David XXXX

DOB: 03/24/YYYY

	MEDICAL CHRONOLOGY - INSTRUCTIONS TO FOLLOW

General Instructions:

Brief Summary/Flow of Events: 

In 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
Patient History: 

Details related to the patient’s past history (medical, surgical, social and family history) 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 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

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 on the fall injury on 03/05/YYYY, the resulting injuries and their treatment

· The chronology has been prepared adhering to your instructions and the work plan that we shared. We have not included any records pertaining to injury prior to the accident. We have chronologically arranged the events in the medical chronology and provided the date of the visit, the provider’s name, impressions/ assessments and plan. Details pertaining to liability/causation have not been included
· The other related documents in hospitalization records such as labs are combined under the heading of related documents in the hospitalization.
· Police Report/Accident Scene Investigation Report/ Emergency Medical Service are unavailable hence the tabulation is not included in the chronology.

· Detailed description of initial and final Physical Therapy/ Occupational Therapy visits is provided. Interim visits are summarized.
· Case specific details have been highlighted in yellow for easy reference. 

· A snap shot of the provider is given when the provider’s name is illegible.


Brief Summary/Flow of Events

ABC  Hospital

03/05/YYYY – 04/07/YYYY: Fall injury, unresponsive at scene – Hospitalized and intubated - Underwent ventricular drain placement, intracranial pressure monitor and left frontal oxygen sensor and placement of lumbar drain – Diagnosed with traumatic brain injury, basilar skull fracture, right frontal subdural hematoma and pulmonary contusions – Discharged on 04/07/YYYY and referred to Neurosurgery, Physical, Occupational and Speech Therapy
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ABC  Hospital

04/08/YYYY: Complained of headache – Recommended to use Acetaminophen or Ibuprofen or Naproxen and to increase hydration
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XXXXX, M.D.

04/17/YYYY: Hearing issues in right ear and cracked teeth – Will make appropriate referral
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ABC  Hospital

04/22/YYYY: Little bit of imbalance on tandem gait – Recommended rehab on an outpatient basis
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XYZ Ear Nose and Throat Hospital
05/08/YYYY: Decreased hearing right – Diagnosed with mixed conductive hearing loss of both ears, hypertrophied nasal turbinates and subjective tinnitus – Start Fluticaone, nasal steroid and nasal saline gel - Ordered for CT temporal bone

[image: image5.jpg]



ABC  Hospital

05/04/YYYY – 06/11/YYYY: Underwent Occupational Therapy for traumatic brain injury and multiple skull fractures with CSF leak with some improvement
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XXX, M.D. F.A.C.S.
08/24/YYYY: Right hearing loss – Diagnosed with right conductive hearing loss secondary to his head injury – Recommended to undergo right tympanoplasty with possible ossicular reconstruction and ordered for CT scan
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ABC  Hospital

05/04/YYYY – 09/25/YYYY: Underwent Physical Therapy for traumatic brain injury and multiple skull fractures with CSF leak with some improvement
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XYZ  Hospital and Medical Center

10/12/YYYY: Right conductive hearing loss – Scheduled for Right tympanoplasty with ossicular chain reconstruction
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ABC Otolaryngology Consultants, P.C

12/11/YYYY: Tympanic membrane well healed – Return in two months

Missing Medical Records

	What Records are Needed
	Hospital/

Medical Provider
	Date/Time Period
	Why we need the records?
	Is Record Missing Confirmatory or Probable?
	Hint/Clue that records are missing

	Ambulance report
	-
	03/05/YYYY
	To know the mechanism of injury and status of patient at the scene of the accident
	Confirmatory
	PDF Ref: 344 (911 was called)

	CT of head/neck and cervical spine
	ABC  Hospital
	03/05/YYYY
	To know the detailed findings of the diagnostic test
	Probable
	PDF Ref: 363 (CT of head/neck and cervical spine)

	Maxillofacial CT
	ABC  Hospital
	03/05/YYYY
	To know the detailed findings of the diagnostic test
	Probable
	PDF Ref: 145 (Today maxillofacial CT)

	Speech Therapy records
	ABC  Hospital
	Between 03/05/YYYY and 04/07/YYYY
	To know the diagnosis and treatment rendered
	Confirmatory
	PDF Ref: 338 (He was working with Speech Therapy)

	Operative report for right tympanoplasty
	-
	-
	To know the details of the procedure performed
	Confirmatory
	PDF Ref: 170 (Patient doing well)


Patient History

Past medical history: No previous medical history. (PDF Ref: 191)
Past surgical history: None. (PDF Ref: 116)
Occupational history: Unemployed. He is in 6th grade. (PDF Ref: 257 and 289)
Family History: Diabetes and high blood pressure. (PDF Ref: 168)
Social History: Never smoker and non-drinker/ no alcohol use. (PDF Ref: 192)
Allergy: No known drug allergies. (PDF Ref: 192)
Detailed Chronology 
	DATE
	PROVIDER
	OCCURRENCE/TREATMENT
	PDF REF

	
	
	Fall injury on 03/05/YYYY
	

	03/05/YYYY
	ABC School
Provider unavailable
	Incident report for fall injury:
Description of incident: A student opened the rear Emergency exit door and jumped out of the bus while the bus was travelling approximately 20 mph. The student hit his head on the pavement and required medical assistance. Took place on Bus #14.

Description of immediate actions: The driver called 911 and emergency personnel were notified. I travelled to the scene with a member of the maintenance staff.

List of people involved/affected: Patient, bus driver and bus aide

List people notified: 911, Elyse Moya, Dr. XXXX and XXXX
	1

	03/05/YYYY
	ABC  Hospital
XXXX, M.D.
	Admission history and physical for fall injury:
Chief complaint: Trauma, head injury, Altered Level of Consciousness (ALOC).

History of present illness: Approximately 10 year old boy, presents as level 1 trauma. EMS reports that patient was in a school bus this morning, when patient jumped or fell out of the bus while it was moving at approximately 25 mph. Reportedly patient rolled several times on the ground and was unconscious. The bus driver stopped the bus and ran back to the patient where he was found to be unconscious. 911 was called and on scene at 0843 hours. Patient noted to have agonal breathing and was altered. Patient had oral airway and Intravenous (IV) placed.

*Reviewer’s comment: Ambulance report is unavailable for review.
Attending note: 10 year old male who jumped out of the school bus, LOC, transported via EMS. Arrived slightly combative and groaning.

Objective: Dysconjugate gaze, right hemotympanum, facial trauma with epistaxis

Plan: Intubate, CT head to groin, trauma 1 protocol. Intubated by fellow. Tube in good position.

Glasgow Coma Scale (GCS): 6
Physical examination:

General: Obtained, fully immobilized on back board and cervical collar

Head: Hematoma over right occiput

Eyes:
Right eye: Pupils Equal Round Reactive to Light (PERRL), 5 mm to 4 mm sluggish

Left eye: PERRL, 5mm to 4 mm sluggish. Swelling and abrasion noted to left eyebrow.

Ear:
Right ear abnormalities: Positive hemotympanum

Left ear abnormalities: Air/fluid level

Nose:
Right nose abnormalities: Epistaxis

Left nose abnormalities: Epistaxis
Mouth/throat: Airway, blood in oropharynx. Fractured left upper central incisor.

Neck: Cervical collar in place

Respiratory/chest: Respirations labored; agonal, gurgling respiratory effort.

Heart/cardiovascular: Normal rate, regular rhythm, normal pulses

Gastrointestinal: Soft, non-tender, non-distended, normal bowel sounds

Genitourinary: Normal external male genitalia, normal testicles and phallus

Extremities/ musculoskeletal:
Skin abnormalities: Abrasions noted to left upper eyelid, right elbow, left elbow, right knee and left knee

Neurological: Decreased level of consciousness, GCS

Assessment/medical decision making/plan: 10 year old male with fall from moving bus at approximately 25 mph. Patient with ALOC since the injury. On arrival patient with GCS 6, agonal labored respirations with blood coming from mouth and nose. Patient intubated in trauma bay with Etomidate and Rocuronium. Level 1 trauma labs sent. Will get CT head, neck, chest/abdomen/pelvis. Neurosurgery, trauma and anesthesia teams all present in trauma bay. Plan for Operating Room (OR) for External Ventricular Drainage (EVD) tube placement.
Reassessment: Mannitol given while patient in CT scanner. CT head positive for right frontal subdural, basilar skull fracture. Neurorad also reports early downward herniation. NSG and trauma aware of findings. Patient will be admitted to ICU.

Discharge diagnosis:

· Traumatic brain injury

· Basilar skull fracture
· Right frontal subdural hematoma
· Level 1 trauma
Disposition: Admit

Condition at discharge: Stable

Medical risk assessment: High
	344-347, 116-119

	03/05/YYYY
	ABC  Hospital

XXXX, M.D.
	Procedure report for intubation:

Rapid sequence intubation was provided using: Etomidate; Rocuronium. The procedure was performed without difficulty. The patient remained on both cardiorespiratory and pulse oximetry monitoring throughout the procedure.

The intubation was successful after multiple attempts: 2 attempts.

The patient was intubated with a # 6.5 F endotracheal tube

The tube was taped at 18 CM AT teeth.

A post-intubation chest X-ray was done and revealed good position.

The patient tolerated the procedure well. There were no complications.
	348

	03/05/YYYY
	ABC  Hospital

XXX, M.D.
	Procedure report for peripheral arterial line:

Indication: Severe TBI

Additional sedation/analgesia was provided using Fentanyl.
Description of procedure: The right forearm was prepped and draped in the usual sterile fashion. Using a modified Seldinger technique I entered the right radial artery and placed a 3 French 5 cm arterial line. There was good pulsatile blood return and the line flushed easily. Arterial waveform present upon transduction. Secured in place with 3-0 silk. Estimated Blood Loss (EBL) 3 ml. Following the procedure, the site was cleaned and a sterile dressing was applied. The procedure was performed without difficulty. The patient tolerated the procedure well. There were no complications.
	375-376

	03/05/YYYY
	ABC  Hospital

XXXXX, D.O.
	X-ray of abdomen:

History: Line placement

Impression: Venous catheter in right common iliac vein.
	500

	03/05/YYYY
	ABC  Hospital

XX, D.O.
	Diagnostic procedure report for electroencephalogram with video 24 hours:

Reason for exam: Severe TBI

Impression:

This prolonged video EEG monitoring session is abnormal because of:

· Exclusively asleep background which is nonreactive and monotonous.

· Excessive 15-22 Hz activity.

This recording is consistent with a sedated sleep state. No epileptiform features were seen. No clinical or subclinical seizures were captured. The recording continues.
	498-499

	03/05/YYYY
	ABC  Hospital

XXXX, M.D.
	1417 hrs, Inpatient Neurosurgery consultation for traumatic brain injury:

Chief complaint: Head injury

HPI: 11 year old previously healthy male presents to trauma bay after jumping off of a school bus going approximately 25 mph. Patient jumped via emergency exit and reportedly fell on his back and struck the back of his head prior to rolling around. Patient was unresponsive at scene. Arrived to trauma bay not intubated and immediately intubated because of level of arousal; happened within an hour of arrival; Neurosurgery called because of nature of injury and findings on imaging.

Reason for no review of systems: Unconscious

Glasgow coma scale: 10
Pain scale: 4/10
Physical examination:

Right eye 4 to 2, left eye 4 to 2. Localized bilateral upper extremity. Warm, dry bilateral lower extremity, bilateral hemotympanum. Unable to appreciate fundi on exam. Labored breathing. Pulses regular.

CT head: Right occipital skull fracture, right temporal bone fracture, clivus fracture. Bifrontal parafalcine contusions. Right frontal 3-4 mm Subdural Hemorrhage (SDH) with mass effect. 4mm Mid-Line Shift (MLS). Partial effacement of cisterns.

CT head/neck: Bilateral sigmoid sinus thrombus/ left transverse sinus thrombus; some post fossa blood; 4th open.

CT cervical spine: Negative

*Reviewer’s comment: CT report of head/neck and cervical spine are unavailable for review.
Assessment and plan: TBI – 11 year old male status post severe TBI after fall from bus. Will place External Ventricular Drainage (EVD), Intracranial Pressure (ICP) wire, Licox for neuromonitoring. HOB at 30. Collar. No anticoagulation for sinus thrombosis at this time. Neurosurgery will follow closely. Discussed with family and mother is aware of severe nature of injury; though he is localizing his injury is severe and he has severe lung injury as well, and is likely to develop ICP and possibly oxygenation issues; recommended above and she is aware as to why and is aware of risks of death, brain injury, hemorrhage, stroke, infection need for additional surgery (decompression) and other risks.
	361-364

	03/05/YYYY
	ABC  Hospital

XXX, M.D.
	Operative report for ventricular drain placement, intracranial pressure monitor and left frontal oxygen sensor:

Indications: The patient is an 11-year-old male, who jumped out of a school bus sustaining a closed head injury. On exam, he was intermittently localizing. He had significant pulmonary injury. Imaging studies revealed the presence of multiple skull fractures, bilateral frontal contusions, a right-sided subdural hematoma with some mass effect, and concern for sinus thrombosis. The family is aware of the rationale for the procedures in order to help treat his closed head injury, with as much information as possible. They are aware of potential risks.

Pre and post-operative diagnosis: Closed head injury, subdural hematoma, and significant depression of level of consciousness.

Procedure:

· Right coronal external ventricular drain placement with image guidance.

· Right coronal intracranial pressure monitor.

· Left frontal LICOX oxygen sensor.

Anesthesia: General endotracheal

The patient was maintained intubated and brought to the intensive care unit in stable condition. There were no complications
	373-374

	03/05/YYYY
	ABC  Hospital

XXXX, M.D.
	Inpatient Trauma surgery consultation for ortbital fracture:
History: The patient is a 10 year old boy who reportedly jumped out of his school bus this morning in Tolleson and it was moving about 25 miles an hour. He had initial GCS of 3 later here in our Emergency Room it was 6. He was intubated in our Emergency Room. He went to the operating room and had an external ventricular drain placement Neurosurgery. Today a maxillofacial CT scan showed a fracture of his orbit near the apex on the right side and we are asked to see him for that. Mom tells me that he has no medical problems. He takes no medicines right. He is not allergic to anything. He has never had any surgery.
*Reviewer’s comment: Maxillofacial CT report is unavailable for review.
Examination: The patient is intubated and is sleep in the ICU. He has numerous EEG monitors attached to his scalp with a dressing on his scalp. He had a little bit of clotted blood in his left nares, but there is no septal hematoma. He has no instability or swelling to his nose or his upper jaw or lower jaw. His pupils are small and nonreactive. I do not see any significant periorbital signs of trauma. I have reviewed his CT scan personally with the radiologist Dr. Jeff H. XX, M.D. The patient has numerous basilar skull fractures including a fracture of his orbital near the apex. There are no fractures of his mandible. There is no fractures of his zygomatic maxillary complex of his frontal sinuses. He does have some fractures of his colitis and temporal bone. The fracture near to his orbital apex has little bit of air associated with it. It is not significantly displaced and the radiologist tells me he has small hematoma in his posterior orbit.
Medical decision making: The patient has a fracture of his orbit, but it is for posterior and not displaced. He will not need a surgical repair and recommend to the trauma service that they have an Ophthalmologist examine the patient since he is unable to give us a visual acuity exam and there is a hematoma in his orbit and we will see the patient again as needed.
	145

	03/06/YYYY
	ABC  Hospital

XXX, M.D.
	0703 hrs, X-ray of chest:

History: Endotracheal Tube (ET) tube placement

Comparison: Yesterday

Findings:

Lines/tubes/surgical: Temperature probe in the region of the pharynx. It should be advanced. ET tube tip in good position. Enteric tube tip in stomach with sidehole in the region of the cardia.

Impression:

· Resolution of the lung opacities

· Tubes and lines as described above.
	497

	03/06/YYYY
	ABC  Hospital

XXXXX, D.O.
	0919 hrs, CT head without contrast:

History: Intracranial hypertension

Comparison: Noncontrast head CT 03/05/YYYY
Findings: Opacification of right sphenoid sinus with relatively increased attenuation, likely blood. Moderate mucosal thickening with small fluid level left sphenoid sinus. Mild to moderate bilateral ethmoid mucosal thickening. Mild bilateral maxillary/frontal mucosal thickening. Moderate opacification bilateral mastoid air cells. Near complete opacification middle ears.

Impression:

· Increased size and density of the posterior supra and infratentorial venous epidural hemorrhage.

· New right frontal EVD catheter with decreased supratentorial cerebral edema.

· Complex basilar skull fracture with persistent effacement of the quadrigeminal plate cistern, new mild temporal horn dilatation and decreased size of the fourth ventricle.

· Focal decreased attenuation within the central right cerebellum, concerning for ischemia.

· Slightly improved inferior herniation of the cerebellar tonsils. Slightly decreased extra-axial blood at craniocervical junction.

· Evolution of the bifrontal parenchymal contusions with increased adjacent vasogenic edema.

· Stable small hemorrhagic contusions at the superior right cerebellum.

· Resolved right frontal subdural hemorrhage with new small subdural blood overlying the right tentorium.

· Increased size of the scalp hematomas.

· Sinus/mastoid/middle ear findings as discussed.
	495-496

	03/06/YYYY
	ABC  Hospital

XXX, M.D.
	1105 hrs, Inpatient General surgery progress notes for traumatic brain injury:
Patient with GCS 8 in trauma bay, intubated and taken to CT. Given one dose of Mannitol in CT and transported to PICU for further management. Taken to OR by NS on 03/05/YYYY for EVD, Licox and ICP.
Interval history: Hospital day #2. Tertiary trauma assessment and progress note. Issues with ICP spikes in the 30’s overnight. Multiple PRN's and paralytics used. Patient just received paralytic prior to my exam but reportedly is moving all extremities when agitated, somewhat purposefully.
GCS: 3
Diet: Nothing Per Oral (NPO)

Physical examination:

General: Intubated, sedated. EEG wires in place

Eyes: Sclera white, pupils pinpoint. Abrasions lateral to left eye
Head/neck: Cervical collar in place
Neuro: Sedated, on paralytics unable to assess response at this time

Musculoskeletal: Reportedly moving all extremities equally. Bilateral antecubital PIV's, right groin central line, right radial arterial line

Active medications:

Continuous:
Sodium Chloride 0.9% w/ 20 mEq KCl/1000 ml
Heparin 2 unit/ml in Normal Saline (NS) for transducer
Sodium Chloride 0.9% IVF-Continuous
% Hypertonic saline continuous DripInfusion (new)
Fentanyl IV drip-Pediatric (new)

Sodium Chloride 0.9% IVF-Bolus (new)

Vecuronium IV drip (new)

Sodium Chloride 0.9% IVF-Continuous (new)
Norepinephrine IV drip (new)

Scheduled:

No Glucose in IV 1 dose IV note
Levetiracetam injectable 800 mg IV every 12 hours
Cefazolin injectable 1350 mg IV every 8 hours (new)

Acetaminophen injectable 600 mg IV every 4 hours (new)
Famotidine injectable 20 mg IV every 12 hours (new)
Polyvinyl alcohol ophthalmic solution 1.4% 1 drops OU (Both eyes) every 3 hours (new)
Pentobarbital injectable 50 mg IV x l (new)
Pentobarbital injectable 50 mg IV x 1 (new)
As needed:

Artificial tears ophthalmic ointment 1 application OU (Both eyes) thrice daily
Administered 1 time in past 24 hrs (new)
Vecuronium injectable 4 mg IV every 1 hour (new)
Fentanyl injectable 100 mcg IV every 1 hour (new)
Assessment and plan:

1. TBI with skull fractures:
· Cerebral edema with subfalcine and transtentorial herniation

· Right frontal and parafalcine SDH
· Multifocal right frontal parenchymal contusions with trace SAH

· Bilateral occipital fractures with complex basilar skull fractures extending into the carotid canal. CTA head and neck negative for vascular injury

· Transverse bilateral temporal bone fractures

· Pneumocephalus consistent with dural sinus injury
· Neurosurgery (NS), Dr. XXX following

· Status post EVD, Licox, and ICP placement on 03/05/YYYY
· Severe TBI protocol, management per PICU and NS

· Continuous EEG

· Neuro critical care following
· Anti-Epileptic Drug (AED) prophylactically

· Repeat head CT this morning for spiking ICP's

· Defer cervical collar clearance to NS

· Status: Acute 
2. Orbital fracture:
· Right posterior orbital apex fracture with small extraconal retroorbital hematoma
· Plastics, Dr. XXXXX on consult
· Non surgical management
· Requesting Ophthalmology evaluation, Dr. XXXX to consult today
· Status: Acute 

3. Pulmonary contusions:
· Initially requiring significant FiO2’s

· Able to wean to 55% FiO2 this morning
· Chest X-ray improving this morning
· Continue to follow
· Status: Acute
4. Nutrition:
· NPO for now
· Maintenance Intravenous Fluids (MIVF)
· Anticipate starting Nasogastric (NG)/Nasoduodenal (ND) feeds in next 24 hours
· Status: Acute
5. Prophylaxis:
· Sequential Compression Device (SCD's)
· Turn every 2 hours
· Skin assessment daily
· Lovenox not appropriate at this time due to TBI. Will need to touch base with NS about timeframe to start
· Status: Acute

6. Psychiatric:
· Reportedly patient jumped from a moving bus. This will need to be investigated as this incident could easily have been fatal.
· Psychiatry consult when appropriate
· Status: Acute
	120-124

	03/07/YYYY
	ABC  Hospital

XXXX, M.D.
	0722 hrs, X-ray of chest:

History: ET tube placement

Comparison: 03/06/YYYY
Impression: Bibasilar central opacities which may relate to atelectasis left greater than right.
	494

	03/07/YYYY
	ABC  Hospital

XXX, D.O.
	1715 hrs, X-ray of abdomen (KUB):

History: OG placement

Comparison: Earlier same day

Impression:

· Enteric tube terminating likely within the first portion duodenum, unchanged

· Paucity of bowel gas without evidence for obstruction.

· Stable bibasilar atelectatic changes.
	492

	03/07/YYYY
	ABC  Hospital

XXX, D.O.
	1720 hrs, X-ray of abdomen (KUB):

History: Confirm OD tube placement

Comparison: 03/05/YYYY
Impression:

· Enteric tube terminating likely within the first portion duodenum.

· Paucity of bowel gas without evidence for obstruction.

· Stable bibasilar atelectatic changes.
	491

	03/07/YYYY
	ABC  Hospital

XX, M.D.
	1904 hrs, CT of head without contrast:

History: Intracranial hypertension

Comparison: CT head dated 03/06/YYYY
Impression:

· Slight (may be 1 mm) increase in the thickness of the largest posterior epidural blood collection excellent

· Possible slight increase in lateral ventricular size

· Possible small area of evolving right cerebellar ischemia

· Otherwise stable intracranial findings as previously described
	490

	03/06/YYYY – 03/07/YYYY
	ABC  Hospital

XXXX, M.D.
	Procedure report for EEG with video 24 hours:

Reason for procedure: Severe TBI

History: 10 year old boy who sustained head trauma after jumping from a moving bus.

Impression: This EEG is abnormal due to:

· Continuous generalized slowing, intermittently worse over the right posterior quadrant

· Lack of normal sleep and wake elements and transitions

Clinical correlation: This EEG is consistent with a diffuse encephalopathy of nonspecific etiology, with a worse structural/functional abnormality over the right hemisphere. There were no seizures and no epileptiform features. Clinical correlation is recommended.
	488

	03/07/YYYY
	ABC  Hospital

Jae-XX, M.D.
	2004 hrs, Inpatient pediatric surgery progress notes for traumatic brain injury:
Interval history: Hospital day #3. Afebrile. NPO. Fentanyl, Norepinephrine, Rocuroinum, and hypertonic saline Gastrotracheal Tube (GTT) infusion. Following severe TBI protocol.

Glasgow coma scale: 6

Physical examination:

General appearance: Ill appearing, sedated, no apparent distress, supine in bed with Head of Bed (HOB) elevated

Head: EVD and Licox with continuous EEG leads in place to head

Ears, Nose, Mouth and Throat: ETT and Orogastric (OG) in place
Neck: Cervical collar in place

Genitourinary: Foley in place, diapered

Extremities/musculoskeletal: Full passive range of motion to wrists, elbows, ankles, knees, abrasion to left knee

Neurological: Sedated and paralyzed, pupils PERRL

Psych: Mother and father at bedside
Active medications:

Continuous:

· Sodium Chloride 0.9% with 20 mEq KCl/1000 ml
· Heparin 2 unit/ml in NS for transducer
· Sodium Chloride 0.9% IVF-Continuous

· Fentanyl IV drip-Pediatric

· Sodium Chloride 0.9% IVF-Continuous
· Norepinephrine IV drip
· Rocuronium IV drip
· Total Parenteral Nutrition Pediatric (new)
· % Hypertonic Saline Continuous dripinfusion (new)
· Pentobarbital IV drip (new)

Scheduled:
· Levetiracetam injectable 800 mg IV every 12 hours
· Acetaminophen injectable 600 mg IV every 4 hours
· Famotidine injectable 20 mg IV every 12 hours
· Polyvinyl alcohol ophthalmic solution 1.4% 1 drops OU (Both eyes) every 8 hours
· Cefazolin injectable 1350 mg IV every 8 hours
· Intralipid 20% (new)
· Magnesium Sulfate injectable 1200 mg IV x l (new)

· Potassium Chloride IV infusion-Pediatric 20 mEq IV x l (new)
As needed:

· Artificial tears ophthalmic ointment 1 application OU (Both eyes) thrice daily
· Rocuronium injectable 40 mg IV every 1 hour
· Fentanyl injectable 100 mcg IV every 1 hour (new)
Assessment and plan:
1. Severe TBI with skull fractures:
· NS, Dr. XXX following

· Status post EVD, Licox, and ICP placement on 03/05/YYYY
· Severe TBI protocol, management per PICU and NS

· Continuous EEG
· Neuro critical care following

· AED prophylactically

· Repeat head CT 03/06/YYYY for spiking ICP's

· Rocuronium, Norepinephrine, Fentanyl and hypertonic saline GTT’S

· Defer cervical collar clearance to NS
· Status: Acute
2. Orbital fracture:
· Right posterior orbital apex fracture with small extraconal retroorbital hematoma

· Plastics, Dr. XXXXX on consult
· Non surgical management 
· Ophthalmology consult, Dr. XXXX-non operative (intra-ocular pressure within normal limits, optic nerve appeared intact)-exam done without pupil dilation

· Status: Acute
3. Pulmonary contusions:
· Initially requiring significant FiO2-Mechanical vent per PICU

· Able to wean to 35% FiO2

· Chest X-ray improving this morning

· Continue to follow
· ETCO2 35-45 per TBI protocol

· Status: Acute
4. Nutrition:
· NPO for now

· MIVF

· Consider OG/OD feeds when off Rocuronium GTT and able to wean Norepinephrine GTT

· Start Total Parenteral Nutrition (TPN) when cleared by NS for dextrose

· Status: Acute
5. Prophylaxis:
· SCD's 
· Turn every hour

· Skin assessment daily

· Lovenox not appropriate at this time due to TBI. Will need to touch base with NS about timeframe to start.

· Status: Acute
6. Psychiatric:
· Reportedly patient jumped from a moving bus. This will need to be investigated as this incident could easily have been fatal

· Psychiatry consult when appropriate

· Status: Acute
	125-128

	03/07/YYYY
	ABC  Hospital

XXXX, M.D.
	Inpatient Ophthalmology consultation for traumatic brain injury:

Reason for consultation: Patient suffered a closed head trauma after opening the back door to a school bus and falling out. He is currently in the Pediatric Intensive Care Unit in a medically induced coma. I was asked to check intraocular pressures, and a general eye examination.

Physical examination: Patient is in a coma and unresponsive at this time. Pupils are reactive to light in both eyes with no afferent pupillary defect. External and anterior segment examination is relatively normal, although there is no spontaneous blink response and lubricating ointment is being placed in both eyes. The anterior segments are normal with no hyphema and anterior chambers were deep. Lenses are clear. The optic nerves appear normal in both eyes, with a very limited posterior view of the retina in the macular region, which looked unremarkable for retinal hemorrhages. Intraocular pressures were normal at 11 in both eyes.

Impression: Traumatic head injury with normal intraocular eye examination.

Disposition and discussion: Patient appears to be suffered no serious ocular trauma. A follow-up examination as an outpatient would be recommended on an as needed basis.
	349

	03/08/YYYY
	ABC  Hospital

XXXX, M.D.
	0536 hrs, X-ray of chest:

Reason for procedure: ET tube placement

Comparison: 03/07/YYYY
Impression:

· Worsening bibasilar opacities likely relating to atelectasis, although infection or aspiration cannot be entirely excluded.

· Tracheal tube in satisfactory position.

· Enteric tube terminating at or just beyond the pylorus.
	486-487

	03/08/YYYY
	ABC  Hospital

XX, M.D.
	1348 hrs, Inpatient pediatric surgery progress notes for traumatic brain injury:
Interval History: Day #4. ICP spike yesterday afternoon, EVD stopped draining, CT head obtained, EVD started draining, ICP decreased. Pentobarbital given and Rocuronium GTT continued overnight. Afebrile. Remains NPO.
GCS: 3
Diet: Peptamen Jr. Prebio with fiber (Nestle)

Physical examination:

General appearance: Ill appearing, sedated, no apparent distress, supine in bed with HOB elevated

Head: EVD and Licox with continuous EEG leads in place to head

Ears, Nose, Mouth and Throat: ETT and OG in place

Neck: Cervical collar in place

Genitourinary: Foley in place, diapered

Extremities/musculoskeletal: Full passive range of motion to wrists, elbows, ankles, knees, abrasion to left knee

Neurological: Sedated and paralyzed, pupils PERRL

Psych: Mother and father at bedside
Active medications:

Continuous:

· Sodium Chloride 0.9% with 20 mEq KCl/1000 ml

· Heparin 2 unit/ml in NS for transducer

· Sodium Chloride 0.9% IVF-Continuous

· Fentanyl IV drip-Pediatric

· Sodium Chloride 0.9% IVF-Continuous

· Norepinephrine IV drip

· Rocuronium IV drip

· % Hypertonic Saline Continuous dripinfusion (new)

· Total Parenteral Nutrition Pediatric (new)

Scheduled:

· Levetiracetam injectable 800 mg IV every 12 hours

· Famotidine injectable 20 mg IV every 12 hours

· Polyvinyl alcohol ophthalmic solution 1.4% 1 drops OU (Both eyes) every 3 hours

· Cefazolin injectable 1350 mg IV every 8 hours

· Intralipid 20% (new)

As needed:

· Artificial tears ophthalmic ointment 1 application OU (Both eyes) thrice daily

· Rocuronium injectable 40 mg IV every 1 hour, administered 3 times in past 24 hours
· Fentanyl injectable 100 mcg IV every 1 hour , administered 3 times in past 24 hours (new)

Assessment and plan:

1. Severe TBI with skull fractures:

· NS, Dr. XXX following

· Status post EVD, Licox, and ICP placement on 03/05/YYYY
· Severe TBI protocol, management per PICU and NS

· Continuous EEG

· Neuro critical care following

· AED prophylactically

· Repeat head CT 03/06/YYYY for spiking ICP's

· Rocuronium, Norepinephrine, Fentanyl and hypertonic saline GTT’S-PICU planning to wean Rocuronium GTT today as tolerated by ICP/shivering
· Defer cervical collar clearance to NS

· Status: Acute

2. Orbital fracture:

· Right posterior orbital apex fracture with small extraconal retroorbital hematoma

· Plastics, Dr. XXXXX on consult

· Non surgical management 

· Ophthalmology consult, Dr. XXXX-non operative (intra-ocular pressure within normal limits, optic nerve appeared intact)-exam done without pupil dilation

· Status: Acute

3. Pulmonary contusions:

· Initially requiring significant FiO2-Mechanical vent per PICU

· Able to wean to 35% FiO2

· Chest X-ray every morning while intubated
· Continue to follow

· ETCO2 35-45 per TBI protocol

· Status: Acute

4. Nutrition:

· NPO for now

· MIVF

· Consider OG/OD feeds when off Rocuronium GTT and able to wean Norepinephrine GTT

· Start TPN when cleared by NS for dextrose

· Status: Acute

5. Prophylaxis:

· SCD's 

· Turn every 2 hours
· Skin assessment daily

· Lovenox not appropriate at this time due to TBI. Will need to touch base with NS about timeframe to start.

· Status: Acute

6. Psychiatric:

· Reportedly patient jumped from a moving bus. This will need to be investigated as this incident could easily have been fatal

· Psychiatry consult when appropriate
· Status: Acute
	129-132

	03/09/YYYY
	ABC  Hospital

XXX, M.D.
	0623 hrs, X-ray of chest:

History: ET tube placement

Comparison: March 8, 2013

Impression: Improving aeration.
	485

	03/09/YYYY
	ABC  Hospital

XXXX, M.D.
	1348 hrs, Inpatient pediatric surgery progress notes for traumatic brain injury:

Interval History: Day #5. Afebrile. ICP spike x 1 overnight, controlled with pain and sedation medication. Rocuronium and Norepinephrine GTT discontinue, Dextrose GTT started.

GCS: 9
Diet: Peptamen AF (Nestle)

Physical examination:

General appearance: Ill appearing, sedated, no apparent distress, supine in bed with HOB elevated

Head: EVD and Licox with continuous EEG leads in place to head

Ears, Nose, Mouth and Throat: ETT and OG in place

Neck: Cervical collar in place

Genitourinary: Foley in place, diapered

Extremities/musculoskeletal: Full passive range of motion to wrists, elbows, ankles, knees, abrasion to left knee. Patient edematous throughout with increase swelling to right upper extremity.

Neurological: Sedated, intubated, pupils PERRL, moves spontaneously
Psych: Mother and father at bedside

Active medications:

Continuous:

· Sodium Chloride 0.9% with 20 mEq KCl/1000 ml

· Heparin 2 unit/ml in NS for transducer

· Sodium Chloride 0.9% IVF-Continuous

· Fentanyl IV drip-Pediatric

· Sodium Chloride 0.9% IVF-Continuous

· Dexmedetomidine IV drip (new)

· % Hypertonic Saline Continuous dripinfusion (new)

Scheduled:

· Levetiracetam injectable 800 mg IV every 12 hours

· Famotidine injectable 20 mg IV every 12 hours

· Polyvinyl alcohol ophthalmic solution 1.4% 1 drops OU (Both eyes) every 3 hours

· Cefazolin injectable 1350 mg IV every 8 hours

· Polyethylene Glycol (Miralax) 17 Grams NG tube twice daily (new)

· Gabapentin Oral 300 mg GT thrice daily (new)

As needed:

· Artificial tears ophthalmic ointment 1 application OU (Both eyes) thrice daily

· Rocuronium injectable 40 mg IV every 1 hour, administered 3 times in past 24 hours

· Fentanyl injectable 100 mcg IV every 1 hour , administered 16 times in past 24 hours (new)

· Ketamine injectable 40 mg IV every 4 hours (new)

Assessment and plan:

1. Severe TBI with skull fractures:

· NS, Dr. XXX following

· Status post EVD, Licox, and ICP placement on 03/05/YYYY
· Severe TBI protocol, management per PICU and NS

· Continuous EEG

· Neuro critical care following

· AED prophylactically

· Repeat head CT 03/06/YYYY for spiking ICP's

· Hypertonic saline and Dextrose GTTs-PICU

· Defer cervical collar clearance to NS

· Status: Acute

2. Orbital fracture:

· Right posterior orbital apex fracture with small extraconal retroorbital hematoma

· Plastics, Dr. XXXXX on consult

· Non surgical management 

· Ophthalmology consult, Dr. XXXX-non operative (intra-ocular pressure within normal limits, optic nerve appeared intact)-exam done without pupil dilation

· Status: Acute

3. Pulmonary contusions:

· Initially requiring significant FiO2-Mechanical vent per PICU

· Chest X-ray every morning while intubated

· Continue to follow

· ETCO2 35-45 per TBI protocol

· Status: Acute

4. Nutrition:

· TPN/ Intralipid (IL)
· OG feeds, increasing 10 ml every 6 hours
· Wean TPN accordingly
· Status: Acute

5. Right upper extremity swelling:

· Doppler ultrasound to right upper extremity- reviewed
· Status: Acute

6. Prophylaxis:

· SCD's 

· Turn every 2 hours

· Skin assessment daily

· Lovenox not appropriate at this time due to TBI. Will need to touch base with NS about timeframe to start.

· Status: Acute

7. Psychiatric:

· Reportedly patient jumped from a moving bus. This will need to be investigated as this incident could easily have been fatal

· Psychiatry consult when appropriate

· Status: Acute
	133-136

	03/09/YYYY
	ABC  Hospital

XXX, M.D.
	1357 hrs, Inpatient Neurology consultation for traumatic brain injury:

HPI: Patient remains on ventilator and 3% saline. Long term EEG monitoring is ongoing and no clinical or electrographic seizures, but continues on Keppra for prophylaxis. He has required sedation with Fentanyl and Rocuronium over the past few days due to agitation, but per nursing he does move all extremities and follows verbal commands when sedation lightened.

Reason for no review of systems is altered mental status
GCS: 9

Pain scale: 4/10
Physical examination: Limited exam as sedated, intubated on vent, unable to assess mental status. Occasional spontaneous movements of all four extremities, non purposeful. Pupils are pinpoint. Deep tendon reflexes are 3+ with ankle clonus.

Images:

CTA 03/05/YYYY
· Negative CTA head for vascular injury.

· Negative CTA neck for carotid or vertebral artery injury.

· Air density in the region of the bilateral sigmoid sinus, concerning for dural sinus injury.

· Partial thrombosis of the left transverse sinus with intradural air versus nonocclusive external compression of the left transverse sinus from epidural venous hemorrhage.

· Diffuse pulmonary contusions and/or aspiration.

CT Head 03/05/YYYY
· Diffuse cerebral edema with 3 mm subfalcine and transtentorial herniation.

· Right frontal and parafalcine subdural hemorrhage, greatest thickness 3 mm.

· Multifocal right frontal parenchymal contusions with trace subarachnoid hemorrhage.

· Bilateral occipital bone fractures with complex basilar skull fracture extending to the right carotid canal. CTA ordered for further evaluation.

· Transverse bilateral temporal bone fractures. The right sided fracture extends across the vestibule and into the round and oval windows.

· Pneumocephalus with diffuse air density in the region of the transverse and sigmoid sinuses, consistent with dural sinus injury.

Assessment and plan:

Traumatic brain injury – Multiple skull fractures (bilateral temporal, bilateral occipital, complex basilar involving right carotid canal), right frontal SDH with mass effect, and subarachnoid blood present in right frontal and the craniocervical junction, as well as partial thrombosis of bilateral sigmoid and left transverse sinus. Despite extensive injury patient with stable ICP's. Agree with continued 3% saline. EVD per Neurosurgery. On our review of CTA imaging, left Middle Cerebral Artery (MCA) brain region appears to have decreased distal contrast, concerning for possible distal artery occlusion. Transcranial Doppler (TCD's) done today with decreased velocity on left. Also noted EEG slowing on left compared to right which supports ischemic injury in the distal left MCA region. Will continue to monitor closely and plan for MRI brain when patient stable enough. As sinus thrombi are non-occlusive agree with no anticoagulating at this time. Continue Keppra for seizure prophylaxis. Status: Acute.
	356-360

	03/09/YYYY
	ABC  Hospital

XXXX, M.D.
	1526 hrs, Venous Doppler ultrasound of upper extremities:

History: Edema, concern for thrombus

Impression:

· No deep venous thrombosis involving the right subclavian, axillary, or brachial veins.

· Conspicuous appearance involving visualized portions of the right jugular vein is of uncertain etiology. No discrete thrombus is seen.

· Superficial thrombus involving the mid to distal portion the right cephalic vein.
	483-484

	03/09/YYYY
	ABC  Hospital
XXXXX, M.D.
	1753 hrs, X-ray of chest:
Reason for procedure: Peripherally Inserted Central Catheter (PICC) placement

Comparison: 03/09/YYYY at 0450 hrs

Impression: PICC line at superior vena cava-right atrial junction
	482

	03/10/YYYY
	ABC  Hospital

XXXX, M.D.
	0941 hrs, Inpatient trauma progress notes for traumatic brain injury:
Interval History: Day #6. 12 year old male. ICP's 5-22 overnight. Does have spikes related to agitation. EVD output 205 at 10. OG feeding at 40 cc/hour with goal of 55/hour. Afebrile.
GCS: 8
Diet: Peptamen AF (Nestle)

Physical examination:

General appearance: Sedated, no apparent distress, supine in bed with HOB elevated

Head: EVD and Licox with continuous EEG leads in place to head

Ears, Nose, Mouth and Throat: ETT and OG in place

Neck: Cervical collar in place

Genitourinary: Foley in place, diapered

Extremities/musculoskeletal: Full passive range of motion to wrists, elbows, ankles, knees, abrasion to left knee. Patient edematous throughout with increase swelling to right upper extremity. Right radial arterial line, left upper extremity PICC. Bilateral foot Peripheral Intravenous (PIV's), not functioning removed.
Neurological: Sedated, intubated, pupils PERRL, moves spontaneously

Psych: Aunt at bedside

Active medications:

Continuous:

· Sodium Chloride 0.9% with 20 mEq KCl/1000 ml

· Heparin 2 unit/ml in NS for transducer

· Sodium Chloride 0.9% IVF-Continuous

· Dexmedetomidine IV drip (new)

· Nicardipine IV drip (new)

· Morphine IV drip-Pediatric (new)

· % Hypertonic Saline Continuous dripinfusion (new)

· Propofol IV drip (new)

Scheduled:

· Levetiracetam injectable 800 mg IV every 12 hours

· Famotidine injectable 20 mg IV every 12 hours

· Polyvinyl alcohol ophthalmic solution 1.4% 1 drops OU (Both eyes) every 3 hours

· Cefazolin injectable 1350 mg IV every 8 hours

· Polyethylene Glycol (Miralax) 17 Grams NG tube twice daily (new)

· Gabapentin oral 300 mg GT thrice daily (new)

· Salt Granule 0.5 teaspoon(s) NG tube every 6 hours (new)

As needed:

· Artificial tears ophthalmic ointment 1 application OU (Both eyes) thrice daily, administered 2 times in past 24 hours
· Rocuronium injectable 40 mg IV every 1 hour, administered 8 times in past 24 hours

· Ketamine injectable 40 mg IV every 4 hours (new), administered 4 times in past 24 hours (new)
· Morphine injectable 6 mg IV every 1 hour, administered 5 times in past 24 hours (new)

Assessment and plan:

1. Severe TBI with skull fractures:

· NS, Dr. XXX following

· Status post EVD, Licox, and ICP placement on 03/05/YYYY
· Severe TBI protocol, management per PICU and NS

· Continuous EEG

· Neuro critical care following

· AED prophylactically

· Repeat head CT 03/06/YYYY for spiking ICP's

· MRI one bang today

· Hypertonic saline and sedation per PICU
· Defer cervical collar clearance to NS

· Status: Acute

2. Orbital fracture:

· Right posterior orbital apex fracture with small extraconal retroorbital hematoma

· Plastics, Dr. XXXXX on consult

· Non surgical management 

· Ophthalmology consult, Dr. XXXX-non operative (intra-ocular pressure within normal limits, optic nerve appeared intact)-exam done without pupil dilation

· Status: Acute

3. Pulmonary contusions:

· Initially requiring significant FiO2-Mechanical vent per PICU

· Chest X-ray every morning while intubated

· Continue to follow

· ETCO2 35-45 per TBI protocol

· Status: Acute

4. Nutrition:

· TPN/IL

· OG feeds, increasing 10 ml every 6 hours. Currently at 40 cc with goal to 55 cc/hour

· Wean TPN accordingly

· Status: Acute

5. Right upper extremity swelling:

· Doppler ultrasound to right upper extremity- reviewed
· Status: Acute

6. Prophylaxis:

· SCD's 

· Turn every 2 hours

· Skin assessment daily

· Meets criteria for Lovenox, discussed with NS today. Will hold for now in anticipation of EVD and ICP removed prior to initiation of prophylaxis.
· Status: Acute

7. Psychiatric:

· Reportedly patient jumped from a moving bus. This will need to be investigated as this incident could easily have been fatal

· Psychiatry consult when appropriate
· Status: Acute
	137-141

	03/10/YYYY
	ABC  Hospital
XXX, M.D.
	1534 hrs, MRI reports:
Reason for procedure: Follow up TBI – Please do one 1.5T MRI – Patient has Codman wire to clear cervical collar.
History: To clear cervical collar. Fell off bus area of known traumatic brain injury.
Comparison: CT head March 5, YYYY and March 7, YYYY.

Findings: There is a right frontal ventricular catheter with tip near the region of left foramen of Monroe. A second smaller left frontal approach catheter is noted with tip overlying the left paramedian subcortical white matter region. There is mild increased T2/FLAIR signal along the catheter courses. There is heterogeneous T2/susceptibility/diffusion signal in the anterior/paramedian frontal lobes indicative of parenchymal hemorrhagic contusions. There is increased T2/FLAIR signal in the anteroinferior right frontal lobe, with no discrete susceptibility or abnormal diffusion signal to indicate regional blood products. Signal abnormality is suggestive of a nonhemorrhagic parenchymal contusion.

Impression:

MRI of brain:

· Multifocal supra/infratentorial hemorrhagic and nonhemorrhagic contusions as discussed.

· Focal superimposed ischemic changes in the right inferior cerebellar hemisphere/cerebellar tonsil.

· Evolving posterior fossa extra-axial hemorrhages with mild to minimal mass effect.

· Low-lying (6 mm) cerebellar tonsils with normal rounded contours.

MRI cervical spine:

· No evidence of traumatic injury to the cervical spine.

· Mild loss of normal cervical lordosis may be related to muscle spasm versus neck positioning.

· Incidental small cystic lesion adjacent to the right C2-C3 facet. Etiology indeterminate. No aggressive features identified on this limited, noncontrast study.
	478-479

	03/11/YYYY
	ABC  Hospital

XXXX, M.D.
	0515 hrs, X-ray of chest:
History: ET tube placement
Comparison: 03/10/YYYY
Impression: Improved aeration of the lung bases.
	477

	03/08/YYYY – 03/11/YYYY
	ABC  Hospital

XXX, M.D.
	Procedure report for EEG with video 24 hours:

Reason for procedure: Severe TBI

History: This is an 11-year-old patient with history of traumatic brain injury.

Impression: This is an abnormal EEG due to the presence of diffuse slowing which indicates a diffuse disturbance in cerebral function. During the first portion of this monitoring session, no state changes were seen. However towards the last day, state changes with wakefulness and sleep were present. No epileptiform abnormalities were seen. There were no clinical or subclinical seizures.
	475-476

	03/12/YYYY
	ABC  Hospital

XXXXX, M.D.
	0529 hrs, X-ray of chest:
History: ET tube placement

Comparison: 03/11/2014

Impression: Partial volume loss in right upper lobe and some interstitial changes at the right lung base.
	474

	03/13/YYYY
	ABC  Hospital

Richard XXXX, M.D.
	0543 hrs, X-ray of chest:

History: ET tube placement. Traumatic brain injury.

Comparison: March 12, 2013 0501 hrs

Impression: Interstitial prominence may indicate inflammation, mild edema or small airways disease. Patchy opacity in the right upper lobe presumed atelectasis.
	473

	03/13/YYYY
	ABC  Hospital
XXX, M.D.
	1444 hrs, Inpatient consultation report for bacteremia:
HPI: EVD was urgently placed and ICP has been monitored closely since admission with recent issues controlling ICPs thought to be due to agitation and is currently requiring aggressive sedation. He is receiving interventions to maintain core temperature lesser than 37.0 degree centigrade. He had blood cultures drawn on 03/12/YYYY at 1000 hours from PICC line and arterial line. One of the PICC line lumens was positive for lactose-fermenting gram negative rods. Urine culture was also sent. He was subsequently started on Piperacillin/Tazobactam this morning at 0200 hours. CSF studies were taken with 6000 RBC, 66 WBCs, normal glucose/protein and no organisms on CSF. CBC taken from morning of blood culture unremarkable (8.8 WBC, no bands or shift).
Reason for no review of systems is altered metal status, intubated and sedated.

GCS: 8
Physical examination:
General: Intubated, sedated, muscle relaxed

Eyes: 3 to 2 symmetric and reactive, periorbital edema

ENT: ETT in place

Head/neck: Cervical collar in place, pink CSF draining from EVD, EEG leads in place

Lungs: Decrease Breathing Sounds (BS) at lung bases, crackles bilaterally

Abdomen: Soft, distended, hypoactive Bowel Sounds (BS)
Skin: Cool to touch, 2+ pulses throughout

Neuro: Sedated, muscle relaxed, does not open eyes to voice

Musculoskeletal: Abrasions to left knee, edema of hands and feet, SCD in place

Assessment and plan:

Gram negative rod bacteremia – Positive blood culture 03/12/YYYY with lactose fermenting gram-negative rods. CSF studies are reassuring against the presence of any infection at this time. Repeat blood cultures taken this morning. Recommend Cefepime for a more reliable CSF penetration, changed this afternoon. Discontinue Zosyn every 24 hour blood cultures. Continue to follow blood/CSF/ETT/urine cultures. Discussed with PICU team and with patient's father. Status: Acute.
	352-355

	03/14/YYYY
	ABC  Hospital

XXXX, M.D.
	0647 hrs, X-ray of chest:
History: ET tube placement
Comparison: 03/13/YYYY.

Findings:
Lines/tubes/surgical: Endotracheal tube terminates midway between the thoracic inlet and the carina. Enteric tube terminates in the stomach. The left subclavian PICC line is retracted, now terminating in the medial left brachiocephalic veins. It appears looped in the left brachiocephalic vein.

Impression:

· Malpositioned left upper extremity PICC line as described above.

· Nonspecific central interstitial edema.

· Increased retrocardiac density, likely atelectasis or infection. Subsegmental right upper lobe atelectasis as before.
Results pertaining to be malpositioned left upper extremity PICC line were communicated to Dr. Zorn at 12:12 PM on 03/14/YYYY.
	471-472

	03/15/YYYY
	ABC  Hospital

XXXX, M.D.
	0650 hrs, X-ray of chest:

History: ET tube placement

Comparison: 03/14/YYYY
Impression:

· Distal tip of the endotracheal tube at the level of T3.

· Distal segment of the left upper extremity PICC is looped in the left subclavian vein with the distal tip overlying the left brachiocephalic vein. Recommended replacement.

· Interval right upper lobe opacification, likely representing atelectasis.
	469-470

	03/15/YYYY
	ABC  Hospital

XXXX, M.D.
	1757 hrs, X-ray of chest:
History: PICC placement
Comparison: Film performed earlier in the same day

Impression: New right arm PICC tip is intracardiac, recommend retraction by 4 cm. Recommend repositioning or removal of left arm PICC as it is looped in the subclavian vein. Consider slight advancement of the endotracheal tube as tip is above the thoracic inlet. On prior examination, feeding catheter may be looped in the upper esophagus. Stable right upper lobe atelectasis. These critical findings were discussed with Dr. Gradidge on 03/15/YYYY at approximately 7:35 PM.
	467-468

	03/16/YYYY
	ABC  Hospital

XXXXX, M.D.
	0533 hrs, X-ray of chest:
History: RT tube placement

Comparison: 03/18/YYYY
Impression: Endotracheal tube at T2. Some improvement in right upper lobe ventilation.
	456

	03/16/YYYY
	ABC  Hospital

XXX, M.D.
	1226 hrs, X-ray of chest:

History: ET tube placement
Comparison: Yesterday

Impression:

· Persistence of right upper lobe atelectasis.

· ET tube tip in good position.
	463-466

	03/16/YYYY
	ABC  Hospital

XX, M.D.
	1753 hrs, MRI of brain:
History: Evaluate cisterns

Comparison: MRI brain dated 03/10/YYYY
Impression:

· Relatively stable overall intracranial multifocal injury

· No ventriculomegaly or mass effect.
	461

	03/17/YYYY
	ABC  Hospital

XXX, M.D.
	Operative report for placement of lumbar drain:
Indications: Patient is an 11-year-old child, who fell out of the back of a school bus. He suffered a severe traumatic brain injury and multiple skull base fractures. Despite control of his intracranial pressure with an external ventricular drain, he continues to have significant CSF leakage from his nose. For that reason, he comes now for a lumbar drain. The surgical procedure was explained to the mother in detail as well as alternatives, which were to try to continue to conservatively treat this. I also explained the potential risks and complications. She seemed to understand and wishes to proceed.
Pre and post-operative diagnosis: Severe traumatic brain injury with CSF rhinorrhea.
Procedure: Placement of lumbar drain

Anesthesia: General endotracheal
The lumbosacral region was prepped and draped in a sterile manner. Stab incision was made at the L5-S1 interspace. A Tuohy needle was then introduced into the intrathecal space. The stylet was removed and CSF was seen to extrude out under pressure. The catheter was then fed into the Tuohy needle up approximately 40 cm. I then removed the Tuohy needle without incident. I then tunneled from lateral to medial to the stab incision using the Tuohy needle. I then tunneled the catheter out laterally, which allowed for some room between entry site and exit site. I then secured the catheter in multiple locations using 3-0 nylon.

Findings: Xanthochromic CSF was noted under pressure.
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	03/17/YYYY
	ABC  Hospital

XXXX, M.D.
	0614 hrs, X-ray of chest:

History: ET tube placement

Comparison: AP chest dated March 16, YYYY
Impression:

· Worsening right upper lobe atelectasis.

· Minimal left lower lobe atelectasis.

· Stable support devices.
	459-460

	03/17/YYYY
	ABC  Hospital

XXXX, M.D.
	1305 hrs, X-ray of abdomen:
History: Nasoduodenal (ND) placement

Comparison: Anteroposterior (AP) abdomen dated March 7, YYYY
Impression: Enteric tube terminates at an expected location of the ascending portion of the duodenum.
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	03/18/YYYY
	ABC  Hospital

XXXXX, M.D.
	0635 hrs, X-ray of chest:
History: ET tube placement

Comparison: 03/17/YYYY.

Impression: Improved ventilation of the right upper lobe. Endotracheal tube at T2.
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	03/20/YYYY
	ABC  Hospital

XXXXX, M.D.
	0646 hrs, X-ray of chest:
History: ET tube placement

Comparison: 03/19/YYYY.

Impression: Endotracheal tube at T3.
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	03/21/YYYY
	ABC  Hospital

XXXXX, M.D.
	0704 hrs, X-ray of chest:

History: ET tube placement

Comparison: 03/20/YYYY at 0518 hrs

Impression: Tip of endotracheal tube 2.3 cm above the carina.
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	03/23/YYYY
	ABC  Hospital

XXXXX, M.D.
	2120 hrs, X-ray of abdomen (KUB):
History: OD placement

Comparison: 03/23/YYYY at 0515 hrs
Impression: Enteric tube just beyond the ligament of Treitz.
	452-453

	03/24/YYYY
	ABC  Hospital

XX, M.D.
	2228 hrs, CT stealth hydro:
History: Evaluate patient with TBI – Evaluate ventricles, EVD

Comparison: MRI dated 03/16/YYYY
Impression:

· Further interval decrease in posterior extra-axial blood products, small residual likely

· No other significant interval change

· Stable mild dilated ventricular system and frontal parenchymal contusions.
	451

	04/01/YYYY
	ABC  Hospital

XXXXX, M.D.
	Psychiatric consultation for TBI and agitation:

Chief complaint: TBI and episodes of agitation.

HPI: Patient was successfully extubated on 03/21/YYYY to room air; initially had some episodes of confusion and agitation but now appears more awake and alert. Cervical collar removed by Neurosurgery on 03/27/YYYY. Psychiatry consult was requested due to TBI and increased mood dysregulation, episodes of agitation and need for psychopharmacological management of those symptoms.

Patient sitting in a chair, pleasant and cooperative. He is alert and oriented, although still has brief episodes of confusion and pulled out lines yesterday; no episodes of agitation after initial periods and as needed medications (Risperdal as needed) was discontinued. Mother reports no prior psychiatric problems. No concerns for mood or psychotic symptoms.

Continuous: Sodium Chloride 0.9% Intravenous (IVF)

Patient was not on any medication recently. Unremarkable birth history. No previous hospitalizations, surgeries or regular medications.

Developmental history: Reached developmental milestones appropriately. Per parent doing average in school, "very smart".
Review of systems:

Ears/nose: Nasal drainage

Musculoskeletal: Muscle pain

Neurologic: Altered mental status, numbness/weakness

GCS: 15

Diet: Boost plus, thrive ice cream - oral supplement, nectar consistency liquids, dysphagia soft solid

Physical examination:

Head/neck: Incision healing

Psychiatric assessment:
Mental status exam:
Speech: Low volume
Estimate of intellectual ability: Average

Form of thought processes: Tight in associations and goal-directed

Affect: Broad in range

Insight: Low

Judgment: Limited

Problem list:
· Acute respiratory failure secondary to severe traumatic brain injury and acute lung injury (Acute issue)

· Agitation (Acute issue)

· Anasarca (Acute issue)

· Coiled Peripherally Inserted Central Catheter (PICC) (Acute issue)

· CSF pleocytosis (Acute issue)

· Drug withdrawal/agitation (Acute issue)

· E. coli bacteremia, CSF leukocytosis, tracheitis (Acute issue)

· Prolonged QTc (Acute issue)

· Right sided hearing loss (Acute issue)

· Right posterior orbit fracture (Acute issue)

· Right upper extremity edema (Acute issue)

· Severe TBI (Acute issue)

· Severe TBI – Right frontal contusion, SDH, Subarachnoid Hemorrhage (SAH), multiple skull fractures, partial thrombus of left sinus (Acute issue)

· Superficial thrombus of right cephalic vein (Acute issue)

· TBI, CSF leak (Acute issue)

Assessment/plan:

Axis I: Delirium due to TBI- Resolving

Axis II: Deferred

Axis III: Severe TBI; Prolonged QTc (Acute issue), right sided hearing loss (Acute issue), right posterior orbit fracture (Acute issue), right upper extremity edema (Acute issue), severe TBI (Acute issue), right frontal contusion, SDH, SAH, multiple skull fractures, partial thrombus of left sinus (Acute issue), superficial thrombus of right cephalic vein (Acute issue), CSF leak (Acute issue)

Axis IV: Problems with primary and secondary support systems, academic

Axis V: 35

Recommendations:

· Medical/surgical/rehab management pending

· Patient appears to have a very few episodes of confusion and agitation but those are resolving and no need for any psychopharmacological interventions

· No routine or as needed Psychiatric medications at this time

· TBI - Cognitive functioning to be assessed by Neuropsych at later time but patient might need a sitter due to cognitive deficits associated with TBI

· Rehab consult in place, pending assessment

· Psychiatry consult team will follow as needed

Disposition: Assessment and plan discussed with family, patient and healthcare team. I will sign-off at this time. Please call with any further questions or concerns.
	365-370

	04/07/YYYY
	ABC  Hospital

XXXXX XX, M.D.
	Discharge summary:
Admission date: 04/07/YYYY
Diagnoses:

· Multiple skull fractures.

· Acute subarachnoid hemorrhage.

· Right frontal contusions.

· Pneumocephalus.

· Partial thrombosis of transverse sinus.

Consultants: Include:

· Psychiatry, XXXXX, MD.

· Infectious disease,. XXX, MD.

· Neurology, XXX, MD.

· Ophthalmology, XXXX, MD.

· Neurosurgery, XXX, MD.

HPI: The patient is a 10-year-old male who presented after jumping from a moving bus. Subsequently, he was found to have a complex basilar skull fracture, fracture of the right orbital apex, acute subarachnoid hemorrhage, right frontal contusions, bilateral temporal bone fractures, pneumocephalus, and partial thrombosis of the transverse sinus with intradural air as well as bilateral pulmonary contusions. The patient was admitted initially to the PICU for further management. Initially, the patient was treated by the trauma surgeons as well as Neurosurgeons for the fractures and bleed as above.

Hospital course by system: In terms of neurological, he had severe traumatic brain injury with the injuries as noted above. He was noted in addition to these injuries, to have clear rhinorrhea that required placement of a lumbar drain. He had an EVD placed on March 5, YYYY, through March 30, YYYY, but later was noted on March 30, YYYY, to have a CSF leak. This resolved after lumbar drain placement. He was monitored throughout the remaining course of his stay for further CSF leak, but this was resolved. Physical Therapy and Occupational Therapy were working with him early on and Psychiatry was involved to help manage his psychological well being.
In terms of respiratory issues, he was initially intubated, but was extubated on March 21, YYYY, and remained on room air. Afterwards, he had no further respiratory issues. Cardiovascular, he had a transient history of long QTc, but later resolved. He remained hemodynamically stable throughout his course.

In terms of nutrition and GI, he was working with Speech Therapy from early stage after extubation. He was noted to have some continued dysphagia with feeds and required thickening; however, this was decreased over the course of his stay and by the time of discharge, he was taking full per oral without any need for thickening and had no evident dysphagia remaining.
*Reviewer’s comment: Speech Therapy records are unavailable for review.
From a hematological point of view, he had a superficial thrombus of the right cephalic vein, but did not require any anticoagulation. Infectious disease, his ET tube, March 12, YYYY, was positive for Haemophilus influenzae. He also had a blood culture that was positive for E coli. He was on Cefuroxime until April 2, YYYY, and this was discontinued after removal of his lumbar drain. With continued improvement, he was eventually deemed stable to leave the PICU on April 2, YYYY, and he was continued to be monitored on the general floor. He had continued evidence of drug withdrawal and agitation, was placed on a Methadone wean that was completed on April 1, YYYY. He was also on a Clonidine patch that was weaned off and Gabapentin was continued 500 mg thrice daily and he will remain on this for at least an additional couple of months after discharge.
He is tolerating per oral without difficulty by the time of discharge. Prior to discharge, he was evaluated by the Rehab specialist Dr. XXXX, to determine if inpatient rehab was necessary or whether outpatient therapy was sufficient. She deemed outpatient therapy sufficient and he will be evaluated and treated with Physical Therapy, Occupational Therapy, and Speech Therapy as an outpatient, and this will be adjusted based on his progress.

Discharge to: Home

Discharge medications: Include only Gabapentin 500 mg thrice daily
Discharge instructions: He will follow-up with Neurosurgery Dr. XXX within 2 weeks as well as Physical Therapy and Occupational Therapy as noted above, and he will also follow-up in 1 week with his PCP to help coordinate. He also complains of right hearing loss, but Brain Stem Auditory Evoked Response (BAER) was unable to be completed prior to discharge, so this will need to be obtained as an outpatient. Will need to arrange hearing test with PCP. Additional instructions, wound care, activity restrictions, etc.
Related documents: Labs
	337-339, 377-450, 232

	04/07/YYYY
	ABC  Hospital

XXXXX XX, M.D.
	Referral for Physical Therapy:

Diagnosis: Generalized weakness and ataxia
Plan: Re-evaluation, gait training and neuromuscular re-education for 2 times per week for one month. Please evaluate for continued outpatient therapy.
	219

	04/07/YYYY
	ABC  Hospital

XXXXX XX, M.D.
	Referral for Speech/Language Therapy:

Diagnosis: Other

Plan: Speech/Language cognitive evaluation and cognitive treatment 2 times per week for 1 month. Please evaluate for ongoing treatment.
	231

	04/07/YYYY
	ABC  Hospital

XXXXX XX, M.D.
	Referral for Occupational Therapy:

Diagnosis: Traumatic brain injury
Plan: Evaluation, cognitive skills, therapeutic exercise, neuromuscular re-education and therapeutic activities 2 times per week for 1 month. Please re-evaluate for continued therapy.
	284

	04/08/YYYY
	ABC  Hospital
XXXX (Credential unavailable)
	E-mail conversation regarding prescription for headache:
Mom left message stating child was complaining of head throbbing. Pain level is 5/10.
I spoke to dad and advised that they may utilize Acetaminophen or Ibuprofen or Naproxen for headaches. I explained that they would not use both Ibuprofen and Naproxen together but that Acetaminophen can be used as an adjunct to either of those. Best is to find what works for patient. I also discussed the need to increase hydration and dad states that they are working on that. Dad was happy with the recommendation. I emphasized if the headache is worsening or not improving to please call back.
	316

	04/17/YYYY
	XXXXX, M.D.
	Follow-up visit for skull fracture:
The patient in follow-up after been involved in an accident where he was hit by a bus, spent good portion of early part in the hospital and then in rehab. He has been at home now about a week. He has been hospitalized from March 5, YYYY through April 7, YYYY due to traumatic skull fractures, having issues with hearing of the right ear, had some upper teeth cracked. He has undergone rehab. Mother and father supportive. He is still at home, potential home school for a year.

Physical examination: He Blood pressure is 102/68. Pulse is 116.

Assessment: The patient status post skull fracture with some decreased hearing and check teeth.

Plan: We will make appropriate referral. We will see him back in a month.
	161

	04/22/YYYY
	ABC  Hospital

XXX, C.P.N.P.
	Correspondence to Dr. Valdavia regarding traumatic brain injury:
Patient is a 12-year old male who unfortunately jumped out of a moving bus on March 5, YYYY. He suffered a severe traumatic brain injury and was treated by the Neurosurgical service with 2 separate operations. Unfortunately, this child continued to have significant CSF leakage from his nose despite good control of his intracranial pressure with an external ventricular vein. For that reason, on March 17, YYYY, underwent placement of a lumbar drain. He was discharged on April 7, YYYY, with recommended follow-up in 2 weeks for further evaluation.
Interval history: Mother states that since his discharge patient has been doing very well at home. Utilizing the post-concussive return visit history form for review of systems, she does not identify any concerns in the last 2 to 3 weeks. She denies any physical symptoms, behavioral symptoms, or cognitive symptoms that are any different now when compared to prior to his injury.

Physical examination:
General: He is very calm, he is very attentive, and he is a good historian for himself today.
Neurologic: His pupils are 3 mm to 2.5 mm and briskly reactive. The 2 frontal incision areas were inspected. The one on the right from the ICP sensor and EVD did have some sutures that needed to be removed. These were removed without concern today. The exit site from these monitors is unremarkable, and there are no sutures to be removed. The Licox site in the left frontal area also is healed beautifully with no stitches that need to be removed. He demonstrates equal bulk, strength, symmetry of movement in all of his extremities. His balance and coordination are fairly good today. His tandem gait, he is a little off balance but is able to accomplish 12 steps across the room in about 18 seconds. He has a little stumbling on 2 or 3 of the steps. However, he is able to heel walk, toe walk, and normal ambulation without any abnormality of gait. His back is straight. The previous lumbar drain site is unremarkable. On palpation, there is no fluid pocket or other concerns.
Cognitive assessment: Immediate memory was 14 for 15; numbers in reverse was 3 for 4, just missing 6 numbers in reverse; days of the week were able to be accomplished on the second attempt, but he did struggle a little. 
Patient further went on to report specifically he is having no headaches and he has not done any school work since the accident. 
Impression:
· Status post a severe traumatic brain injury with minimal residual concerns postoperative of external ventricular drain, ICP, Licox placement, and lumbar drain
· No reported headaches and no concerns for further cerebrospinal fluid leakage

· Physical exam today does not demonstrate any abnormalities except for mat be a little bit of imbalance on tandem gait.
Plan:
· I have reviewed with patient today that based on his baseline reports. I do not feel that there is any deviation from his cognitive abilities and his physical assessment appears to be intact without any major deficits.

· He is set up for further rehab on an outpatient basis which will start next week.
· No further follow-up in Neurosurgery is necessary unless new concerns arise.
	313-315, 309-310, 312, 317

	05/04/YYYY
	ABC  Hospital
XXXX, O.T.
	Initial Occupational Therapy evaluation for traumatic brain injury and multiple skull fractures with CSF leak:
Patient is a 12 year old boy who jumped from a moving bus and landed on his head on 03/05/YYYY. Patient reported that the school bus driver was "harassing" him and he was afraid, so he jumped out the rear Emergency Exit to get away from the bus driver. He was diagnosed with a severe traumatic brain injury and was admitted to the PICU. While in the hospital patient developed rhinorrhea that required the placement of the lumbar drain. He also had an EVD placed from 03/05/YYYY – 03/30/YYYY. He was able to move from the PICU on 04/02/YYYY on to the general floor. Patient was also noted to have right hearing loss. He was discharged from the hospital on 04/07/YYYY with recommendations for outpatient Occupational and Physical Therapy services. Mom reported that patient has been doing well at home since discharge with only one episode of falling while getting into the car. Patient denies any pain but does complain of dizziness and feelings of the world "bouncing" with running and walking quickly with scanning. Mother reported that patient was referred for this occupational therapy evaluation by his doctor. He did not have any specific OT-related concerns.
Attending daycare or school: Yes, family is in the process of home-schooling, since traumatic brain injury/bus jumping incident.

Objective:
Cognitive status examination:
Attention: Attends to adult directed tasks

Follows directions: Three step

Personal safety and judgment: At risk behaviors demonstrated; suffered traumatic brain injury after jumping from the emergency exit of his school bus.

Patient is in the 6th grade. He was attending public school at the time of the bus jumping incident which resulted in a traumatic brain injury. His family plans to enroll him in an online home-school program rather than returning to his former school.

Activities of daily living: Sleeping

Quality of sleep: Sleeps in own room, but has significant difficulty falling asleep, which often takes 1½ hours to fall asleep each night.

Social and emotional: Meltdowns: Reported

Diagnosis: Traumatic brain injury; multiple skull fractures with CSF leak.
Assessment: Patient was diagnosed with a traumatic brain injury as a result of jumping from a moving bus and landing on his head. Prior to this traumatic brain injury incident, patient had not been hospitalized, had no history of illness, and was enrolled in the 6th grade at his local public school. Hearing has never been tested, but parent reported that patient has trouble hearing with his right ear. Vision has never been tested either. Patient reported that he continues to have difficulties with balance, dizziness, concentrating, irritability, sleeping (takes approximately 1½ hours to fall asleep at night), and with itchy eyes/eye fatigue since the traumatic brain injury incident occurred. As per parent report, a Speech Therapy evaluation is in the process, secondary to stuttering/speech concerns.
Physical Therapy and Occupational Therapy services will be starting soon at ABC  Hospital. Although patient is independent in all areas of self-care, play/leisure (X-Box is his primary enjoyment), and fine motor skills, there are still concerns regarding his functional vision/visual status when required to move through space and balance, visual endurance for school work and computer use visually. He may require visual modifications such as a non-glare computer screen, tinted page overlays and/or a tinted line reader while reading books.
Skilled Occupational Therapy is recommended to further assess and address any visual and visual-motor concerns, as well as provide resources for any visual modifications for improving academic performance.

Treatment plan:

Treatment provided today: Evaluation; goals, aims of treatment and discharge plan were discussed.

Home program: Provide strategies for carry-over at home regarding visual processing and modifications, as needed.

Treatment to consist of: Patient/parent education; therapeutic activities. Patient will receive skilled OT 1 time per week for 12 week(s).

Plan comments: Continue plan of care as outlined above. Reassess need for continued therapy at that time. It was explained to parent that patient may get discharged sooner, as he performed all visual assessments within expected ranges at the time of today's evaluation. However, visual status can be inconsistent and change during the course of recovery from a traumatic brain injury. Therapist wanted to take into account that today's performance/functional abilities may not be consistent on a daily basis.
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	05/04/YYYY
	ABC  Hospital

XXXX, P.T.
	Initial Physical Therapy for traumatic brain injury and multiple skull fractures with CSF leak:
Mom reports that she believes patient’s balance is off and that he moves slower than he used to. Patient would like to decrease his dizziness with running. Mom would like to see an improvement in balance and speed of movement. He currently in 6th grade however he will be home schooled to finish out the year.
Objective:
Patient is a well developed 12 year old boy with very poor standing and sitting posture. He was able to transfer to the floor and back up through 1/2 kneel bilaterally with close Stand by Assistance (SBA). With full squat, patient had difficulty with posterior weight shift to keep heels on ground for proper form requiring two attempts. With proper form, he was able to squat to greater than 90 degrees knee flexion with equal weight shift.

Sensation: Right lower extremity: Diminished

Palpation: Patient demonstrates palpable muscular tightness in right upper trapezius, levator scapulae, suboccipitals, and cervical paraspinals.

Gross strength: Limited in right lower extremity and trunk

Resisted testing, hip:
Flexion:

Right: 4/5 - moves against gravity and resistance, weakly, extension
Extension:

Left: 4+/5 - holds test position against moderate to strong

Right: 4-/5 - holds test position against slight to moderate pressure 

Abduction:

Left: 4/5 - moves against gravity and resistance, weakly

Right: 4-/5 - holds test position against slight to moderate pressure 

Adduction:

Left: 4/5 - moves against gravity and resistance, weakly

Right: 4-/5 - holds test position against slight to moderate pressure
Resisted testing knee:

Flexion:
Right: 4+/5 - holds test position against moderate to strong
Extension:

Right: 4/5 - moves against gravity and resistance, weakly
Resisted testing ankle:

Dorsiflexion:

Right: 4+/5 - holds test position against moderate to strong 

Inversion:

Right: 4+/5 - holds test position against moderate to strong 

Eversion:

Left: 4+/5 - holds test position against moderate to strong

Right: 4+/5 - holds test position against moderate to strong

MT functional core testing:

Sit up: 4/5 with arms across chest

Other: Hook lying marching lower abdominal strength test: 1/5 

Sitting:

Sitting posture: Impaired
Impaired location: Cervical; scapula; shoulders; thoracic; abdomen; pelvis

Cervical: Forward head

Scapula: Protracted scapula

Shoulders: Rounded shoulders

Thoracic: Increased kyphosis

Abdomen: Rounded abdomen

Pelvis: Posterior pelvic tilt 

Standing:

Standing posture: Impaired
Impaired location: Cervical; scapula; shoulders; thoracic; feet

Cervical: Forward head

Scapula: Protracted scapula

Shoulders: Rounded shoulders

Thoracic: Increased kyphosis

Feet: Increased base of support in stance 

Gait analysis:

Stance - Right: 

Trunk: lateral lean right/left
Pelvis: Contralateral drop 

Gait analysis comments: Patient ambulates with wide base of support, trendelenburg on the right, and occasional path deviation of right lower extremity demonstrating mild ataxia with gait.

Gait deviations: Cadence decreased; ataxic gait

Balance/dynamic:

Standing: Fair
Balance testing:

Firm: Eyes open 30+ sec; eyes closed.

Compliant: Eyes open; eyes closed 30+ sec.

Single limb stance (left): Eyes open 3; eyes closed.

Single limb stance (right): Eyes open 1; eyes closed. 

MiniBESTest comments: Patient demonstrated difficulty with standing on one leg as he was only able to stand on right lower extremity momentarily and for 3 sec on left lower extremity. With compensatory stepping correction laterally, patient required several steps to recover equilibrium on left. Patient was unable to obtain balance on incline without assistance but once there held the position with eyes closed for 4 seconds. With walking with head turns to the right, patient demonstrated increased path deviation crossing feet and loss of balance. Dual tasking during the TUG task, patient demonstrated slowed speed with turning, walking, and sitting.
MiniBESTest: 20/28

Diagnosis: Traumatic brain injury; multiple skull fractures with CSF leak.

Assessment: Patient is a 12 year old male who presents to Physical Therapy secondary to a traumatic brain injury suffered on 03/05/YYYY. He presents with poor standing and sitting posture, right lower extremity strength deficits, dizziness with scanning activities, decreased sensation in right lower extremity, difficulty balancing on one limb, difficulty balancing on inclines, difficulty walking with head turns, and difficulty with dual task activities. This has lead to difficulty finding things at the grocery store, walking quickly, and balancing in different situations. Patient would like to be able to run without dizziness and Mom would like for him to be able to maintain his balance while walking at normal speed. An initial home exercise program was provided and family was educated to address posture and balance. Goals have been made to address patient’s current level of function. Skilled Physical Therapy is required to address single limb stance balance, right lower extremity weakness, posture, gait, standing balance on uneven surfaces, dual tasking, trunk control, and safety in order to promote independent functional mobility.

Treatment plan: Treatment to consist of gait training; home exercise program; therapeutic exercise; patient/parent education; neuromuscular electrical stimulation; manual therapy; hot or cold modalities; cognitive training; neuromuscular re-education; therapeutic activities; other. Patient will receive skilled PT 1 time per week for 16 weeks.
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	05/06/YYYY
	ABC  Hospital
XXXXX, M.D.
	Referral for Physical Therapy:
Diagnosis: Intracranial injury of other and unspecified nature with open intracranial wound
Plan: Physical Therapy evaluation, re-evaluation, ROM, stretching, endurance training, dynamic therapeutic activities, gait training, joint mobilization/manual therapy, neuro-muscular therapy re-education.
	207

	05/08/YYYY
	XYZ Ear Nose and Throat Hospital
Provider unavailable
	Audiogram test report: Illegible notes
History: Decreased hearing right. Fell-was in hospital-hit head-1 month ago. Positive tinnitus-not constant right

Impression: Otoscopy clear. ___ type A Auris Uterque (AU). Left hearing within normal limits. Right moderate to profound mixed hearing loss, otoacoustic emissions pass left, refer right.
Recommendations: ENT evaluation. Refer to Neurology for consult.
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	05/08/YYYY
	XYZ Ear Nose and Throat Hospital
XX, P.A.-C.
	Follow-up visit for hearing loss:
Fell out of a bus in March 5; was in induced coma for a month at PCH due to swelling of brain. Released from hospital in April. Not back to school yet. Grandma states that e did have facial fractures. Woke up and could not hear from right ear. Questionable ossicles disarticulation possibly. Has some tinnitus. Was left with weakness to right side of body; sees Occupational and Speech Therapy. No residual brain damage otherwise per mom. Did have facial fractures. Unsure if any skull fractures.
Physical examination:
Ear, Nose, Mouth and Throat: Nasal mucosa, septum, and turbinates abnormal. Extremely pale and boggy.

Assessment:
· Mixed conductive and sensorineural hearing loss f both ears

· Hypertrophied nasal turbinates
· Allergic rhinitis

· Subjective tinnitus
Plan: Start Fluticasone Propionate 50 mcg/ACT nasal suspension, use 1 spray in each nostril twice daily. Ordered for CT temporal bone. Return to clinic in 4 weeks. Start nasal steroid and nasal saline gel. Patient education on avoiding allergy triggers, detrimental effects of second hand smoke.
	191-193

	05/18/YYYY
	XXXXX, M.D.
	Follow-up visit for traumatic brain injury:
The patient was hit by a bus on March 5, YYYY, spending significant amount of time in the hospital, now at home, making adjustments well, and undergoing Physical Therapy. He was cleared by Neurosurgeon, no need to follow-up. Mother is going to home school child. Eating well, sleeping well. No anxiety or depression. No voiding with no problems.
Physical examination: Afebrile
Plan: We will see him back in three months.
	160

	06/01/YYYY
	ABC  Hospital

XXXX, O.T.
	Interim Occupational Therapy visits for traumatic brain injury and multiple skull fractures with CSF leak:

Subjective: Patient arrived with his mother who was present in session. Parent is aware that family has missed his previously scheduled last 3 sessions.

Objective: Provided 53 minutes of therapeutic activity.
Diagnosis: Traumatic brain injury and multiple skull fractures with CSF leak.

Assessment: Efficient in performing all visual tasks presented, independently. Mild nystagmus reported and observed during Physical Therapy session after running down hallway approximately 25 feet each way. No complaint of balance issues, blurred vision, rubbing eyes or eye strain/fatigue while reading or writing. Appropriate visual convergence and divergence and Visual Motor (VM) timing observed throughout participation in gross motor activities. Appropriate visual tracking and scanning observed. It was discussed with parent that therapist will plan to discharge him next week if no further concerns reported or observed, and headaches or eye fatigue do not return.
Plan of care: Patient to continue OT 1 time per week for 12 week(s). Continue plan of care as outlined above. Reassess need.
	251-253, 257

	06/05/YYYY
	XYZ Radiologists
XXXXX, M.D.
	CT of orbits, mastoids, temporal bones:
History: Hearing loss.

Impression: Unremarkable appearing pre-and postcontrast CT examination of the temporal bones.
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	06/05/YYYY
	XYZ Ear Nose and Throat Hospital
XX, P.A.-C.
	Correspondence to Dr. Valdavia regarding results of CT scan:
Follow-up for hearing loss from TBI with multiple skull fractures with CSF leak, coma for 1 month. He was referred to Neurology, placed on AR protocol. Mom only picked up the Fluticasone and not Nasogel. (I didn’t want a systemic medication due to his still heeling status so no antihistamine was prescribed). Grandmother brought him last time and didn't tell mom to follow-up with Dr. XXX regarding the left sided hearing loss from the accident. They did get this CT temporal bones which does not show any fracture to the temporal bones.
Physical examination:

Ears, Nose, Mouth and Throat: Nasal mucosa, septum and turbinates: Abnormal. Extremely pale and boggy.

Medical decision making: Reviewed his audio exam from 05/08/YYYY. Explained to mom the Physiology of the hearing loss. Gave her Dr. XXX’s card and she will follow-up with him for further evaluation. Continue Fluticasone, add Nasogel. Discussed why I am not prescribing antihistamine at this time.
Assessment:

· Mixed conductive and sensorineural hearing loss of both ears

· Hypertrophied nasal turbinate
· Allergic rhinitis

· TBI

Plan: Dr. XXX, AR protocol. Return to clinic in 2 months. Continue nasal steroid. Start nasal saline gel. 
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	06/08/YYYY
	ABC  Hospital
Provider unavailable
	Referral for Physical Therapy:
Diagnosis: Intracranial injury of other and unspecified nature without open intracranial wound with no loss of consciousness
Plan: Therapeutic exercises, neuromuscular re-education and gait training therapy.
	246-247

	06/11/YYYY
	ABC  Hospital
XXXX, O.T.
	Occupational Therapy discharge summary for traumatic brain injury and multiple skull fractures with CSF leak:

Number of no shows: 4
Subjective: Patient arrived with his mother and sister who were both present in session. Both parent and patient reported that he is independent in all daily activities/routines with no complaint of dizziness, balance issues, blurred vision, visual fatigue, light sensitivity, or compensation such as squinting, rubbing his eyes, or having to take visual breaks during reading or computer activities.
Objective: Provided 53 minutes of therapeutic activity, which included:
· Saccadic visual exercise.

· Visual pursuits exercise. 

· Visual convergence/divergence/near/far/ visual-motor/ eye-hand

· coordination/accomodation with Brock string and while throwing lightest (red) weighted ball at slanted trampoline x 50 repetitions while catching it again 48/50 times.

· Eye-hand coordination/timing activity of reciprocal Zoom ball game x 50 repetitions.

· Visual scanning/ reading of a paragraph in an age-appropriate book, independently.

· Visual perceptual/visual motor/ eye-hand coordination/visual shifting of attention Tricky Fingers gaming activity of moving colored marbles by poking index finger through holes to move marbles around in order to copy diagram on 1-dimensional card.

· Visual scanning/visual motor/ eye-hand coordination/ problem-solving/ iPad Matrix app of looking at (16) different line diagrams and then figuring out where to place each diagram (what intersection in grid) that is Diamond with a right diagonal line through it would go in intersection of diamond shape and right diagonal line etc. x 2 Matrix games of increasing visual/cognitive complexity. 

· Balance/Eye-hand coordination/ visual motor activity of balancing on inverted BoSu ball with rounded side up, and shooting ball in hoop x 20 trials, independently.
Diagnosis: Traumatic brain injury and multiple skull fractures with CSF leak.
Assessment: Patient is independent in all daily activities/routines. There have not been any complaints regarding blurred vision, light sensitivity, difficulties with balance, nausea, or visual fatigue over the past several weeks, as per self-report and parent report. Patient is now performing visual/visual-motor tasks with independence and efficiency and appears to be functioning within normal limits. He displays appropriate visual convergence and divergence, visual scanning, visual tracking, visual motor timing, saccadic movements, visual pursuits, and mobility of both eyes during functional fine motor and gross motor activities observed. Patient is recommended for discharge at this time.
Plan of care: Patient discharged.
Discharge comments: Patient discharged as of today's date, due to no complaints of headache, blurred vision, visual fatigue, or difficulty performing daily activities/routines as per parent and patient report. Discharge was discussed with parent over the previous 2 sessions. 
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	07/27/YYYY
	ABC Family Health Center
XXXXX, M.D.
	Referral to Neurology:
Diagnosis: Traumatic brain injury and hearing loss

Plan: Referred to Dr. XXX. Patient waiting on appointment.
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	08/24/YYYY
	XXX, M.D.

F.A.C.S.
	Correspondence to Dr. XXXXX regarding right hearing loss:
I recently saw patient for his right hearing loss. As you know, he had a very severe accident falling off a bus. He was intubated for a month and had traumatic brain injury. He notes his hearing is decreased in his right ear. He had a CT scan which was read as normal by report, although they do not have the scan here today. On examination, he has normal tympanic membranes. His cranial nerve exam is normal. Audiogram demonstrates a right-sided near-maximal conductive hearing loss with a small sensorineural component with 100% discrimination. The left ear was normal.
Patient’s medical questionnaire: Patient stated that he is having trouble hearing from right ear being fitted for a hearing aid. He stated that he is having difficulty listening to music in right ear and is hearing is poor in right ear. He stated that he is bothered by ringing noises in his ears.
My impression is that patient has a right conductive hearing loss secondary to his head injury. We discussed the risks, benefits and alternatives, and I recommended he undergo a right tympanoplasty with possible ossicular reconstruction. I would like to obtain his CT scan to take a closer look at that as well. They are going to decide as to whether or not they want to undergo surgery. Certainly, a hearing aid would also be a reasonable option. They are going to contact me if they are interested in either of the above.
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	05/29/YYYY – 09/04/YYYY
	ABC  Hospital

Multiple providers
	Summary of multiple Physical Therapy visits for traumatic brain injury and multiple skull fractures with CSF leak:

Total number of visits: 12

Diagnosis: Traumatic brain injury and multiple skull fractures with CSF leak
Treatment rendered: Neuromuscular re-education, therapeutic activities, ROM, endurance and stretching
Summary of interim visits: Patient was able to stand in single limb support on his bilateral lower extremities for 20 seconds. He does fatigue quickly. He was progressing well with strength and balance. He reported no dizziness and blurred vision. His pattern with the quick steps was improved. His endurance was progressing and his posture was improving.
Outcome of treatment on 09/04/YYYY: Patient continues to progress with his strength, balance, and co-ordination. He has decreased balance in single limb support on the right lower extremity compared to the left lower extremity however with significant improvement. He demonstrated improved posture in standing. Mother stated that he is back in school and liking the school.
*Reviewer’s comment: Multiple Physical Therapy visits are summarized.
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	09/25/YYYY
	ABC  Hospital
XXXX, P.T.
	Final Physical Therapy visit for traumatic brain injury and multiple skull fractures with CSF leak:
Subjective: Patient was accompanied to therapy session by his father and his grandmother waited in the lobby. No new concerns.
Objective: Treatment session consisted of 55 minutes of therapeutic activity.
· Recumbent bike for 10 minutes on level 4 resistance for lower extremity strengthening and endurance.

· Resisted side stepping with red therapy band around the ankles for hip abduction strengthening 2 x 50 feet bilaterally.

· Squats on bosu with close SBA x 25 for lower extremity strengthening.

· Mountain climbers with upper extremities on flat surface of bosu for upper extremity and core strengthening x 20 each lower extremity.

· Single limb squats x 12 bilaterally.

· Eccentric control step down on a 6 inch step x 20 bilaterally.

· Single limb balance with rebounder 2 x 1 minute bilaterally. 39 on the left and 39 on the right consecutively. 48 on the left on the second trial and 43 on the right.

· High knees 4 x 50 feet for balance and coordination.

· Butt kickers 4 x 50 feet for balance and coordination.

· Cross overs 2 x 50 feet bilaterally for balance and coordination.

· Single limb balance on dyna disc. 7 seconds on the left and 8 seconds on the right (4 treatments)

Diagnosis: Traumatic brain injury; multiple skull fractures with CSF leak.

Assessment: Patient continues to progress with his strength, balance, and coordination. He demonstrated significant improvements in his single limb balance on bilateral lower extremities. He demonstrates improved posture in standing with an erect spine. He would benefit from continued PT to progress strength and balance in single limb support. Continued skilled PT to progress strength, balance, coordination, and motor planning.

Plan of care: Patient to continue PT 1 time per week for 3 week(s).
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	10/05/YYYY
	ABC Otolaryngology Consultants, P.C.
XXX, M.D.

F.A.C.S.
	Follow-up visit to discuss about surgery:
Patient is to be scheduled for tympanoplasty with ossicular chain reconstruction under the microscope with cartilage graft. The cartilage can be used as a graft material both to repair the eardrum and also as an interposition with an artificial ear bone. Its use/method is determined during the procedure of ossicular chain reconstruction.
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	10/12/YYYY
	XYZ  Hospital and Medical Center

	Physician orders:
Diagnosis: Right conductive hearing loss
Plan: Right tympanoplasty with ossicular chain reconstruction. Surgery scheduled on 10/13/YYYY.
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	11/04/YYYY
	ABC Otolaryngology Consultants, P.C.

XXX, M.D.

F.A.C.S.
	Follow-up visit status post right tympanoplasty: Illegible notes

Patient doing well. Right ear_____ok. Return in 1 month.
*Reviewer’s comment: Operative report for right tympanoplasty with ossicular chain reconstruction is unavailable for review.
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	12/11/YYYY
	ABC Otolaryngology Consultants, P.C.

XXX, M.D.

F.A.C.S.
	Follow-up visit status post right tympanoplasty: Illegible notes

Patient doing well. Right ear tympanic membrane well healed. Ok ___. Return in 2 months.
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