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	08/10/2006
	Regional Medical Center

James XXX, M.D.
	@ 15:00 ER record:

Patient presented to the Emergency Room with the complaints of sore throat and cough since 2 days. Patient with dizziness, chest pain, coughing, nausea/vomiting and fever/chills. 

@ 15:10: Pulse Oxygen – 94% (Hypoxia). (589)
@ 15:12 Adult Assessment: (423-425)
Heart rate was 140.Patient used a wheelchair. She had pain of level 10 and stated as generalized pain. Pain was exacerbated by movement, respirations. Monitor showed sinus tachycardia. 

Respiratory: Airway clear and respiratory effort unlabored. Patient denied cough. Breath sounds were clear bilaterally to auscultation.
Labs: 
Low – MCV, MCH, Lymphs, monocytes, sodium serum (131), potassium serum (3.1).
High – RBC, RDW-CV, Neutrophils, Bands, Prothrombin time (15.3), INR (1.58), PTT (39), ESR (29), alkaline phosphatase (129) and SGOT (60). 
EKG: 

Heart rate – 139, Rhythm – tachycardia, Non specific ST and T wave abnormality, Possible Left atrial enlargement. Sinus tachycardia. Abnormal ECG.

X-ray of the chest:

Impression:

Normal chest. No change from previous study. Noted, mild to moderate obesity and mild generalized hypoventilation on the 8-9 rib inspiration on the right and 9 rib inspiration on the left. No overt CHF or pneumonia. 
@ 17:05 Vital signs: Temperature - 100.8, pulse 148, Respirations - 20, and blood pressure - 102/64, Oxygen saturation – 93, Pain Scale – 10. 

@ 17:35 Vital signs: Temperature - 100.2, pulse 128, Respirations - 20, and blood pressure - 102/68, Oxygen saturation – 94, Pain Scale – 6. 

@ 18:00 ED course and treatment: Morphine Sulphate 2 mg, Reglan, Tylenol 1 gm, Albuterol and Ipratropium, Ceftriaxone 125 mg, Rocephin 1 gm, Tussonex 5 mg, Zithromax 500mg, Phenergan 1.5 mg administered. 
Status – Improved. 

Clinical Impression:

1. Sepsis 
2. Hyponatremia/Hypokalemia

3. Hypomagnesemia. 

Patient’s condition discussed with Dr. XXX. Old records were not reviewed. Patient was discharged to floor @ 18:00 and patient’s condition was improved and stable. (418)
Nursing assessment:

@ 18:40 Vital signs: Temperature – 98.7, pulse 138, Respirations - 20, and blood pressure - 104/53, Oxygen saturation – 94, Pain Scale – 0. 

@ 19:30  Patient Reassessment:

Patient was alert and oriented x 3. Respirations - unlabored. Skin - warm and dry, vascular status – intact.

Vital signs: Temperature – 97.6, pulse 130, Respirations - 20, and blood pressure - 101/39, Oxygen saturation – 97, Pain Scale – 0. 

@ 19: 50: Oxygen saturation – 98 (589)

@ 23:30: Vital signs: Temperature – 97.6, pulse 140, Respirations - 20, and blood pressure - 127/80, Oxygen saturation – 93, Pain Scale – 0. 

@ 23:42: Patient admitted to medical floor. Transported by wheelchair. 

@ 23:57: Patient received on the medical floor. Patient denied pain but reported itching all over. Rashes seen in some areas. Patient monitored. 

Consultation by Dr. XXXX: (392-394)
Patient presented to the Emergency Room with the complaint that she had not been well since one week. She had increased difficulty in breathing, coughing, and wheezing, which had been getting worse over the period of time. The cough had been exhausting and bringing up yellowish expectoration. She had burning pain in her chest. Joint pains were getting worse and she had excruciating pain.
Physical Examination:

Patient was alert and oriented times three, appropriate affect and demeanor.

Vital signs: Temperature - 100.1, pulse 152, Respirations - 24, and blood pressure - 103/64.

There was congestion of the posterior pharyngeal mucosa. 

Respiratory: Bilateral decreased air entry with bilateral crackles.

Other examinations negative for abnormalities. 

Medical decision making and data reviewed:

1. The white blood cell count was elevated at 37.

2. The hemoglobin and electrolytes were within normal limits. There were microcytic indices.

3. Sedimentation rate was 59.

4. The chest X-ray showed no chronic changes.

5. Blood cultures had been done.

Assessment:

1. Bronchitis.

2. Dyspnea.

3. Mild exacerbation of asthma.

4. Upper respiratory tract infection.
Plan: 

To obtain a septic workup. To start the patient on intravenous antibiotics, intravenous steroids, and bronchodilators. Planned to continue her medications. To monitor the skin closely and plan for further care as the course evolved.
	392 – 394, 416 – 425, 441, 468 – 479, 438 – 440

	08/11/2006
	Regional Medical Center

Johnson XXXX, M.D.

Ronald XXXX, M.D.
	Consultation by Dr. XXXX:

Patient currently treated for sepsis. Consultation was sought because of rapid heart rate. 

Physical Examination:

Vital signs: Blood pressure was 124/71, pulse - 130 beats per minute, respirations - 20, temperature - 97.5.She was obese and she had puffiness of face, probably due to continuous use of steroids. 

Heart: Showed tachycardia. 

Abdomen: Slightly distended, but soft. 

She had generalized rash on her body. 

Labs revealed hemoglobin 10.7, hematocrit 32.5, WBC 4.9. Magnesium level wais 2.1, potassium was 3.1 which was treated. Sedimentation rate - 29.

Clinical impression: 

1. Sinus tachycardia which was probably due to sepsis.

2. Dr. XXXX liked to make sure that they were not dealing with cardiomyopathy.

3. Electrolyte Imbalance.

4. History of arthritis.

5. Generalized rash, etiology was not clear.

Recommendations: 

1. Suggested correcting her electrolyte imbalance.

2. Continue with Lopressor.

3. Obtain an echocardiogram.

Progress notes:

@ 12: 18: Orders for Lopressor 25 mg by Dr. XXXX. 
@ 12: 30: Lopressor 25 mg given per oral. 
@ 01:00: Orders for Magnesium sulphate 1 gm, 5% dextrose, check Potassium at 4 p.m. EKG ordered by Dr. XXXX. 
@ 01:13: Labs: Elevated Troponin I (0.16). 

@ 01:35: Normal saline @ 100 cc/hr and potassium 10 mg infused. No order for Benadryl and patient was informed. 

@ 01:45: Patient reported severe burning at site of IV. Rate of infusion reduced from 100 cc/hr to 50 cc/hr. Patient continued to complain of severe pain. IV potassium stopped. 

@ 01:55: Dr. XXXX called for Benadryl orders. New orders given by Dr. XXXX. Orders given for Benadryl and Xanax 0.25 mg orally. 
@ 02:10: Potassium chloride tablet 20mg and Benadryl given by mouth. Xanax 0.25 mg held due to drowsiness. 

@ 04:10: Potassium chloride 20mg given per protocol. 

@ 04:23: Labs: High - RDW-CV (24.9), Bands (35). Low – HGB (10.7), MCV (66.2), MCH (21.7), Lymphs (6), Monocytes (2), Sodium serum (134), Potassium serum (3.3), CO2 (18.0), calcium serum (8.3), Osmolality (268). 

@ 04:45: Dr. XXXX notified of elevated troponin. New order to consult Dr. XXXX given by Dr. XXXX for elevated Troponin. (531)
@ 06:00: Dr. XXX was covering for Dr. XXX. Calls with new order for patient Lopressor 25 mg every 12 hours. (530)
@ 06:25: Lopressor 25 mg given by mouth. 

@ 06:34: 

ECG revealed sinus tachycardia. Cannot rule out anterior infarct, age undetermined. Abnormal ECG. 
@ 08:00: Assessment completed. Patient alert and oriented with no acute distress. Patient complained of pain. Morphine given. Lung sounds were decreased at bases. No shortness of breath. Patient on Oxygen 2 litre nasal canula. Positive pulses and bowel sounds. 
Labs: High – SGOT (56), Troponin I (0.21). Low Sodium serum (134), CO2 (19.0), calcium serum (8.4), albumin serum (2.4) Osmolality (267), CPK – serum (32). Serum potassium-4.2
@ 09:00: Lopressor 25 mg given orally. (623, 627)

@ 10:00: Ceftriaxone 1 gm IV infused. (628), Zithromax 250 mg, Vancomycin 1 gm IV infused. – Ordered by Dr. XXXX. 
@ 11:30: Vancomycin 1 gm, IV. (623)

@ 12:30: Patient had increased heart rate of 150. Dr. XXXX informed and present. Illegible. No shortness of breath or complaints of pain. Continuous monitoring done. 
@ 14:01: 

ECG revealed sinus tachycardia. Cannot rule out anterior infarct, age undetermined. Abnormal ECG. 
@ 14:25: Dr. XXXX and XXXX informed of patient’s heart rate and increased temperature. No new orders given. 

Time illegible: Patient was in no acute distress. Heart rate was decreased to 100. Eyes closed and patient was sleeping. 

@ 17:23: Troponin I was elevated (0.15). 

@ 18:00: 
X-ray of the chest:
Grossly negative limited hypoinflated AP and lateral chest.

Vancomycin 1 gm, IV. (623)

@ 18:30: Lopressor 25 mg given orally. (623) 

@ 19:30: Vancomycin 1 gm, IV. (628)

@ 20:00: Vancomycin 1 gm, IV. (628)

@ 20:45: Patient complained of pain all over Morphine 2 mg IV given as ordered. Patient was on labored breathing. Pulled on Oxygen 2-4 LPM. Vancomycin 1 gm IV administered. No adverse reactions noted. Heart rate at 144 on cardiac monitor. Patient on Lopressor per oral. Continued to monitor. 
@ 21:00: Lopressor 25 mg given orally. (623) 

@ 22:00: Patient found in respiratory distress. SpO2 was 81% on 2 litre nasal canula. Respiratory rate – 150. Patient complained of shortness of breath. Xopenex 1.25 mg given the previous day in ER due to high heart rate. Resident had RN call Dr. XXXX to order medications and make him aware of situation. Dr. XXXX ordered 2 litre nasal cannula per protocol. Resident placed patient on 6 litre nasal canula, SpO2 91%. Patient’s respiratory rate decreased to 18-20 after Rx. Heart rate – 14? Patient tolerated Rx well and oxygen increased. Orders for Oxygen 2 liters nasal canula then oxygen per RT protocol. (527, 533, 463, 589)
@ 22:45: Vitals: Temperature – 98.6, Pulse – 110, Respiration – 19, BP – 101/65. Patient on Dyna MAP, on telemonitoring. Heart rate – 144. Positive anxiety. Xanax 0.25 mg orally administered as ordered. Oxygen saturation at 84%, breathing therapy given. Notified Dr. XXXX. Informed him of oxygen saturation 84% and chest tightness. Ordered to follow protocol instead of breathing therapy routine. Patient continued to monitor. 
@ 23:40: Ambien 10 mg given orally as ordered. Patient was resting. On oxygen via nasal canula. 

@ 00:30: Patient slept comfortably on oxygen 2 liters nasal canula. Morphine administered. 
	396-397, 612-616, 409, 412, 404 – 414, 442-443, 525 – 534, 564, 466

	08/12/2006
	XXXX Clinic, P.A.

Bruce XXXX, M.D.
	Progress notes: 

@ 03:30: Patient sleeping on oxygen 5 liters nasal canula. Vancomycin administered. Patient not in distress. Heart rate – 130. Patient easily awakened when called. (623)
@ 04:11: Labs: 
High - WBC (21.6), RBC (5.24), RDW-CV (24.9), Random Glucose (111), and SGOT (44). 
Low – MCV (65.4), MCH (21.3), Lymphs (10), Sodium serum (131), CO2 (16.0), calcium serum (8.6), albumin serum (2.3), Osmolality (264). Potassium serum (6.4). 
@ 04:45: Heart rate in telemetry monitor went up to 160. Checked patient. She requested to go to the bathroom. She was assisted by two RN but patient wanted privacy and went unassisted. RN stayed outside the bathroom door. Lab called to inform Potassium levels = 6.4. Cardiac monitor room called about arrhythmia. 
@ 04:50: Opened bathroom door and checked indent. Done with bowel movement. Assisted patient to go back on wheelchair to bed. Placed on Oxygen. Patient responsive. Checked monitor. Heart rate at 90-100. Called Dr. XXXX when heart rate dropped to 34.

@ 05:05: Patient unresponsive. Called IRT. Vital signs taken with IRT arrival. Continued waking up patient. 

@ 05:30: Dr. XXXX called while having the code. Informed him of the condition. Potassium levels = 6.4 and heart rate at 120-100 dropped to 34 and T-waves elevated. 
@ 05:33: Notified by Tom in monitor room of asystole. 

@ 05:35: IRT called followed by code blue. 

@ 05:36: Compressions started by Donna. 
@ 05:37: Residents arrived in patient’s room, RN bagged patient with ambulatory bag and mask; compressions were then started. Resident intubated patient without problems, positive CO2 detector change, positive bowel sounds and bilateral breath sound confirmed by Dr. XXXX. 7.5 Endotracheal tube taped at 21 cm mark. 
@ 05:40: Patient intubated x 1 attempt. 7.5 Endotracheal tube taped at 21 cm. Bilateral breath sound confirmed. ETCO2 (End Tidal Carbon Dioxide) positive. 
@ 05:42: Epinephrine administered. 
@ 05:51: BP – 109/64 (587).

@ 05:58: Vasopressin 40 mg given. 
@ 06:00: Magnesium 2 gm 

@ 06:04: Atropine administered. 

@ 06:09: 10 mg bicarbonate given intravenously. 

@ 06:12: Pulse – 135 (587)
@ 06:14: Amiodarone drip 1 mg/ min infused. 

@ 06:16: Pulse disappeared with compressions. 

@ 06:17: Pulse felt again. 

@ 06:19: Epinephrine administered. 

@ 06:21: Phenylephrine 50 mg/5cc @ 120cc/hr. 

@ 06:23: Phenylephrine 50 mg/5cc @ 120cc/hr.

@ 06:24: Intravenous Epinephrine. Magnesium 1 gm given wide open. Compression continued. 
@ 06:26: Intravenous Epinephrine. (late entry) (464)

@ 06:27: Pulse felt several times. Went into ventricular tachycardia several types. 

@ 06:28: Compression continued.

@ 06:30: Intravenous Epinephrine.

@ 06:31: Compressions continued.

@ 06:32: Pulse felt. 

@ 06:33: Compressions continued.

@ 06:34: Epinephrine drip 2 mcg/min (30cc/hr). Pulse felt then disappeared. 

@ 06:36: Compressions continued.

@ 06:37: Epinephrine drip increased to 4 mcg/min (40cc/hr). Synchronize compressions. 

@ 06:38: Double Neo – Synephrine. Continued Epinephrine drip wide open. 
@ 06:39: Pulse felt. 

@ 06:45: Pulse disappeared. Compressions continued.

@ 06:49: Mother at bedside. 

@ 06:50: Patient hooked to new order. 

@ 06:52: Specific ambu – bagging. Pulse checked. No pulse. 

@ 06:53: Dr. XXX declared patient dead. (464, 467). 

@ 06:53: Code called, ambulatory bag disconnected from patient. (463). 

@ 07:00 ERMD consultation report: (399)

Code Blue - upon ERMD physician arrival. Patient was receiving chest compressions and was intubated by resident. Illegible. Patient with no pulse. ACLS initiated. Fleeting ROSC (Recovered Spontaneous Cardiac Output) = asystole. No ROSC. Patient asystolic. Code called at 06:55 a.m. Mother at bedside and discussed with her by ERMD physician. Dr. XXXX was paged to notify. 

@ 07:30: Dr. XXXX spoke with family. 

@ 08:00: Dr. XXXX notified of death also spoke with family. 

@ 08:30: ME’s office called notified of death. Awaited ME to call back. 

@ 09:00: Spoke with family relating to autopsy. 
@ 10:00: Spoke with Dr. XXXX ME’s office. ME declined autopsy. Dr. XXXX was to sign death certificate. Family notified. Family opted to obtain private autopsy. 

Record of Death: (495)

Date of death – 08/12/2006.

Time of death – 06:53

Private autopsy to be done by family’s request.
	114-115, 399, 463 – 467, 495, 513


1 of 8

