures, left radial styloid fracture and no other identifiable injury. He does have a mild troponinemia, likely secondary to stress response and demand. He requires admission for pain control.

VTE Mechanical Devices: Intermittent Pneumatic CD

Plan:

Neuro: Aggressive pain control with HM PCA, IV apap, and Gabapentin.

Will consider thoracic epidural placement by anesthesia if pain not improved.

Cardio vascular: History of CABG x 3 6-months ago. Troponin 0.024 on admission. EKG normal. Will trend and consult cards if not improved by morning. Patient is hemodynamics normal so will continue home asa, statin, lisinopril, isosorbide, and Metoprolol.

Pulmonary: Right 4-6 rib fractures without pneumohemothorax. Pain control as above. Incentive spirometry with respiratory therapy. Ambulate frequently if tolerated.

Low threshold to obtain chest X-ray.

Gastro intestinal: No acute injury. Regular diet. As needed antiemetics.

Renal: Voiding. Creatinine within normal limit. No indication for foley

Heme/ID: Slight leukocytosis of 13k, will trend. Likely 2/2 stress response.

Extremities: Ortho to splint left wrist, plan is non-operative. Appreciate ongoing recommendations. 

Activity: Up Ad Lib with physical therapy.

Dispo: Floor until pain control on per oral analgesics. Likely 3-4 days. Case discussed with Dr. Lauter, the On-Call general surgeon. 
	3811-3819

	00/00/0000
	XXX Regional Health

XXXX, M.D.
	X-ray of chest:

Indication: trauma.

Impression: No acute process.
	3862

	00/00/0000
	XXX Regional Health

XXXX, M.D.
	X-ray of pelvis:

Indication: trauma.

Impression: No acute fracture. No osseous lesion.
	3863

	00/00/0000
	XXX Regional Health

XXXX, M.D.
	CT of chest, abdomen and pelvis with contrast:

Indication: trauma.

Chest:

Lungs: No pulmonary contusions or lacerations. 6 mm diameter subpleural nodule within the right upper lobe laterally. No acute airspace opacities. No pneumothorax or hemothorax. Central and peripheral airways appear patent and normal in caliber.

Mediastinum: No mediastinal hematomas. There is calcification of the coronary vasculature. Heart size is normal. No pericardial effusion. Thoracic aorta and pulmonary arteries demonstrate normal size and enhancement. No mediastinal or hilar adenopathy. Esophagus is normal in caliber. No hiatal hernia.
Chest wall: Median sternotomy. Mildly displaced right posterior fourth rib fracture. Mildly displaced right lateral fourth rib fracture. Minimally displaced right lateral fifth rib fracture. Minimally displaced right posterior lateral sixth rib fracture. No subcutaneous emphysema. No axillary or supraclavicular adenopathy. Thyroid gland is within normal limits.

Impression:

1. Right-sided rib fractures.

2. No evidence of injury to the soft tissues of the chest, abdomen, nor pelvis.
	3864-3865

	00/00/0000
	XXX Regional Health

XXXX, M.D.
	CT of brain:

Indication: trauma.

Impression: No acute intracranial abnormality.
	3865-3866

	00/00/0000
	XXX Regional Health

XXXX, M.D.
	CT of cervical spine without contrast”

Indication: trauma.

Impression: No acute fracture.
	3866-3867

	00/00/0000
	
	X-ray of left wrist:

Indication: trauma. Pain to wrist; forearm.

Impression: Mildly displaced radial styloid fracture.
	3867-3868

	00/00/0000
	XXXX, M.D.
	X-ray of left hand:

Indication: trauma. Pain to wrist; forearm.

Impression: Mildly displaced radial styloid fracture.
	3868-3869

	00/00/0000
	XXX Regional Health
	X-ray of right knee:

Impression: No acute fracture. No osseous lesion.
	3869-3870

	00/00/0000
	XXX Regional Health

XXX, M.D.
	X-ray of left elbow:

Indication: trauma. Pain to wrist; forearm.

Impression: No acute fracture. No osseous lesion.
	3870-3871

	00/00/0000
	XXX Regional Health

XXXX, M.D.
	Orthopedic initial consultation for left wrist pain:

Patient was involved in a motorcycle crash yesterday when a car pulled out in front of him. He locked up the brakes and lost control of his motorcycle. He complains of back pain, left wrist pain. He was unable to get up and walk at the scene of the accident. He also had abrasions over both knees. He states that he has had trouble with chronic left knee pain from arthritis and also has had some difficulty with his sternum. He underwent open-heart surgery about six months ago and his sternum is still not yet healed and he is concerned by this as well.

Review Of Systems: The patient reports pain in his back as well as chest wall. He states that this anterior chest pain is chronic from his sternum difficulties. He also complains of left upper extremity pain and some mild pain throughout his body from musculoskeletal aches. 

Physical examination:
His neck has good range of motion and is supple. He has no tenderness over both clavicles. He does have some tenderness over his chest wall and ribs as well sternum. He has a well-healed scar from his midline sternotomy. His left wrist is in a thumb spica splint and he has some tenderness over the radial styloid region. He is able to move his fingers. Sensation to the hand is intact. He has some swelling present in the left hand and we removed his wedding ring. His right upper extremity has no pain or tenderness in the wrist. He has some pain and tenderness in the ASIS region of the pelvis. He is able to straight leg raise on the left lower extremity. His knee is stable to varus and valgus stress test. His extensor mechanism is intact. He has an abrasion which is fairly superficial over the anterior left knee. No pain or tenderness over the ankle. The right leg has chronic weakness and is unable to straight leg raise. His knee is stable to varus and valgus stress test and stable with anterior drawer. He has a small abrasion over the anterior knee. His ankle has no tenderness to palpation and good stability.

Imaging: His X-rays demonstrate a left radial styloid fracture which is actually nondisplaced. Also reviewed his CT scan which demonstrates areas of nonunion of his midline sternotomy.

Assessment: Left radial styloid fracture.

Plan: We discussed treatment for this and I recommend that he maintain the thumb spica splint and then followup in the clinic with me in one week for transition to a thumb spica cast. We discussed the importance of not putting excess pressure on the wrist which might cause displacement and discussed treatment of other musculoskeletal problems should they arise, but I do not see any other evidence of fracture or significant joint damage due to this motorcycle crash at this time.
	3819-3823

	00/00/0000
	XXX Regional Health

XXXX, M.D.
	Inpatient progress note:

No acute overnight events.

Pain in right upper back and left wrist is greatly improved this morning.

Breathing less labored.

No nausea or vomiting.

Has not noticed any new aches/pains come to the forefront as his other pain improves.

Impression:
Status post motor cycle collision sustaining left radial styloid fracture and right minimally displaced rib fractures 4-6. Convalescing appropriately at this time.

Problems:

Multiple rib fractures: Acute. 

Plan:

Neuro: Continue aggressive pain management with HM PCA, IV apap, and Gabapentin. Does not appear to need thoracic epidural.

Cardio vascular: History of CABG 6 months ago. Troponinemia resolved today. Continue home meds including ASA, Metoprolol, Isosorbide, Statin, and Lisinopril

Pulm: Encourage incentive spirometry and frequent ambulation to prevent pneumonia. Wean O2 as tolerated.

Gastro intestinal: No acute injury. Ok for regular diet. As needed antiemetics available.

Renal: Voiding. Creatinine within normal limit.

Heme/ID: HCT stable at 42%. Leukocytosis of 13K likely stress induced. No obvious evidence of infection.

Prophy: SQH

Activity: Ambulate at least thrice a day.

Dispo: Floor until pain improved and tolerating per oral analgesia.
	3808-3811

	00/00/0000
	XXX Regional Health

XXXX, M.D.
	Surgical discharge instruction:

Discharge Diagnosis:

Minimally displaced fractures of right ribs 4-6.

Left radial styloid fracture
Discharge diet: No restrictions.
Activity:

Discharge activity-general: Try not to overdue, Balance rest and activity, Activity as pain allows, No driving while taking narcotic.

Dressing and incisional care: 

Hygiene: May shower (After removing compression bandage from left wrist. Replace bandage after shower)
Additional Instructions: Continue to utilize incentive spirometer throughout waking hours.

Follow up with orthopedics as scheduled on Monday, 00/00/0000, XXX, M.D.
	1407-1410

	00/00/0000
	XXX Regional Health

XXXX, M.D.
	Inpatient progress note:

Patient seen today HD3 status post motor cycle collision, rib fractures, mild-minimally displaced ribs 4-6. Patient notes exacerbation of baseline back pain in addition to right flank back pain and left wrist pain. Notes mild abrasion pain on legs. Denies fevers or chills. Notes some ongoing sternal pain status post sternotomy remotely. Notes minimal effect of pain controlled anesthesia. 

General: Alert, Oriented X3, Cooperative, Mild Distress.

Assessment and plan:

Impression:

Satisfactory course status post Motor cycle collision with 3 minimal displaced rib fractures

O2 weaned to off and saturation well

Tolerating ambulation with Physical therapy

Pain adequately controlled on current pain controlled anesthesia.

Voiding and Bowel movement soon

Problems:

Multiple rib fractures: Acute

Radial styloid fracture

Closed fracture alignment: displaced laterality, left. Displaced fracture of left radial styloid process, initial encounter for closed fracture. 

Status: Acute.

NSTEMI (Non-ST elevation myocardial infarction): 

Status: Acute. 

Plan:

Oralize pain meds to oral Dilaudid, APAP

Continue Gabapentin

Ambulate

Possible discharge this evening or tomorrow depending on pain management. 
	3799-3803

	00/00/0000
	XXX Regional Health

XXXX, M.D.
	Discharge summary:

Diagnosis at time of discharge: 

Radial styloid fracture
Minimally displaced fractures of right sided ribs 4-6

Problems:

Multiple rib fractures: Acute

Radial styloid fracture: 

Closed fracture alignment: Displaced laterality: Left. 

Displaced fracture of left radial styloid process, initial encounter for closed fracture. 

Status: Acute. 

NSTEMI (Non-ST Elevation Myocardial Infarction). 
Status: Acute. 
He was brought in by emergency medical services following motorcycle collision complaining of severe back pain. The patient reports he was driving his motorcycle through a round-about this evening at approx 6 pm when a truck pulled out in front of him. He attempted to swerve, but hit the right side of his bike against the truck and was subsequent thrown from the bike onto the pavement. He believes he landed on his right sided and also believes he hit his head because his helmet was damaged but he denies loss of consciousness. He immediately developed severe upper back pain in association with shortness of breath. Now in the ER, he has noticed progressively worsening left wrist and hand pain. Lastly, he complains of mild right sided chest pain, but notes he has been having similar pain along his sternal incision for the past several weeks - the pain now is only slightly worse than baseline. He denies any head ache, vision change, trismus, neck pain, low back pain, abdominal pain, or lower extremity pain. Of note, the patient has a history of lumbar back surgery for presumably spinal stenosis and has residual right lower extremity weakness and neuropathy.

Objective: Patient in mild distress status post motor cycle collision with 3 rib fractures. Afebrile. Saturation ok.

General: Alert, Oriented x 3, Co-operative, Mild distress.

Chest: Tender midline sternotomy incision. Tender left ribs at mid axillary line. 

Consultants: Orthopedics. 

Hospital course: The patient was seen in the Emergency department and evaluated for injuries sustained in a motorcycle crash. Pan scanning was performed which showed fractures of right sided ribs 4-6, a fracture of the left radial styloid and numerous abrasions. He was transferred to his room where he was started on a pain controlled anesthesia for pain control and O2 given by nasal cannula. On hospital day #2, the patient was found to be able to move chest successfully to achieve satisfactory respirations without added oxygen. Physical therapy evaluated patient on hospital day 3 and revealed the ability to transfer and to ambulate albeit with some discomfort. PCA was discontinued also on hospital day 3 and oral pain medication was started. Orthopedics evaluated the radial styloid fracture and felt the patient stable to be seen as an outpatient for casting in a few days. He was then discharged on hospital day 3 with pain medication, incentive spirometry device and instructions to follow up with Orthopedics on Monday, July 24, 2017 and close follow up with his primary care provider in about 5 days for continued pain management.

Disposition: Home in stable condition.

Follow-up with Orthopedics for radial styloid fracture casting.

Follow-up Primary Care Physician in 5 days.

Follow-up Cardiothoracic for ongoing pain concerns in sternal region.

Aspirin (Aspirin) 81mg 

Atorvastatin (Lipitor) 10mg 

Ergocalciferol (Vitamin D2) (Vitamin D2) 2,000 IU, 50,000 unit oral weekly

Escitalopram Oxalate (Lexapro) 20mg 

Gabapentin (Neurontin) 300mg 

Hydromorphone (Dilaudid) 2mg, 4mg for pain

Lisinopril (Lisinopril) 10mg, 10mg 

Metoprolol Succinate ER (Metoprolol Succinate ER) 25mg

Related documents: Discharge instruction. Orders.
	3805-3808, 3860-3861, 4434-4435
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