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EXEYGEN





Patient Name: XXXX XXX

DOB: MM/DD/YYYY


DOD: MM/DD/YYYY

	MEDICAL CHRONOLOGY

General Instructions:

Flow of Events: In the beginning of the chronology, Flow of Events outlining the significant medical events will be provided which will give a general picture of the focus points in the case
Patient History: Details related to the patient’s past history (Medical, surgical, social, family history, and allergy details) present in the medical records

Detailed Medical Chronology: Information captured “as it 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 Instructions’
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 Comment

Illegible Dates: Illegible and missing dates are presented as “00/00/0000” (MM/DD/YYYY format)
Illegible Notes: Illegible handwritten notes are left as a blank space “_____” with a note as “Illegible Notes” in the heading of the particular consultation/report.
Specific Instructions:

· Medical chronology focuses in detail on XXXX’s admission to ZZZZZZZ for Intraventricular hemorrhage with hydrocephalus, status post multiple aneurysmal click and acute kidney injury on MM/DD/YYYY, further development of pressure ulcers, and its further managements until the discharge on MM/DD/YYYY
· Repeated details have been excluded in the chronology
· Case specific information has been highlighted in yellow color for easy reference
· A snap shot of the provider is given when the provider’s name is illegible
· The facility name have been included in separate row prior to every hospitalization
· We have used brown color for the references given internally


Critical Missing Medical Records

	What Records are Needed
	Hospital/Medical Provider
	Date/Time Period
	Is Record Missing Confirmatory or Probable?
	Why we need the records?
	Hint/Clue that records are missing
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Flow of Events
ZZZZZZ (MM/DD/YYYY – MM/DD/YYYY)
Admission for Intraventricular hemorrhage with hydrocephalus, status post multiple aneurysmal click and acute kidney injury on MM/DD/YYYY – Assessed with status post multiple craniotomies with multiple aneurysmal click due to 3rd and 4th ventricle IVH and hydrocephalus – Elevated WBC – Monitor mental status – Recommended Physical therapy and wound care – Om TPN – Scalp wound noted – Support surface LAL overlay - Decrease in loss of consciousness on MM/DD/YYYY
[image: image1.jpg]



Wound care intervention: Special mattress/bed; post skin flap/patient with minimal turning surface on MM/DD/YYYY – Underwent colonoscopy without complications on x MM/DD/YYYY – Noted sacrum/buttocks on MM/DD/YYYY –Over all status declining per primary nurse - On low air loss mattress - Reports poor appetite - Continued turn and repositioning every 2 hours - Possible Kennedy ulcer – Discharged to nursing home in fair condition on MM/DD/YYYY
*Reviewer’s comment: Further medical records are unavailable for review
Patient History

Past medical history: Diabetes mellitus
Past surgical history: Craniotomy
Family History: Noncontributory
Social History: Non-smoker, nonalcoholic, never used drugs
Allergy: Noncontributory
Detailed Chronology
	DATE
	TIME
	FACILITY NAME/ PROVIDER NAME
	OCCURRENCE
	PDF REF

	*Reviewer’s comment: Medical records prior to MM/DD/YYYY are unavailable for review

	ZZZZZZ (MM/DD/YYYY – MM/DD/YYYY)
*Reviewer’s comment: Medical records from MM/DD/YYYY – MM/DD/YYYY have been reviewed and summarized in detail focuses on Intraventricular hemorrhage with hydrocephalus, status post multiple aneurysmal click and acute kidney injury, further development of pressure ulcers, and its further managements until the discharge on MM/DD/YYYY

	MM/DD/YYYY
	TTTT
	XXX, M.D.
	History and physical:
Reason for admission: Intraventricular hemorrhage with hydrocephalus, status post multiple aneurysmal click and acute kidney injury.
History of present illness: Initially, he went to the ER for worsening of his headache. The CT scan of the revealed; IVH with 3rd and 4th ventricular clots and mild-to-moderate hydrocephalus. The patient was then transferred to ZZZZZZ for further management. While he was there, he underwent craniotomy and multiple clipping of the aneurysm including; distal left PICA aneurysm, internal carotid artery and posterior communicating artery, and also insertion of the external ventricular drain due to hydrocephalus and altered mental status, which was subsequently removed. The patient was transferred to Cornerstone Hospital to continue care.
Review of systems:

General: The patient denies recent weight loss, weight gain, or fever.

HEENT: He denies headache at this time or blurred vision.

Cardiovascular: He denies chest pain or palpitation.

Respiratory: He denies cough or congestion.

Gastrointestinal: He denies nausea, vomiting, diarrhea, or constipation.

Genitourinary: He denies dysuria, frequency, or hematuria.

Musculoskeletal: He denies any pain.

Skin: He denies rash.

Psychiatry: He denies depression or anxiety
Physical examination:

Vital signs: Blood pressure is 129/72, pulse is 70, respiratory rate is 24, and temperature is 98.8.

General: The patient is alert, awake, and oriented x2. No acute distress, the patient remarkable.

Neck: Supple.

HEENT: Sutures are placed in scalp, stable.

Cardiovascular: Regular, rate and rhythm.

Lungs: Clear to auscultation bilateral.

Abdomen: Soft, nontender, and nondistended.

Extremities: No edema, cyanosis or clubbing.
Laboratory data: Labs are all reviewed. White count is 17.7, hemoglobin is 10, and platelets are 240,000. CMP is pending.
Diagnoses:
The patient who was admitted to ZZZZZZ
· Status post multiple craniotomy with multiple aneurysmal click due to 3rd and 4th ventricle IVH and hydrocephalus  
· Acute kidney injury. BNP is pending

· Diabetes

· Hyperlipidemia

· Hypertension

· History of colon cancer, status post resection in 2016

· Anemia

· Leukocytosis
Plan:

· The patient's white count is elevated, but sed rate is low, probably due to steroids that he is getting. We will obtain cultures. He is currently not on any antibiotics. We will monitor the white count

· We will consult Physical Therapy 
· Monitor mental status

· Consult Wound Care

· Consult Physical Therapy

· DVT and stress ulcer prophylaxis
	1291-1293

	MM/DD/YYYY
	TTTT
	XXX, M.D.
	Endocrine consultation report:

Reason for consultation: Diabetes management and the patient currently on TPN
History of present illness: The patient admitted through the emergency room because of worsening headaches. CAT scan showed an intraventricular hemorrhage with 3rd and 4th ventricular clots and hydrocephalus. Transferred to Shreveport, where he underwent craniotomy and multiple clipping of aneurysm and he had drain for his hydrocephalus and altered mental status. The patient was moved to Cornerstone.
Review of systems:

Cardiac: No chest pain or palpitation
Pulmonary: No coughing, no wheezing
GI: No nausea, no vomiting, no diarrhea

GU: No dysuria, no urgency, no frequency
Skin: No rash
Physical examination:

Vital signs: Today, temperature is 99, heart rate 94, respirations 20, blood pressure 146/90.
General: The patient is alert, awake.
Neck: Supple. No JVD.

Lungs: Clear bilateral.

Heart: Regular rhythm.
Abdomen: Soft, nontender, nondistended.

Extremities: No clubbing, no cyanosis, and no edema.

His sugars range 200, 240, 198, and 245.
Assessment and plan: Type 2 diabetes, multiple aneurysm clippings, interventricular hemorrhage with clotting, and hypertension.

Plan:

· Continue monitoring his blood pressure and blood sugars.

· We will do Cortrosyn stim test.

· Hemoglobin A1 c, TSH, free T4, vitamin D, and B12.

Thank you, Dr. XXX, for the consultation. Continue his TPN and monitor his sugars closely.
	1295-1297

	MM/DD/YYYY
	TTTT
	XXX, M.D.
	Wound assessment:
Admit assessment

Wound location:

Scalp

Surgical: Post craniectomy

Length x width x depth x undermining: N/A

Amount: None
Tissues type: Closed

Braden score: 14

Current treatment: Clean/dry, OTA, monitor

Pain: 0/10

Support surface: LAL overlay

HBO consult recommended: No
	1955

	MM/DD/YYYY
	TTTT
	XXX, M.D.
	Wound assessment:

Weekly progress

Wound location:

Scalp

Surgical: Post craniectomy

Length x width x depth x undermining: N/A

Braden score: 14

Current treatment: Resolved area

Pain: 0/10

Support surface: LAL overlay

HBO consult recommended: No
	1953

	MM/DD/YYYY
	TTTT
	XXX, M.D.
	Initial Nutritional therapy assessment:

Skin integrity: Craniotomy site

Current oral diet: Diabetic diet

Per oral: 10%
Malnutrition identified characteristics:
Severe malnutrition:

Insufficient energy intake: < or = 50% of estimate energy requirement for > or = 5 days – 10%

Nutritional risk: None

Nutrition diagnoses: No malnutrition

Nutrition recommendations/interventions:

Provide supplements/Vitamins: Ensure per oral __ Megace
	1159-1160

	MM/DD/YYYY
	TTTT
	XXX, M.D.
	CT of brain without contrast:
Ordering Physician: XXX, M.D.

Reason for exam: Change in mental status, headache

Comparison: None
Findings:

· No acute intracranial hemorrhage or extra-axial collection.  Ventricles and CSF spaces are symmetric and appropriate.  No midline shift or mass effect. No acute osseous abnormality.  Postsurgical changes following prior suboccipital craniotomy.  Aneurysm clip within the posterior fossa.  Right anterior approach ventriculostomy catheter noted.  Old lacunar infarct of the right basal ganglia.

Impression:

· Postsurgical changes in the posterior fossa without evidence of acute intracranial abnormality.
	1107-1109

	MM/DD/YYYY
	TTTT
	XXX, M.D.
	CT of brain without contrast:

Ordering Physician: XXX, M.D.

Reason for exam: Decrease in loss of consciousness
Comparison: None
Findings:

· No acute intracranial hemorrhage or extra axial collection. Volume loss and microangiopathy.  Postsurgical changes following suboccipital craniotomy and aneurysm clip along the posterior fossa.  No midline shift or mass effect.
· No acute osseous abnormality.  Old lacunar infarcts of the left basal ganglia
Impression:

· Postsurgical changes in the posterior fossa similar to prior CT of MM/DD/YYYY. No clear acute intracranial abnormality.
	1093-1095

	MM/DD/YYYY
	TTTT
	XXX, M.D.
	Nursing interventions continued:

Frequent lab assessments at least every other day.

Frequent Medication adjustment >2 X in 24 hours. (Frequent Accu-checks/insulin adjustment, anticoagulation, and electrolyte, etc.)
Wound care intervention: Special mattress/bed; post skin flap/patient with minimal turning surface.
Rehab interventions: More than 1 h/d of all rehab services combined at least 5 days/ week.
Others: Patient acute needs and/or expensive treatments can't be handled at a lesser level of care
Dietician intervention:

IV fluids or IV meds (e.g., IV Antibiotics, IV Lasix, etc.) > l x daily. List all IV medications on preadmission assessment sheet. Each constitutes separate criteria.
	1169

	MM/DD/YYYY
	TTTT
	XXX, M.D.
	Nutrition follow-up:
Diet: Cardiac diabetic diet

Supplement: Megace – Gluccma

Estimated calorie needs:

Calories: 2464

Protein: 88-105gm

Fluid: 2200ml

EN/PN:

Formula and rate: PPN @ 50 (4.25/5)

Per oral intake: 0%

Wounds: Scalp
	1155

	MM/DD/YYYY
	TTTT
	XXX, M.D.
	Nursing interventions continued:

Frequent lab assessments at least every other day.

Frequent Medication adjustment >2 X in 24 hours. (Frequent Accu-checks/insulin adjustment, anticoagulation, and electrolyte, etc.)
Wound care intervention: Special mattress/bed; post skin flap/patient with minimal turning surface.
Dietician interventions: Add IS units, regular Insulin to __

Others: 72° cal __

Others: Patient acute needs and/or expensive treatments can't be handled at a lesser level of care
Dietician intervention:

IV fluids or IV meds (e.g., IV Antibiotics, IV Lasix, etc.) > lx daily. List all IV medications on preadmission assessment sheet. Each constitutes separate criteria.
	1167

	MM/DD/YYYY
	TTTT
	XXX, M.D.
	Procedure report for colonoscopy:

Pre and post op diagnoses:

· Malnutrition.

· Anemia.

Procedures:

· PEG tube.

· Colonoscopy with biopsy

Anesthesia: IV sedation
Procedure in detail: After informed consent was obtained, the patient was taken to the endoscopy suite, placed on the gurney in the left lateral decubitus position. IV sedation was administered without complication. The gastroscope was passed down through the esophagus and into the stomach. Pylorus intubated. Duodenum was unremarkable. Scope was brought back into the stomach. Good site of transillumination was found. The site was prepped and anesthetized. A small nick was made in the skin with an 11-blade scalpel. The needle and catheter were inserted into the stomach. The guidewire was passed down through the catheter and grasped with a snare. The wire was brought out through the mouth. The wire was attached to the gastrostomy tube. The gastrostomy tube was pulled into position. We initially had the G tube secured at 1 cm at the skin level, felt like that was probably too low. I was concerned the tube would come through the stomach wall, so I put the scope back down into the stomach and sure enough we had, so I pulled the tube out, and replaced the needle and catheter into the stomach through the same site and repeated the procedure. I pulled the tube up; it was secured about 2.5 cm mark at the skin level. I felt this was better. The scope was passed back down through the esophagus and placement was confirmed. The scope was then removed. We then proceeded with colonoscopy and colonoscope inserted into the anus. Insufflation was achieved. Scope was passed proximally through the colon to the cecum ___________ (Word missing in the record) lower quadrant. Scope was slowly withdrawn. Two small polyps were seen in the ascending colon. These were removed with hot biopsy forceps and submitted to pathology. No additional abnormalities were seen. Scope was removed. The patient tolerated procedure well.
Complications: None
Specimens: Colon polyps.
	1299-1301

	MM/DD/YYYY
	TTTT
	XXX, M.D.
	Wound assessment:

Wound location:

Sacrum/Buttock

Pressure ulcer: Unstageable

Length x width x depth x undermining: 4.0 x 2.0 x 0.1 x –

Subscore: 7

Exudate: Serosanguinous

Amount: Light

Sub score: 1

Tissue type: Closed; Epithelial; Slough

Sub score: 3

Braden score: 12

Push score: 11

Current treatment: Patient over all status declining per primary nurse. Patient has been on low air loss mattress. Staff also reports poor appetite. Continue turn and repositioning every 2 hours as needed. Possible Kennedy ulcer

Pain: 0/10

Support surface: LAL overlay

HBO consult recommended: No
	1951

	MM/DD/YYYY
	TTTT
	XXX, M.D.
	Discharge summary:

The patient was admitted to the hospital on MM/DD/YYYY and he was discharged to Washington Nursing Home on MM/DD/YYYY
Discharge diagnoses:

· Acute conjunctivitis

· Chronic anemia status post transfusion

· Depression

· Status post PEG tube placement

· Status post craniotomy with multiple craniotomy procedure secondary to multiple aneurysmal disease due to 3rd and 4th ventricles IVH and hydrocephalus

· Acute kidney injury, improved

· Diabetes

· Hyperlipidemia

· Hypertension

· History of colon cancer status post resection in YYYY
· Anemia

· Leukocytosis, improved

· Severe poor per oral intake, status post PEG lube placement

· Encephalopathy with decreased level of consciousness.

· Hyperlipidemia

Activity: As tolerated. The patient mostly is bedbound
Instructions: Continue PEG tube feedings. Continue PEG tube antibiotics for the coming 2 weeks
Physical exam on discharge:
Vital signs: Stable. Temperature 98.6, pulse is 98, respiratory rate 20, and blood pressure 140/80
Chest: Decreased breath sounds bilaterally
Abdomen: Soft. Positive bowel sounds. PEG tube is in place
Extremities: Trace edema, no cyanosis, or clubbing
Disposition: The patient was discharged to nursing home in fair condition
Course in the hospital: The patient was admitted to hospital for having multiple craniotomy secondary to multiple aneurysms. He has scalp wounds on admission that wound care started and scalp wound healed.  The patient had bacteremia and he was on antibiotics. He had multiple other medical problems as listed above. He was found to have poor per oral intake. Case discussed with family and the patient lias aspiration also. His wife first refused PEG tube placement and she wants him to be comfort and go home and when we started the process, she changed her mind and she stated she wants him to have the feeding tube, so discharge was canceled and the patient was arranged to have feeding tube. After that, we monitored his mental status, which was very low. The patient is arousable to touch stimuli, but does not respond to any verbal commands most of the times. lie continued on PEG tube antibiotics Ceftin, Doxycycline and Amylin and he was discharged on these antibiotics and he is to follow up in Washington Nursing Home.
	1233-1235

	*Reviewer’s comment: Further medical records are unavailable for review
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