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YYYY XXXX

DOB: MM/DD/YYYY

	MEDICAL CHRONOLOGY
General Notes:

*Verbatim summary:  All the medical details have been included “word by word’ or “as is” from the provided medical records to avoid alteration of the meaning and to maintain the validity of the medical records. The sentence available in the medical record will be taken as is without any changes to the tense.
*Brief Summary/Flow of events:  At the beginning of the chronology, a Brief Summary/Flow of Events outlining the significant medical events is provided, which will give a general picture of the focus points in the case.
*Specific Instructions:  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 Instructions’.
*Reviewer’s Comments:  Comments on contradicting 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 Comment.
*Indecipherable notes/dates:  Illegible and missing dates are presented as “00/00/0000” (mm/dd/yyyy format). Illegible handwritten notes are left as a blank space “_____” with a note as “Illegible Notes” in heading reference.

*Patient’s History:  Pre-existing history of the patient has been included in the history section.
*Snapshot inclusion:  If the provider’s name is not decipherable, then the snapshot of the signature is included. Snapshots of significant examinations and pictorial representation have been included for reference. 
*Deduplication:  Duplicate records and repetitive details have been excluded. 
Specific Notes:

1. The flow of events lists out the events in sequential manner.
2. Brief overview of the facts showcases the facts referred through internet sites and references from medical case scenarios.
3. We have provided snapshots of the illegible/undecipherable provider names.
4. Duplicate visits are not included in Medical Chronology.
5. Other related records not relevant to case focus (Fax sheets, cover pages) are not included in Medical Chronology.
6. Other significant hospitalization records are included in a single row with page reference.

7. Additional records are updated in “Green” color for ease of reference.


I: Flow of Events

XXXX Hospital
MM/DD/YYYY@0000 hours: Patient presented in XXXX Hospital with complaints of abdominal pain and shortness of breath. Status post lumbar laminectomy on MM/DD/YYYY. On MM/DD/YYYY, developed abdominal pain and shortness of breath. CTA Chest @0000 hours revealed extensive bilateral pulmonary emboli involving the bilateral segmental and subsegmental upper and lower lobe pulmonary arteries. CT abdomen and pelvis @0000 hours revealed decreased perfusion in the left kidney in the lower pole. Diagnosed with Non-ST elevated Myocardial Infarction (NSTEMI) and abdominal pain. Transferred to XXXX Hospital for further care. (Page Ref: 23131-23141)
XXXX Hospital
MM/DD/YYYY: Patient is a pleasant XX-year-old gentleman, who was transferred to XXXX Hospital from XXXX Hospital after he presented there with complaints of shortness of breath, epigastric pain and nausea for two days. Per his wife, he had been having symptoms for the last 2 days. The patient also had vomiting and diarrhea. The patient was put on pain control, neuro monitor, O2 supplementation to keep the saturation above 92%, high dose Heparin drip. From gastrointestinal point of view, he was kept on nil per oral. His temperature and WBC trends were monitored. (Page Ref: 167-169)
Cardiac and Vascular Specialists initiated the patient on anti-emetics and CCM. (Page Ref: 76-80)
Cardiovascular consult was obtained for subacute pulmonary embolism. His troponins were elevated at 0.1. No prior cardiac history. (Page Ref: 162-166)
Pulmonary evaluation at Hospital revealed bilateral pulmonary embolism. He was maintained on O2 supplementation to keep saturations greater than 92%. He was continued on high dose heparin drip. From gastrointestinal point of view, he was maintained on nil per oral. (Page Ref: 6652-6653)

Electrocardiogram done @0000 hours shows sinus tachycardia, abnormal T, borderline prolonged QT interval. (Page Ref: 934-935)

Transthoracic echocardiogram @0000 hours shows estimated ejection fraction of 55-60%, mild bilateral atrial enlargement, small pericardial effusion, and moderate pleural effusion on the left. (Page Ref: 931-933)
@0000 hours, a CT abdomen and pelvis without contrast was performed, which showed developing small bowel ischemia with pneumatosis in the small bowel most severe in the jejunum in the left lower quadrant. (Page Ref: 6648)
MM/DD/YYYY @0000 hours: The patent was taken to operating room for exploratory laparotomy. Exploration of the abdominal wall revealed extensive gangrene involving large portions of the small bowel. After thorough irrigation, there appeared to be some viability of bowel proximally and distally. Nonviable small bowel was resected. The remaining bowel was irrigated and soaked with warm normal saline. (Page Ref: 186)
MM/DD/YYYY @0000 hours: A repeat CT abdomen showed infarct and mesenteric ischemia and the patient underwent another extensive bowel resection. (Page Ref: 6644-6651)
Brief Overview of Facts:
Medical Records Available From: MM/DD/YYYY (XXXX Hospital)
Elderly patients (defined as older than age 65 years) present to the ED with a chief complaint of epigastric pain, represent only a small percentage of ED patients, approximately 50% to 66% of these patients will require hospitalization, while one-third will require a surgical intervention. The seriousness of this complaint in elderly patients is further emphasized by the fact that older patients with epigastric pain have a 6- to 8-fold increase in mortality compared to younger patients. This can be partially explained by the simple fact that the life-threatening causes of epigastric pain—abdominal aortic aneurysm, mesenteric ischemia, bowel perforation, volvulus, and acute bowel obstruction—occur more frequently (but not exclusively) in elderly patients. Historical risk factors for life-threatening causes of epigastric pain include: age older than 65 years, immunocompromised state, alcohol abuse, cardiovascular (CV) disease (eg: coronary artery disease, hypertension, AF); major comorbidities (eg: cancer, renal failure); and prior surgery or recent gastrointestinal instrumentation.

The patient with history of pulmonary embolism in late 1980s or early 1990s and brain tumor resection. The patient underwent laminectomy on MM/DD/YYYY.

Pertinent laminectomy hospitalization records are not available to review the procedure details and adequate DVT prophylaxis was given after the laminectomy surgery.
On MM/DD/YYYY, the patient presented to XXXX Hospital with history of abdominal pain and shortness of breath. Underwent CT angiogram of chest, which revealed pulmonary embolism. CT abdomen and pelvis revealed decreased perfusion to left kidney. Diagnosed with Non-ST-elevation myocardial infarction and pulmonary embolism and started heparin drip. Immediately transferred to XXXX Hospital for further care.
Per the records, the patient got admitted to the Hospital on MM/DD/YYYY. He was evaluated, he was found to have epigastric pain for nearly two days. All the efforts were put towards managing the patient’s pulmonary embolism. For epigastric pain, he was kept on nil per oral, but diagnostics to rule out any gastrointestinal pathology was obtained later in the evening @0000 hours. There was a delay in diagnosing the GI pathology, which caused the patient life or death situation and severe worsening of intestinal gangrene, but considering the fact that pulmonary embolism and the patient suffered from shortness of breath, which is a life or death situation, the hospital has followed the protocol to save the patient by treating the patient for pulmonary embolism.
Conclusion:

· Patient had already had pulmonary embolism and the cause of which is not known.

· Pre-op history and physical and anesthesiologist check details needed.

· It should be determined that since the patient has history of pulmonary embolism, did the anesthesiologist had knowledge about that and proper investigations were done before proceeding with the surgery.

· Though the laminectomy procedure is not the cause for this cascade, but the already existing procoagulable tendency was the problem, which has not been exacerbated because of the stress (laminectomy surgery).
· The patient was started on heparin after the diagnosis of pulmonary embolism.

· There was a considerable delay in identifying the underlying cause for epigastric pain that may have lead to the worsening of the small bowel gangrene, thereby leading to emergent and extensive small bowel resection, but considering the fact that pulmonary embolism and the patient suffered from shortness of breath which is a life or death situation, the hospital has followed the protocol to save the patient by treating the patient for the pulmonary embolism. Any deviation in this will be considered as deviation in standard of care. Hence, the doctor feels the case has no merit.
Patient History

Past medical history: Brain tumor, septic shock, hypertension, kidney stone, hypercholesterolemia, hypertrophy of prostate with urinary retention, chronic gout, left shoulder pain, pulmonary embolism in late 1980s or early 1990s, kidney disease, migraine headache. (Pdf Ref: 77, 23192-23193)
Past surgical history: Transurethral resection of prostate, kidney stone, brain tumor, MM/DD/YYYY lithotripsy, MM/DD/YYYY laminectomy. (Pdf Ref: 77)
Family History: Father – cancer. (Pdf Ref: 77)
Social History: Former smoker – Cigarettes, stopped in 1980. Alcohol – current, liquor, 1-2x/week. (Pdf Ref: 77)
Allergy: Penicillin, narcotic analgesics. (Pdf Ref: 77, 71)
Detailed Chronology

	DATE
	PROVIDER
	OCCURRENCE/TREATMENT
	PDF/BATES REF

	MM/DD/YYYY
	Clinic or Hospital Name
Physician name, DO.
	Office Visit for Lumbar Spine Pain:

Patient is being seen for lumbar spine pain. Patient brought with him MRI lumbar spine report from MM/DD/YYYY. 

Patient complains of lumbar spine pain. He presented with pain, weakness, numbness and tingling. The patient is experiencing pain in the lower back. Onset of patient’s pain began on MM/DD/YYYY. Patient states he was a paratrooper and ranger in the Military and completed 168 jumps from an airplane in flight. Then, he was assigned as a physical training instructor at the Parachute school at XXXX. The symptoms occur persistently. Since the onset of the patient’s pain, the status is worse. He rates his current pain as 9/10. He rates his worst pain as 10/10, best pain as 6/10. The pain is described as numbness and shooting. The pain radiates from the lower back, then to the left leg. The symptoms are aggravated by rolling over in bed, standing and walking. Patient states that the symptoms are relieved by lying down. Patient states that it is difficulty to do anything with the persistent pain in the lower left back and left leg. He experiences frequent difficulty sleeping due to the pain and states he experiences immediate discomfort upon walking, which is related to his condition. He also experiences bowel dysfunction. Due to his injury, it is difficult to work and states that driving is also difficult. Patient states he had 2 injections at Dr. XXXX’s office in MM/YYYY and MM/YYYY that gave minimal relief. 

MRI lumbar spine on MM/DD/YYYY – report reviewed (Pertinent medical records are not available for review).

X-ray lumbar spine on MM/DD/YYYY (Pertinent medical records are not available for review) – grade I spondylolisthesis noted on L4-L5. 

Past Medical History: Kidney disease, migraine headache. 

Past Surgical History: Brain tumor removed on MM/DD/YYYY.

Medications: Losartan 100mg, Omeprazole 20mg, Vitamin C 500mg, Uloric 40mg, Fish oil 100mg-160mg, Testosterone 1%, multivitamin 9gm. 

Allergies: No known allergies. 

Family History: Positive for cancer. 

Social History: Ex-cigarette smoker – former smoker. No history of alcohol use. 

ROS: Hearing loss, constipation, frequent urination, cold intolerance, difficulty walking, headache, depression, muscle weakness, bruising.

Pain Scale: 9/10.

Physical Exam:

General Spine Exam: Antalgic ambulation, left lumbar spine mobility – bend to touch knees, pain is worsened in the back with forward flexion, extension, side bending and rotation, forward flexion and straight leg raise left – ipsilateral leg pain at 60 degrees. 

Tenderness to Palpation: Lumbar paraspinal upper right and left, paraspinal midlevel, lumbar paraspinal lower right and left – positive 

Examination of Gait and Station: Spine – tenderness. 

Motor Exam, Muscle Strength, Tone: Anterior tibialis left 4/5, exterior hallucis longus left 4/5, long peroneal left 4/5.

Deep Tendon Reflexes: Patellar – absent. 

Sensation: Left L4 and L5 – decreased. 

The patient suffers from back pain with symptoms of neurogenic claudication and radicular pain. 

Diagnoses: 

· Lumbar spondylolisthesis – patient is being seen for lumbar spine pain with radiating pain to the left leg. Patient has been experiencing difficulty walking. He states the pain is aggravated with daily activities. Patient has had minimal relief with conservative treatment in the form of injections and NSAIDs. 

· Lumbar spinal stenosis.
· Lumbar region intervertebral disc displacement.
· Lumbago.
· Lumbar radiculopathy.
Plan: Left approach posterior lumbar laminectomy lumbar 4 to 5. Surgery was discussed and the patient wishes to proceed. Patient will follow-up for pre-operative visit. 
	23193-23199

	MM/DD/YYYY
	Clinic or Hospital Name
Physician name, DO.
	Pre-operative Visit for Lumbar Laminectomy:

Surgery scheduled on MM/DD/YYYY.

History reviewed – information as same as MM/DD/YYYY.

ROS: Fatigue, cough, constipation, difficulty walking, headache. 

Vital Signs: Height: 5’9” Weight: 205lbs BP 148/89 Temperature 97.60. 

Pain Scale: 5/10. 

Physical Exam: Information as same as MM/DD/YYYY.

Diagnoses: 

· Lumbar spondylolisthesis. 

· Lumbar spinal stenosis

· Lumbar intervertebral disc displacement

· Lumbar radiculopathy

· Lumbago.

Plan: Left approach posterior lumbar laminectomy L4 to L5 being performed on MM/DD/YYYY at XXXX Hospital. 

Labs have been reviewed. Patient is clear for surgery and wishes to proceed. Patient was here for lumbar sacral orthosis fitting. The patient will need home health with nursing and physical therapy. The patient describes whenever they leave home it requires considerable taxing effort. The patient ambulates with help of assistive device or persons. The patient requires the following – 3/1 commode and rolling walker. X-rays needed for the next visit, will include lumbar spine. Patient will follow up for post-operative visit.

Medications Ordered: Percocet, Zofran. 
	23200-23206

	MM/DD/YYYY
	Clinic or Hospital Name 
Physician name, DO.
	Operative Report for Lumbar Laminectomy:

Procedures: 

· Posterior bilateral lumbar laminectomy at L4-L5 to decompress the neural elements

· Placement of an epidural steroid

Pre-Operative and Post-Operative Diagnoses:

· Lumbar spinal stenosis at L4-L5 with bilateral recess stenosis, central stenosis and foraminal stenosis at L4-L5. 

· Disc herniation with severe stenosis at L4-L5, overall severe spinal stenosis at L4-L5. 

Anesthesia: Endotracheal intubation.

Operative Findings: Lateral recess stenosis, central stenosis, foraminal stenosis, hypertrophy of ligamentum flavum, and facet arthropathy contributing to overall severe spinal stenosis. 

History: The patient has failed conservative treatment. Risks and benefits were explained to the patient in detail. The patient signed appropriate consent forms and we proceeded with the above operative procedure.
	23208-23209

	MM/DD/YYYY
	Clinic or Hospital Name
Physician name, M.D.
	Emergency Room Visit for Abdominal Pain and Shortness of Breath: 

Patient presented with complaint of abdominal pain and shortness of breath (SOB) since yesterday, symptoms were waxes and wanes. Progression since onset – intermittent. 

Patient is status post operative laminectomy 6 days ago. Today, he developed abdominal pain and SOB. He states abdominal pain is crushing in sensation and 10/10. Wife gave him Celebrex for pain at about 0000 hours. He was on Percocet after symptoms for 2 days, then came off to avoid constipation. He has been taking Tylenol and Celebrex since. Patient has had Pulmonary Embolism (PE) in past after prostate infection.

Risk- Abdominal Pain Male 40 and over: Abdominal Aortic Aneurysm (AAA), hypertension, coronary artery disease.

Past Medical History: Hypertension

Family History: Positive for cancer. 

Social History: Never smoker. Occupation: Construction – still working.

Allergies: Penicillin. 

Home Medications: Losartan (Cozaar), Salmon oil/omega-3 fatty acids, multivitamin, Omeprazole, Ascorbic acid, Febuxostat, Ondansetron. 

Initial Vital Signs: 

@0000 hours: Pulse Ox 92, BP 187/88, Temperature 97.6, pulse 62, respiratory rate 18.

ROS: 
Respiratory: SOB

Gastrointestinal: Abdominal pain, diarrhea, nausea, vomiting. 

Musculoskeletal: Back pain. 

Physical Exam: 

Head: Atraumatic, normocephalic.

Eyes: Pupils Equal, Round, Reactive to Light (PERRL)

ENT: Membranes moist

Respiratory/Chest: Atraumatic, bilateral breath sounds normal, no respiratory distress, no rales, no wheezing. 

Cardiovascular: Heart rate normal, regular rhythm, heart sounds normal, no gallop, no murmurs, no rubs, capillary refill not delayed. 

Abdomen/Gastrointestinal: Atraumatic, soft, normoactive, no distention. Tender diffuse. 

Back: No CVA tenderness.

Neck: Supple, nontender. 

Extremity: Normal inspection, neurovascular intact. 

Neuro: Alert and oriented. No motor and sensory deficits.

Psych: Normal throughout, content.

ID: Laminectomy site no signs of infection, healing well.

Labs: 

Test

MM/DD/YYYY
@0000 hours

Reference Range

Sodium

141

135-145

Potassium

4.4

3.5-5.3

Chloride

103

99-111

BUN

29 (High)

7-22

Creatinine

1.3

0.6-1.3

Estimated GFR

52

>60

Glucose

227 (High)

70-110

Calcium

10.1

8.4-10.2

AST

34

7-37

ALT

31

12-78

ALP

103

50-136

Albumin

3.2 (Low)

3.4-5.0

Lipase

289 (High)

65-230

D-Dimer

30.10 (High)

0.00-0.60

WBC

17.8 (High)

4.1-9.3

RBC

4.47

3.66-5.56

Hgb

14.5

13.8-17.2

HCT

41.1

40.6-51.8

MCV

91.9

82.5-102.5

MCH

32.4

26.6-34.8

MCHC

35.3 (high)

31.7-34.5

Platelet

201

150-450

Neutrophils#

15.3 (high)

1.4-6.5

Lymphocytes#

1.1 (Low)

1.2-3.4

Monocytes#

1.3 (High)

0.1-0.6

Eosinophils#

0.0

0-0.7

Test

MM/DD/YYYY
@0000 hours

MM/DD/YYYY
@0000 hours

MM/DD/YYYY
@0000 hours

Reference range

Troponin I

-

0.49 (High)

-

0.02-0.08

Pro-BNP

2936

-

-

-

PT

-

-

11.6

9.0-11.6

INR

-

-

1.1 (Low)

2.0-3.0

PTT

-

-

22.0 (Low)

24-32

Test

MM/DD/YYYY
@0000 hours

MM/DD/YYYY
Reference Range

Ph

7.345 (low)

7.350

7.35-7.45

PCO2

35.1

35

35-45

PO2

75 (Low)

60

80-105

HCO3

19.2 (Low)

22

22-26

TCO2

20 (low)

22

23-27

BE

-70 (Low)

-2-2

sO2

94%

94%

94-100

Blood Culture: Notification of Gram-positive cocci in clusters aerobic bottle. Organisms: Staphylococcus Epidermidis. 

ER Course:

Medications: 

Medication

Dosage

Start Time

Stop Time

Heparin Sodium/Sodium Chloride

500nl

07/05/2016: 0632hours

07/06/2016: 0005 hours

Heparin sodium (Porcine)

4700 unit

07/05/2016: 0631 hours

07/05/2016: 0632 hours

Nitroglycerin

1 inch

07/05/2016: 0532 hours

07/05/2016: 0533 hours

Aspirin

325mg

07/05/2016: 0532 hours

07/05/2016:

0533 hours

Morphine Sulfate

2mg

07/05/2016: 0529 hours

07/05/2016: 0530 hours

Morphine Sulfate

2mg

07/05/2016: 0456 hours

07/05/2016: 0457 hours

Iopamidol

80ml

07/05/2016

@0552 hours

07/05/2016

@0553 hours

Sodium Chloride

1000ml

07/05/2016: @0515 hours

07/05/2016: @0614 hours

Ondansetrol Hcl

4mg

07/05/2016: @0456 hours

07/05/2016: 

@0457 hours

@0000 hours: Re-Evaluation Status: Progress#1: Improved to 7.5/10. Patient looks uncomfortable still. Will repeat morphine. 

@0000 hours: EKG: Normal sinus rhythm @ 62bpm, Marked T wave abnormality, consider anterolateral ischemia, prolonged QT, abnormal EKG. Q-T-ST- MI T wave inversion II, III, AVF, V2-V5.

@0000hours: Chest X-ray: Chronic interstitial changes. No acute infiltrate or edema.

@0000 hours: CTA Chest: Impression: Extensive bilateral pulmonary emboli involving the bilateral segmental and sub-segmental upper and lower lobe pulmonary arteries. Chronic Obstructive Pulmonary Artery Disease (COPD). Otherwise negative.  These findings were communicated to Dr. XXXX by telephone at 0000 hours on MM/DD/YYYY.

@0000hours: CT Abdomen and Pelvis: Focal area of decreased perfusion in the left kidney in the lower pole, nonspecific and may represent pyelonephritis. Further clinical correlation and correlation to urinalysis and follow-up CT scan following completion of medical therapy to assure complete clearing and no underlying renal lesion recommended. Bilateral simple cysts in the kidneys. Mild diffuse fatty infiltration of the liver. Small fatty umbilical hernia, no herniated bowel loops, colonic diverticulosis and no CT evidence for diverticulitis. Mild prostate gland enlargement and correlation with PSA level recommended. Post laminectomy changes noted in the right at L4-L5.

@0000 hours: Cardiology Consultation Through Phone with Dr. XXXX: Dr. XXXX after hearing the patient’s history, physical, labs and EKG changes at XXXX Hospital states that patient does not need to have an emergent cath at this time and could go to see the cardiologist at XXXX Hospital if patient prefers those.

@0000 hours: Vitals: Pulse Ox 97, BP 164/86, Pulse 73, respiratory rate 16, temperature 97.6.

@0000 hours: Re-Evaluation Status: Progress #2: Improved, patient feeling better after 2nd morphine and nitro/Aspirin. Spoke over phone to patient’s son with patient’s permission, as he is anesthesiologist in Tampa. Updated him on patient’s condition and test results. 

@0000 hours: Re-Evaluation Status: Progress #3: Updated family on CT findings, including son via speaker phone from Tampa who apparently is in Tahoe currently. 

Differential Diagnoses: Abdominal aortic aneurysm, acute coronary syndrome, constipation, diarrhea, gastroenteritis, myocardial infarction, urinary tract infection, Pulmonary embolism, obstruction. 

Condition: Critical. 

Impression: Non-ST elevation myocardial infarction (NSTEMI), abdominal pain. 

Disposition @0000 hours: Stable for transfer. 

Receiving Hospital: XXXX Hospital.
	23131-23141, 23165-23185 

	MM/DD/YYYY
	Clinic or Hospital Name
	Coding Sheet:

Admitted on: MM/DD/YYYY @0000 hours 

Discharged on: MM/DD/YYYY @0000 hours.

Reason for Visiting Diagnoses: Unspecified abdominal pain, shortness of breath

Primary Diagnosis: Non ST elevation Myocardial Infarction (NSTEMI)

Other Diagnoses: Unspecified abdominal pain, essential hypertension.
	23129

	MM/DD/YYYY
	Vascular Specialists
Physician name, D.O.
	Admission History and Physical for Severe Epigastric Pain:

Admission Date: MM/DD/YYYY.

Chief complaint: Severe epigastric pain radiating to back. Nausea and vomiting. 

Patient was transferred from XXXX emergency department to XXXX Hospital for a higher level of care. Patient recently underwent a laminectomy about 2 weeks ago on MM/DD/YYYY in Tampa. He presented to the XXXX emergency room complaining of epigastric pain radiating to the back with nausea and vomiting. A CT chest showed no evidence of thoracic aneurysm/dissection; however, there was presence of bilateral subsegmental pulmonary emboli with lower lobe infiltrates. Apparently, the patient is not a candidate for Tissue Plasminogen Activator (TPA) given the recent neurosurgical procedure. Heparin infusion has been started and that was okay per Dr. XXXX, the neurosurgeon. The patient’s wife stated the patient was also complaining of shortness of breath.  She noticed his fingers and lips were blue color. The patient began vomiting last night up with severe epigastric pain. His WBCs are 19.27 on admission. Amylase 158, lipase is 78. Troponin #1 positive, Troponin #2 gray zone.

Home Medications: 

· Oxybutynin oral tablet 5mg per oral everyday as needed

· Omeprazole 20 mg oral delayed release capsule 20mg per oral everyday

· Losartan 50mg per oral everyday

· Omeprazole-TI 20mg per oral everyday

· Uloric 40mg per oral everyday

· Simvastatin 40 mg per oral at bedtime

· Finasteride 5mg per oral everyday

· Multivitamin 1 tab per oral everyday

· Tramadol 50 mg per oral every 6 hours as needed for pain

· Vitamin C 500 mg per oral everyday

· Testosterone 1% topical gel

· Fish Oil 1,000 mg per oral everyday

Past Medical History

· Brain tumor

· Septic shock

· HTN - Hypertension

· Kidney stone

· Hypercholesterolemia

· Hypertrophy of prostate with urinary retention

· Chronic Gout

· Left shoulder pain

· Needs flu shot

Past surgical history:

· TURP - Transurethral resection of prostate

· Kidney stone

· Brain tumor

· MM/DD/YYYY Lithotripsy

· MM/DD/YYYY Laminectomy

Allergies: Penicillin. 

Family History: Father – cancer. 

Social History: Former smoker – Cigarettes, stopped in 1980. Alcohol – current, liquor, 1-2x/week.

Vitals:

Temperature max: 98.3. Temp: 98.3. Pulse: 100. Respiratory Rate: 24 BP: 140 /87. Weight (kg): 92.4. 02 Sat: 95 O2 flow: 3

Intake/Output Totals:

Total In

Total Out

Balance

Stool Count

Today

3

0

3

0

Yesterday

0

0

0

0

2 days ago

0

0

0

0

Total

3

0

3

0

Physical examination: Respiratory: Breath sounds: Bilateral, posterior, middle lobe, lower lobe, and base - diminished.
Laboratory results last 24 hours:

Test

MM/DD/YYYY @0000 hours

Troponin-T
0.06 High

Troponin-T Interp
Gray zone abnormal
Lipase
78 High
Amylase total
158 High
Test

MM/DD/YYYY @0000 hours

Troponin-T
0.10 High

Troponin-T Interp
Positive- abnormal
Test

MM/DD/YYYY @0000 hours

WBC

19.27 High

RBC

4.20

Hgb

13.5

HCT

38.3

Platelet

179

PT

16.1 High
INR

1.28 High
CO2 level

21 Low

AGAP

21 High

Glucose level

159 High

BUN level

29 High

Cr

0.94

GFR non AA and GFR AA

>60

A/G Ratio

1.0 Low

APTT

66.9 High

Test

MM/DD/YYYY @0000 hours

Glucose POC Bedside

173 High

Assessment and Plan:

· Epigastric pain, nausea and vomiting. Amylase/lipase mildly elevated 158/78. Initiate anti-emetics. CCM following

· Bilateral pulmonary embolism. Not a candidate for TPA given the recent neurosurgical procedure. Started on a heparin drip.

· Rule out myocardial infarction. Elevated Troponins, Cardio following

· Leukocytosis. Afebrile. Monitor

· Recent laminectomy on MM/DD/YYYY. Neurosurgeon consulted

· Hypertension secondary to Coronary Artery Disease (CAD). Currently uncontrolled. Restart home meds.

· Hyperlipidemia. Continue Statin

· Chronic gout. Continue home meds
	76-80

	MM/DD/YYYY
	Clinic or Hospital Name
Physician name, ARNP
	Critical Care Management/Pulmonology Consultation: 

Patient is a pleasant XX-year-old gentleman who was transferred to XXXX Hospital from XXXX Hospital  after he presented there with complaints of shortness of breath, epigastric pain and nausea for two days. 

Initial blood work revealed a WBC of 17.8, BNP of 2936. D-dimer of 30.1, Troponin of 0.49, and lipase 289. He underwent a CT Angio (CTA) of his chest, which revealed extensive bilateral pulmonary embolism involving the bilateral segmental and subsegmental upper and lower lobe pulmonary arteries. Chronic Obstructive Pulmonary Disease (COPD) changes were also noted. 

CT of his abdomen and pelvis showed focal area of decreased perfusion of the left kidney in the lower pole which was nonspecific. He was started on heparin drip per SE protocol and was transferred to XXXX Hospital for further workup. 

His wife states that he had been having his symptoms for the last 2 days. She also tells me that he had a laminectomy surgery on Wednesday, MM/DD/YYYY. He had been trying to use non-narcotic medications for his pain control, as he was nervous about constipation. She had given him a Celebrex when he began complaining of pain but his pain did not subside.

At XXXX Hospital, EKG showed sinus rhythm with marked T wave abnormalities, suspicious for anterolateral ischemia. Repeat Troponins are currently pending.

He does have a prior history of pulmonary embolism in the late 1980s or early 1990s. The wife states that he was previously treated with Warfarin. He also has a history of a nonmalignant brain tumor which was resected in YYYY. At present, the patient is lying comfortably in bed. He does continue to have epigastric discomfort, and states that he has a history of Gastro-Esophageal Reflux Disease (GERD). He denies any chest pain at present; however, he was given Aspirin and Nitroglycerin topical prior to his arrival. He is currently on 2 liters nasal cannula.

Physical examination: Heart: He does have occasional bradycardia on telemetry. However, nurse states this does not correlate all the time. 

Impression:

· Bilateral pulmonary embolism.

· Suspected non -ST Segment Elevation Myocardial Infarction (NSTEMI)

· Vomiting and diarrhea since yesterday.

· Recent laminectomy on MM/DD/YYYY.

· History of kidney stones.

· Hypertension.

· GERD.

· History of nonmalignant brain tumor resected in XXXX.

· Prior tobacco history, suspect COPD, not exacerbated.

Plan:

Neuro: Monitor neuro status. Pain control without over sedation.

Pulmonary: O2 supplementation to keep saturations greater than 92%. Continue high-dose Heparin drip per protocol. We will await outside images to be loaded into system for review.

Cardiovascular: Monitor hemodynamics closely. Echocardiogram ASAP. We will check lower extremity Doppler ultrasound to rule out DVT.

Repeat Troponin level now. EKG reviewed.

Gastrointestinal: We will keep patient nil per oral for now.

Genitourinary/Renal: Monitor urine output. Bladder scan as needed. Urinalysis is currently pending.

Infectious disease: Monitor WBC and temperature trend.

Fluid, Electrolytes and Nutrition: Monitor electrolytes and replace per protocol.

Prophylaxis: Currently on Heparin drip. Add PPT.
	167-169

	MM/DD/YYYY
	Vascular Specialists 

Physician name, M.D.
	Cardiology Consultation for Subacute Pulmonary Embolism: 

Patient with no prior cardiac history. Transferred over from XXXX ER to XXXX for management options. He has history of laminectomy done about weeks ago MM/DD/YYYY at Tampa - with Dr. XXXX. He presented to the XXXX ER with 2 day history of epigastric discomfort radiating to the back along with some shortness of breath and nausea.

He had elevated WBC counts and elevated BNP 2936 at presentation.

The CTA chest at the XXXX ER showed no evidence of thoracic aneurysm / dissection; however, there was presence of bilateral subsegmental pulmonary emboli with lower lobe infiltrates. Apparently, there was evidence of decreased perfusion to the left lower pole of the kidney.

Additionally, the Troponins were elevated at 0.1 with no arrhythmias or any ST segment changes. There was hint of PR segment depression in inferior leads. Patient has been on narcotics for pain and has been constipated.

Prior history of pulmonary embolism in late 1980s and had been on Warfarin in the past. Had a long discussion with Dr. XXXX and patient’s son. 

Active scheduled medications: 

Heparin DRIP 25,000 units [18 units/kg/hr] + premix Diluent 250 ml

Protonix IV injection/bolus

Administrations in last 24 hours: 

Morphine injection 1 mg IV Push every four hours

Zofran 4 mg IV Push every four hours

Comments: May give 4 mg undiluted over at least 30 seconds but preferably over 2 - 5 minutes.

Review of systems: 

Constitutional: Weakness, fatigue, decreased activity. 
Respiratory: Shortness of breath. 

Assessment: 

· Prior history of nonmalignant brain tumor resection in the remote past, history of pulmonary embolism in late XXXX with brief period of Warfarin after the episode hypertension. 

· History of kidney stones status post lithotripsy XXXX, recent history of laminectomy MM/DD/YYYY
· Patient was admitted with what appears to be subacute bilateral subsegmental pulmonary embolism positive Troponins 0.1. 

Plan: 

· Spoke with Dr. XXXX the neurosurgeon and patients son, Dr. XXXX (anesthesiologist) not a candidate for TPA / EKOS given the recent neurosurgical procedure

· Dr. XXXX was okay with Plavix and Aspirin if it was necessary

· Will try to get hold of the CT scans done in the XXXX ER to get a sense of what the extent of the pulmonary embolism is

· 2D echo revealed mild to moderately dilated RV, mildly decreased contractility, normal Left Ventricular Systolic Function (LVSF) Ejection Fraction (EF) 60-65%, extra cardiac fluid collection suggestive of left sided pleural effusion, apical views were poor, trace pericardial effusion if any.

· Heparin infusion has been started and that was okay per Dr. XXXX. Neuro checks every two hours. Will get neurosurgeon Dr. XXXX to be on board through the hospital stay.

· It does not clinically appear to be inferior wall Myocardial infarction- no ST segment changes, no wall motion abnormalities seen for the inferior wall. The spill of Troponins likely secondary to the PE and RV dilatation. May repeat the echo tomorrow to follow up on the severity of strain on the RV. Right now, patient is clinically hypertensive and there is mild sinus tachycardia. Arterial Blood Gas (ABG) and hypoxemia as per critical care.
· Will recommend lipase amylase.

· Will continue to follow up on the patient closely. Have asked Dr. XXXX my interventional partner to take a look at the case.
	162-166

	MM/DD/YYYY
	Clinic or Hospital Name 

Physician name, M.D.
	Pulmonary/Critical Care Note: 

Diagnoses: 

· Bilateral pulmonary embolism.
· Prior history of pulmonary embolism per wife, treatment with Warfarin Suspected Non-ST Segment Elevation Myocardial Infarction (NSTEMI).
· EKG at XXXX showed Sinus Rhythm (SR), marked T-wave abnormality.
· Vomiting, diarrhea since yesterday.
· Recent laminectomy on MM/DD/YYYY.
· History of kidney stones.
· Hypertension (HTN).
· Gastro-Esophageal Reflux Disease (GERD).
· Hisotry non-malignant brain tumor s/p resection in XXXX.
· Prior tobacco history, suspect Chronic Obstructive Pulmonary Disease (COPD), not exacerbated.
Plan:

· Neuro: Monitor neuro status. Pain control without over sedation.
· Pulmonary: O2 supplementation to keep saturations > 92%.
· Continue High Dose (HD) Heparin drip per protocol.
· Await outside images to be loaded into system for review.
· Cardiovascular: Monitor HDs closely. Echocardiogram as soon as possible.
· Left extremity doppler ultrasound. Repeat Troponin. EKG reviewed. 

· Gastrointestinal: Nil per oral. 

· Genitourinary/Renal: Monitor UOP. Bladder scan. Urinalysis pending. 

· Infectious Disease: Monitor WBC/temp trend.
· FEN: Monitor lytes, replace per protocol. Prophylaxis. On treatment with Heparin and add PPI. 
	6652-6653

	MM/DD/YYYY
	Clinic or Hospital Name
	Electrocardiogram: 

Impression: 

· Sinus tachycardia.
· Abnormal T, consider ischemic, anterior leads.
· Borderline prolonged QT interval.
	934-935

	MM/DD/YYYY
	Clinic or Hospital Name 

Physician name, M.D.
	Transthoracic Echocardiogram: 

Indication: Dyspnea.
Impression: 

· The study quality is poor.

· The estimated ejection fraction is 55-60%.

· Mild bilateral atrial enlargement is observed.

· There is a small pericardial effusion.

· There is a moderate pleural effusion on the left.
	931-933

	MM/DD/YYYY
	Clinic or Hospital Name 
Physician name, M.D.
	Duplex Scan of Extremity Veins: 

Impression: Acute deep venous thrombosis noted in the left popliteal veins. Slow venous flow noted bilaterally at all levels. Non occlusive thrombus noted in left popliteal vein and distal trifurcation.
	883, 928-930

	MM/DD/YYYY
	Clinic or Hospital Name
	Medication Administration: 

@10:02 hours: Morphine
@10:08 hours: Heparin bolus
@10:09 hours: Heparin Drip 25,000 units
@10:16 hours: Pantoprazole
@11:52 hours: Omeprazole
@12:37 hours: Simvastatin
@12:43 hours: Vitamin C and multivitamin
@12:48 hours: Omega-3
@15:18 hours: Ofirmev
@15:19 hours: Nitrostat
@16:30 hours: Maalox/Lidocaine
@17:30 hours: Proscar, Ditropan, and Cozaar
@18:32 hours: Omnipaque
@18:38 hours: Apresoline
@18:40 hours: Morphine

@20:36 hours: Magnesium sulfate and Potassium chloride

@20:45 hours: Ultram

@21:49 hours: Normal saline

@21:50 hours: Dilaudid

@22:00 hours: Simvastatin

@23:50 hours: Lidocaine, Propofol, and Rocuronium

@23:41 hours: Midazolam

@23:48 hours: Dexamethasone
	4069-4098

	MM/DD/YYYY
	Clinic or Hospital Name
	CT Chest without contrast:

1. Bilateral pulmonary emboli not well evaluated on this non contrast study. Dilated main pulmonary artery reflecting pulmonary hypertension.

2. Stable emphysema and reticular nodular opacities in bilateral lungs as detailed above. Follow-up recommendations as detailed below.

3. Coronary artery disease.

4. Stable abdominal findings as above. Pulmonary nodules (greater than 8mm in size): The XXXX Society for thoracic imaging recommends the following protocol for follow up of nonspecific pulmonary nodules 8 mm or greater in size. Follow up CT scan at 3, 9, and 24 months. Dynamic contrast enhanced CT, PET/CT, and/or biopsy may be performed. Evaluation of the solitary pulmonary nodule.
CT Abdomen/Pelvis without Contrast:

1. Developing small bowel ischemia. There is pneumatosis in the small bowel, most severe in the jejunum in the left lower quadrant. Mesenteric venous gas is present.
2. Probable left renal infarct or developing left renal infarct.

3. I discussed this case with Dr. XXXX at the time of exam.
	6648

	MM/DD/YYYY
	Clinic or Hospital Name
	CT Spine Lumbar w/o Contrast:

1. Now identified are postsurgical changes at the L4-L5 junction.

2. Now identified is a left intra-foraminal disk herniation with compression upon the foraminal aspect of the exiting left L4 nerve root sleeve from an unenhanced Ct standpoint.

3. Grade 1 anterolisthesis of L4 relative to L5 reidentified.

4. No gross acute lumbar vertebral body fracture.
	6648

	MM/DD/YYYY
	Clinic or Hospital Name
	Consent for Exploratory Laparotomy:

Consent signed for Exploratory laparotomy. 
	12

	MM/DD/YYYY
	Clinic or Hospital Name
Physician name, M.D.
	Operative Report for Exploratory Laparotomy:

Preoperative Diagnoses: Gangrene of the small bowel, acidosis.

Postoperative Diagnoses: Extensive gangrene of the small bowel, acidosis.

Operation: Exploratory laparotomy extensive resection of small bowel.

Surgeon: Physician name, M.D.
Pathology: The patient had gangrene involving roughly 80% of the small bowel, proximal 5% or so in the distal 5% appeared to be viable. Smaller portion on either side appeared to be partially viable before irrigation and fully viable after saline irrigation. He had no significant adhesions. There was serosanguineous fluid in the abdomen measuring roughly 200 mL. The stomach was unremarkable. Colon was unremarkable.

Procedure: With the patient in the supine position under general anesthesia, the abdominal wall was prepped and draped. An incision was made in the midline and taken through the linea alba. The peritoneum was opened and serosanguineous fluid was immediately aspirated. The exploration of the abdomen revealed extensive gangrene involving large portions of the small bowel. This caused us to irrigate the abdomen with warm saline for several cycles. There appeared to be some viability of bowel proximally and distally. Resection was done of the small bowel that appeared to be nonviable. The remaining bowel was irrigated with warm saline and soaked for several minutes. At the end of that procedure, the bowel remaining appeared to be viable. Using the GIA, an anastomosis was made of the small bowel proximally and distally in the usual manner. The mesentery was closed using 2-0 Vicryl. The loops of bowel was fixed at the apex with interrupted sutures of 2-0 Vicryl. The abdominal cavity was copiously irrigated with normal saline. The fascia was closed using double-armed #1 PDS. Subcutaneous tissue and skin were closed using skin clips.
Drains: None.

Cultures: None.

Catheters: None.

Packings: None.

Estimated Blood Loss: 150 to 200 mL.

Condition Of Patient: Satisfactory.
	186

	MM/DD/YYYY
	Clinic or Hospital Name 
Physician name, RN
	Nursing notes/Records-PACU Nursing:

PACU In: @0000 hours
PACU Discharge: @0000 hours
	237

	MM/DD/YYYY
	Clinic or Hospital Name
Physician name, M.D.
	Critical Care Progress Notes:

Had worsening epigastric pain yesterday. Repeat CT abdomen/pelvis showed renal infarct and mesenteric ischemia. Patient was taken to OR for extensive bowel resection. Now intubated, on low dose vasopressor support. Propofol for sedation. AC on hold. Wife and son at bedside. He is easily arousable to voice, nods head to questions.

Review of Systems: Unable to obtain ROS: due to clinical condition.
Vitals: Temp: 98.5, pulse: 93, respiratory rate: 0, BP: 135 /66, weight 96 kg, O2 Sat: 100, FIO2 40, O2 flow 3

Richmond Agitation Sedation Scale (RASS): 1 Drowsy: Not fully alert, but has sustained awakening.

Respiratory: Respirations are non-labored. Oral airway in place, ventilator.

Gastrointestinal: Soft, non-distended, midline incision covered with dressing.

Neurologic: Altered level of consciousness: Drowsy.

Labs:

MM/DD/YYYY @0000 hours: Urinalysis: Specific gravity 1.043, albumin 2+, RBCs 5, occasional mucous. 

Arterial Blood Gas (ABG)
MM/DD/YYYY
@0000 hours

MM/DD/YYYY
@0000 hours

Ph

7.258 L

7.294 L

PCO2

42.4

43.1

PO2

318 H

223 H

HCO3

18.9 L

20.9 L

Total CO2

20.0 L

22 L

O2 saturation

100 H

100 H

Test
MM/DD/YYYY
@0000 hours
MM/DD/YYYY
@0000 hours
Troponin T

0.1

0.06 H

Troponin T interpretation

Positive

Grayzone

Lipase

-

78 H

Amylase

-

158 H

Magnesium

-

1.6

Test
MM/DD/YYYY
@0000 hours
MM/DD/YYYY
@0000 hours
MM/DD/YYYY
@0000 hours
Glucose

159 H

-

155 H

Sodium

142

-

145

Potassium

4.3

-

4.2

Chloride

104

-

114 H

CO2

21 L

-

19 L

BUN

29 H

-

31 H

Creatinine

0.94

-

1

Calcium

9.7

-

7.6 L

Total Protein

6.7

-

5.0 L

Albumin

3.4

-

2.8 L

Globulin

3.3

-

2.3

PT

16.1 H

@0000 hours: 17.3 H

18.3 H

INR

1.28 H

@0000 hours: 1.40 H

1.50 H

APTT

66.9 H

-

-

WBC

19.27 H

26.12 H

10.45

RBC

4.2

4.39

3.05 L

Hgb

13.5

14.3

9.9 L

HCT

38.3

40

28.5 L

Platelet

179

237

140

Radiology Results:

(MM/DD/YYYY @0000 hours): Chest 1 view, portable

· Supportive appliances positioned as stated above.

· Right upper and left lower lobe infiltrates.

(MM/DD/YYYY @0000 hours): Spine Lumbar w/o Contrast

· Now identified are postsurgical changes at the L4-L5 junction.

· Now identified is a left intra-foraminal disk herniation with compression upon the foraminal aspect of the exiting left L4 nerve root sleeve from an unenhanced CT standpoint.

· Grade 1 anterolisthesis of L4 relative to L5 reidentified.

· No gross acute lumbar vertebral body fracture.

(MM/DD/YYYY @0000 hours): Abdomen/Pelvis without Contrast
· Developing small bowel ischemia. There is pneumatosis in the small bowel, most severe in the jejunum in the left lower quadrant. Mesenteric venous gas is present.
· Probable left renal infarct or developing left renal infarct.

· I discussed this case with Dr. XXXX at the time of the exam.

(MM/DD/YYYY @0000 hours): Chest without contrast

· Bilateral pulmonary emboli not well evaluated on this non contrast study. Dilated main pulmonary artery reflecting pulmonary hypertension.

· Stable emphysema and reticular nodular opacities in bilateral lungs as detailed above. Follow-up recommendations as detailed below.

· Coronary artery disease.

· Stable abdominal findings as above. Pulmonary nodules (greater than 8mm in size): The Fleischner Society for thoracic imaging recommends the following protocol for follow up of nonspecific pulmonary nodules 8 mm or greater in size. Follow up CT scan at 3, 9, and 24 months. Dynamic contrast enhanced CT, PET/CT, and/or biopsy may be performed. Evaluation of the solitary pulmonary nodule.
(MM/DD/YYYY @0000 hours): Chest 1 view, portable

Faint patchy and reticular opacities in both lungs are nonspecific, and could be related to atelectasis given low lung volumes; however, infection could also have this appearance. Correlation with upright PA and lateral views of the chest may be beneficial.

Active Scheduled Medications: Dextrose 10% water 500ml, Finasteride 5mg per oral every day, insulin regular NS 100 units, Losartan 50mg, Norepinephrine 16mg, Oxybutynin 5mg, Protonix IV injection/bolus 40mg, Diprivan 1000mg, Simvastatin 40mg, Sodium chloride 0.9% 1000ml. 

PRN Administration in Last 24 hours: 
Ofirmev 1000mg, Apresoline 20mg, Dilaudid 1mg, Morphine 2mg. 

Nutrition:

Solid-Regular Diet: Cardiac Modifiers: Cardiac

Dietary Supplements: Oral Supplements: Ensure Plus; Meal Frequency: 2 Times a Day; Special Instructions: GFR is 45 or greater (or unknown) without past or current history of diabetes

Assessment:

1. Acute respiratory failure on mechanical ventilatory support.
2. Septic shock, intraabdominal source.
3. Acute Kidney Injury (AKI), prerenal azotemia.
4. Renal infarct and mesenteric ischemia status post extensive small bowel resection MM/DD/YYYY.
5. Bilateral pulmonary embolism.
6. Prior history of pulmonary embolism per wife, treated with warfarin.
7. Lower extremity DVT (preliminary report).
8. Recent laminectomy on MM/DD/YYYY.
9. History of kidney stones.
10. Hypertension.
11. GERD.
12. History of non-malignant brain tumor status post resection in 2011.
13. Prior tobacco history, suspect COPD, not exacerbated.
Plan:

Neuro

1. Monitor neurological status.
2. Propofol for sedation.
3. Pain control without oversedation.
Pulmonary

1. Continue ventilator support. Will attempt SBT following TEE today.

2. O2 supplementation to keep saturation more than 92%.
3. AC on hold.
4. Monitor gas exchange.
5. Patient will need IVC filter placement as AC is currently contraindicated.
Cardiovascular

1. Continue vasopressor support to keep mean arterial pressure greater than 65.
2. Transthoracic echocardiogram with contrast planned for today to rule out shunt.
3. Monitor HDs closely.
4. Monitor fluid balance.
GI

1. NPO.
2. Nasogastric tube to low intermittent suction.
GU/Renal

1. Monitor urine output.
2. Strict Intake and output. Nurse will notify if urine output is less than 40 mL/hr.
Infectious disease

1. Monitor WBC/temp trend.
2. Trend lactic acid, repeat today at noon.
3. Start Azactam and Flagyl empirically.

Fluids, Electrolytes, and Nutrition

1. AC on hold.
2. Continue PPI.
3. SCDs.
	6644-6651

	MM/DD/YYYY
	Clinic or Hospital Name 

	Post-Anesthesia Evaluation: 

Cardiovascular/Respiratory: Stable, airway patent.

Blood pressure: 150/90

Pulse rate: 95

Respiratory rate: 16

Oxygen saturation: 99

Mental Status: Recovered, patient participates in evaluation.

Nausea and Vomiting: Adequately controlled.

Pain: Adequately controlled.

Hydration: Within normal limits.
	188

	MM/DD/YYYY
	Clinic or Hospital Name
	Consent for IVC filter Placement:

Consent signed for inferior Vena Cava (IVC) filter placement. 
	6

	MM/DD/YYYY
	Clinic or Hospital Name 
Physician name, M.D.
	Operative Report for Inferior Vena Cava (IVC) Filter Placement:

Procedures Performed:

1. Inferior vena cava venogram.

2. Inferior vena cava filter placement.

Indications: XX-year-old gentleman status post recent back surgery. The patient presents with abdominal pain and bilateral pulmonary embolisms. The patient was initially on anticoagulation, however, subsequent to increasing abdominal pain, the patient had a repeat CT done, which showed small bowel ischemia, for which he was operated on, as well as left renal infarct. Request was made for retrievable IVC filter as he was not able to take anticoagulation at this time.
Description Of Procedure: The area of the right common femoral vein was prepped and draped under sterile fashion. Using a 5-French micropuncture kit after the area of tenderness had subcutaneous lidocaine, it was accessed easily and over a long J-wire, a 6-French Option Elite sheath was placed into the IVC. IVC venograms were done. The left renal vein was identified under fluoroscopy. Subsequent to that, an Option Elite retrievable IVC filter was deployed under fluoroscopy. The sheath was pulled back, and final angiogram demonstrated a well deployed and positioned IVC filter. The sheath was then removed. Manual pressure for sheath pull. No immediate complications.
Conclusion: Successful deployment of 6-French Option Elite IVC filter.

Recommendations: Transfer back up to ICU.

*Related Records: Product label for Elite IVC filter. 
	184, 4111

	MM/DD/YYYY
	Clinic or Hospital Name
Physician name, D.O.
	Consultation Report:

Subjective: Intubated and will wean off.

Physical Examination: Vital Signs: Temperature 99.1, respiratory rate 11, BP 147/59, weight 96, O2 sat 100, FIO2 40, O2 flow 3

Test
MM/DD/YYYY
@0000 hours

Glucose

160 H

Sodium

142

Potassium

4.6

Chloride

110

CO2

21 L

BUN

28 H

Creatinine

0.98

Calcium

8.2 L

Total Protein

1.8

WBC

11.40 H

RBC

3.05 L

Hgb

9.9 L

HCT

28.6 L

Platelet

141

Medications:

1. Azactam 2gm 200mL/hr

2. Dextrose 500mL 30 mL/hr

3. Finasteride 5mg

4. Insulin regular NS 100 units

5. Losartan 50mg

6. Flagyl 500mg

7. Norepinephrine 16 mg + premix diluent 250 mL

8. Oxybutynin 5mg

9. Protonix IV injection/bolus 40mg

10. Diprivan 1000 mg + premix diluent 100 mL

11. Simvastatin 40mg

12. Sodium chloride 0.9% 1000 mL

PRN administration in last 24 hours

1. Apresoline 20mg

2. Dilaudid 1mg

3. Magnesium sulfate 2gm

4. Morphine 2 mg/1 mL injection

Intake/Output Totals:

Total In

Total Out

Balance

Stool Count

Today

1866

950

916

0

Yesterday

7113

2995

4118

0

2 days ago

0

0

0

0

Total

8979

3945

5034

0

Assessment and Plan:

1. Hypertension.
2. Hypercholesterolemia.
3. Hypertrophy of prostate with urinary retention.
4. Chronic gout.
5. Left shoulder pain.
6. Bilateral pulmonary embolism.  Not a candidate for TPA given the recent neurosurgical procedure. Started on a heparin drip.

7. Acute mesenteric ischemia with renal infarct status post small bowel resection with bandemia on ABX.
8. Acute respiratory failure intubated and on vent being weaned.
9. Rule out MI. Elevated troponins, Cardiac following.
10. Leukocytosis.  Afebrile.  Monitor.
11. Recent laminectomy on MM/DD/YYYY. Neurosurgery consulted.
12. Hypertension secondary to coronary artery disease. Currently uncontrolled. Restart home meds.

13. Hyperlipidemia.  Continue statin.
14. Chronic gout. Continue home meds.
	6637-6643

	MM/DD/YYYY
	Clinic or Hospital Name 
Physician name, M.D.
	Progress Notes:

Subjective: POD #1, patient responsive, extubated minutes ago, stable, on D10 IV, abdomen flat, had IVC filter inserted, wound intact.

Physical Examination: Vital Signs: Temperature 99.4, pulse 119, respiratory rate 20, BP 153/54, weight 96 kg, O2 sat 100, FIO2 40, O2 flow.

Central Lines: CVC – percutaneous, lumens: Double site: right jugular. Inserted on MM/DD/YYYY.

Peripheral Lines: 

Peripheral size: 20 gauge, Site: left, antecubital, inserted on MM/DD/YYYY
Peripheral size: 20 gauge, Site: Antecubital, inserted on MM/DD/YYYY
Arterial Lines:

ART line, site: Right, radial inserted on MM/DD/YYYY.

GI Tubes: Nasogastric, site – right naris, inserted on MM/DD/YYYY.

Urine Tubes/Drains: Indwelling catheter size: 16-French inserted on MM/DD/YYYY.

Physical Exam: Jejunostomy tube – drainage small amount. 

Labs: 

Urine Culture: No growth after 19 hours.

Intake/Output Totals:

Total In

Total Out

Balance

Stool Count

Today

2192

1100

1092

0

Yesterday

7113

2995

4118

0

2 days ago

0

0

0

0

Total

9305

4095

5210

0

Medications:

· Azactam 2gm 200mL/hr

· Dextrose 500ml 30 mL/hr

· Finasteride 5mg

· Insulin regular NS 100 units

· Losartan 50mg

· Flagyl 500mg

· Norepinephrine 16 mg + premix diluent 250 mL

· Oxybutynin 5mg

· Protonix IV injection/bolus 40mg

· Diprivan 1000 mg + premix diluent 100 mL

· Simvastatin 40mg

· Sodium chloride 0.9% 1000 mL

PRN administration in last 24 hours

· Apresoline 20mg

· Dilaudid 1mg

· Magnesium sulfate 2gm

· Morphine 2 mg/1 mL injection

Nutrition: Dietary supplements: Oral supplements: Ensure Plus; meal frequency – 2 time a day; special instructions – GFR is 45 or greater without past or current history of diabetes.

Nothing by Mouth: Start date/Time: MM/DD/YYYY @0000 hours.

Assessment and Plan:

1. Stable from surgery standpoint.
2. Need nutritional support.
3. Will continue to watch for bowel status.
4. Family aware.
	6630-6636

	MM/DD/YYYY
	Clinic or Hospital Name 
Physician name, RN
	Nursing notes/Records-Pre-Procedure Note:

Case Status: Emergency case. This case is a life/death emergency.
	233-234

	MM/DD/YYYY
	Clinic or Hospital Name
Physician name, M.D.
	Pathology Report:

Collected on: MM/DD/YYYY.

Clinical History: Gangrene of bowel.
Diagnoses: Small bowel resection, gangrenous small bowel with luminal dilatation, bowel wall thinning, and inflammatory changes consistent with ischemia. A 1-cm submucosal lipoma and 3 cm sub-serosal leiomyoma. Resection margins viable and unremarkable. No malignancy identified.
	286
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