
 

 

June 29, 2006 

 

John Newbert, Esq. 

Rinan & Tobias 

45 Cherry Tree Lane 

California, NJ  23852 

 

Re: John Kordis 

 

Dear Mr. Newbert, 

 

 Thank you for forwarding the medical records of this patient. I have reviewed the 

following documents: 

 

 Partial records for admission to Marshall County Hospital Center (missing 

nursing flow sheets, medication administration records, some physician orders, 

and some x-ray reports) 10/30/03-12/15/03 

 Partial records for Farnsworth Rehabilitation Institute 12/15/03-1/21/04 

 Chadwick at Elm Tree 1/21/04 – 1/26/05 

 Office records of Michael Winslow, M.D. 12/18/03 – 1/16/04 

 Office records of Donald Garfield, M.D., Princeton Orthopaedic Group 2/17/04 – 

3/9/04 

 Office records of Joseph T. Smith, Ph.D., Center for Head Injuries 2/20/04 

 Office records of William Morgan, M.D., NJ Neuroscience Institute 2/26/04 – 

3/22/04 

 Adams Medical Center, Operative Report 3/22/04 

 Adams Medical Center, Operative Report 5/18/04 

 Office records of Rehabilitation Specialists 1/26/05 – 3/13/06 

 

 In order to create a summary of this gentleman’s care, I have reviewed the records 

and included some exhibits within this report. They are listed below. 

 

1. Glasgow Coma Score at scene of accident 10/30/03 

2. Meninges 

3. Injuries to front of body 

4. Injuries to back of body 

5. Lobes of the brain 

6. Foley catheter 

7. Chest tube  

8. Procedure for inserting ventriculostomy drain 

9. Equipment used with an ICP bolt and ventriculostomy drain 

10. Testing for deep pain 

11. Anesthesia scoring system 

12. Location of the amygdala 
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13. Level of responsiveness 10/30/03-12/15/03 

14. Major problems 10/30/03-12/15/03 

15. Operations October and November 2003 

16. Major problems by week December 2003-January 2004 

17. Level of responsiveness December 2003-January 2004 

18. Major problems January 2004-January 2005 

 

Social history 

 Mr. Kordis was a 33-year-old man from Ecuador. He was married and the father 

of two children. He worked as a laborer and a carpenter. 

 

Summary of Accident 

 The Fire Department of New York Ambulance Call Report identifies Mr. Kordis 

as a 33-year-old man who “fell from roof to second floor” according to a witness. He was 

found on the floor lying flat, according to the EMS’s report to the emergency department. 

The ambulance arrived on the scene at about 10:44 AM on 10/30/03. The squad obtained 

the following data: 

 

 The patient’s blood pressure was 170/110. His pulse was 88, respirations were 24, 

and his Glasgow Coma Score was 8. Refer to Exhibit 1 for his score. The Glasgow Coma 

Score is a systematic and widely used method of evaluating a patient’s condition. The 

green shading indicates his behavior on that parameter. Mr. Kordis’s skin was moist, or 

normal temperature, and his pupils were normal. He was verbal and responding to painful 

stimulation.  There was a loss of consciousness; he was incontinent; and there was 

capillary refill (evidence of good circulation) in all four limbs. He was moving all four 

limbs. There was a fracture of his tibia and fibula of his right leg, and abrasions on his 

arms and legs.  

 

Exhibit 1 

Glasgow Coma Score 10/30/03 

 

Category Response Score 

Eye opening 

 

Spontaneous—eyes open spontaneously without 

verbal or noxious stimulation 

4  

To speech—eyes open with verbal stimuli but not 

necessarily to command 

3 

To pain—eyes open with various forms of noxious 

stimuli 

2 

None—no eye opening with any type of stimulation 1 

Verbal 

response 

Oriented—aware of person, place, time, reason for 

hospitalization, and personal data 

5 

Confused—answers not appropriate to question but 

correct usage of language 

4  
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Category Response Score 

Inappropriate words—disorganized, random speech, 

no sustained conversation 

3 

Incomprehensible sounds—moans, groans, and 

mumbles incomprehensibly 

2 

None—no verbalization, even to noxious stimulation 1 

Best motor  

response 

Obeys commands—performs simple tasks on 

command and able to repeat task on command 

6 

Localizes to pain—organized attempt to localize and 

remove painful stimuli 

5 

Withdraws from pain—withdraws extremity from 

source of painful stimuli 

4 

Abnormal flexion—decorticate posturing that occurs 

spontaneously or in response to noxious stimuli 

3 

Extension—decerebrate posturing that occurs 

spontaneously or in response to noxious stimuli 

2 

None—no response to noxious stimuli; flaccid 1 

Total Score 8 out of 15 

 

Treatment at the scene and enroute 

 The ambulance attendants gave Mr. Kordis oxygen by a non-rebreather mask at 

15 liters per minute. An intravenous line was established in the inner aspect of his right 

arm, through which 1000 cc of normal saline were rapidly infused. He was immobilized 

on a backboard with a cervical collar and a head immobilizer to keep his neck in 

alignment.  

 

 The ambulance left the scene at 11:07 AM, arriving at the Marshall County 

Hospital 8 minutes later. 

 

Marshall County Hospital Center Emergency Department 

Assessment 

 An assessment of Mr. Kordis’s injuries was completed shortly after he arrived at 

the emergency department at 11:15 AM. His body was inspected. The patient was 

moaning and groaning, and could not rate his pain. He had lost consciousness and 

possibly had a seizure.  His medical history, allergies, and medications could not be 

ascertained. He was in moderate to severe distress; he had blood in his mouth. There was 

a deformity of his right tibia and fibula, which had not broken through to his skin. He had 

lost control of his bladder.  The patient’s blood pressure was elevated to 205/152 

(critically high) on admission.  
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 Investigation of his injuries revealed the following information about the patient’s 

injuries: 

 

 There was a fracture at the level of his 4
th

 and 6
th

 cervical vertebra.  

 There were multiple fractures from T4-T10. 

 Several ribs were fractured in the posterior. The exact numbers are not identified 

in the records I had, with the exception of the 8
th

 rib on the left side.  

 There were mid-shaft tibial and fibular fractures of his right leg.  

 A displaced Colles fracture of his right wrist was seen. 

 Abrasions of his right shoulder, arms and legs were seen. 

 

 There were contusions of his right temporoparietal, right frontal, and left frontal 

regions (the side of the head and front of his head). Swelling of his brain tissue was noted 

which compressed his right lateral ventricles and basal cisterns (spaces for cerebral spinal 

fluid flow). There was bleeding in the subarachnoid space and subdural space. (These 

represent layers of the brain, please refer to Exhibit 2. Refer to Exhibit 3, located at the 

end of this report, for a display of the injuries to the front of his body and to Exhibit 4, 

located at the end of this report, for the injuries to his back. Refer to Exhibit 5 for the 

lobes of the brain, noting that the patient had injury to the frontal portion and side of his 

head controlling speech.) 

 

Exhibit 2 

Meninges 
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Exhibit 5 

Lobes of the Brain 

 

 
 

 

Treatment 

 A Foley catheter was inserted into the patient’s bladder (see Exhibit 6) and he 

was log rolled (his body moved as one unit) so that his rectal exam could be done. Mr. 

Kordis was combative. A dose of Lidocaine (anesthetic) was administered as well as 

Succinylcholine (a paralytic) and Etomidate (a general anesthetic) to allow him to be 

intubated and prevent him from being able to move. The endotracheal tube was inserted 

into the patient’s mouth, placement confirmed, and attached to a ventilator to breathe for 

the patient. He was given a dose of Ativan to sedate him. A diagnostic peritoneal lavage 

was done (insertion of a thin tube to wash out the abdomen looking for evidence of 

blood).  
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Exhibit 6 

Foley Catheter 

 

 
 

 At noon, the orthopaedic surgeon evaluated the patient and applied a splint to his 

leg. Evaluation of his blood pressure and vital signs showed a decrease in blood pressure 

to 156/80. His cardiac rhythm was normal. 

 

 A nasogastric tube was inserted, through which dye was given to assist with 

visualizing Mr. Kordis’s injuries. Mr. Kordis was moved to the CT scanning department 

for investigation of his injuries at 12:15 PM. Since his diaphragm had been paralyzed, an 

Ambu bag was used to breathe for the patient. (This is a large football shaped bag 

attached to a face mask and a source of oxygen that is used to force air into the patient’s 

lungs.) Physicians and nurses accompanied him to the CT scanning department. At 1:30 

PM, he was finished with the CT scans and was transported to the x-ray department for 

additional films.  

 

 In addition to the Lidocaine, Succinylcholine, Etomidate and Ativan given to Mr. 

Kordis right before and after his intubation, he was given a dose of Vecuronium at 11:30 

AM to provide additional paralysis. Ativan and Vecuronium were administered again at 

12:40 PM. At 2 PM, Mannitol was given reduce cerebral edema and Cerebryx was 

administered to prevent seizures. Propofol was dissolved in intravenous fluid and started 

as a continuous drip to sedate the patient at 2 PM.  
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Intensive Care Unit 10/30/03 

 The focus of the initial hours the patient was in the hospital was on stabilizing his 

condition. At 3:30 PM he was admitted directly to the Intensive Care Unit from the 

emergency department. The critical care nurse noted that he was posturing (assuming 

abnormal body positions) when he was stimulated.  A chest tube was inserted into his left 

lung space to drain out blood. This tube is hooked to a drainage container (refer to 

Exhibit 7.) An arterial catheter was inserted into the femoral artery in his groin. Arteries 

are exquisitely tender when touched with a needle as nerve endings surround the artery. 

Within one hour the arterial line was removed because the site was bleeding. The 

patient’s vital signs were very unstable.  

 

Exhibit 7 

Chest Tube 

 

 
 

 The neurosurgeon came to evaluate the patient shortly after his admission to the 

critical care unit. This doctor noted that the patient had a Glasgow Coma Score of 11 in 

the emergency department, where he was combative. He was intubated and sedated in 

order to obtain the CT scans. His head studies showed he had a traumatic subarachnoid 

hemorrhage on the left (unclear handwriting) side of his brain as well as tentorial (more 

widespread) subdural hematoma with blood in the basilar cisterns. There was a localized 

small contusion in the right temporal and right parietal lobes. The patient was diagnosed 

with a severe closed head injury. The plan was to insert an intracranial pressure (ICP) 

monitor and a ventricular drain, repeat the head CT, provide Dilantin to reduce the risk of 

seizures, continue using the cervical collar, elevate the head of bed to 30 degrees, and to 

begin Ancef, an intravenous antibiotic.  
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 As there was no family present, consent was obtained from two physicians to 

insert the ICP monitor. The right front of the patient’s head was prepared. An opening 

was made in this scalp and a hole drilled through his skull to just below the bone. The 

ICP monitor and ventriculostomy drain were inserted. (Refer to Exhibits 8 and 9.) A 

ventriculostomy drains bloody cerebrospinal fluid (CSF) from the brain and monitors 

pressure inside the skull, which is called intracranial pressure (ICP). 

 

Exhibit 8 

Procedure for inserting ventriculostomy drain 

 

 
 

  

Exhibit 9 

Equipment used with an ICP bolt and ventriculostomy drain 

 

 

Through a small hole in the skull, a thin plastic 

catheter is passed into one of the ventricles or hollow 

chambers of the brain where CSF is stored. CSF and blood 

can be removed if the brain becomes too swollen, or the ICP 

too high. The patient’s cerebral spinal fluid was bloody. The 

initial intracranial pressure was 14 (normal is up to 20) and 

the goal was to keep the pressure at 10.  

 

 A left radial (wrist) arterial line was inserted next, 

followed by a left subclavian intravenous needle that was 

inserted into the upper portion of the patient’s chest. His low 
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blood pressure was treated with rapid infusion of normal saline. 

 

Although Mr. Kordis was being sedated with Propofol and given Fentanyl 

through a continuous intravenous drip, he did respond to deep pain. Healthcare 

professionals are taught how to inflict pain in order to identify a change or improvement 

in level of consciousness when the patient is unable to effectively communicate. This 

specific type of pain is referred to in medical records as noxious stimuli. Light levels of 

pain may be inflicted by rolling or pressing a pencil over the fingernails or toenails. 

Pinching the skin may be used also, although if done repetitively, can result in bruising. 

When the patient reacts to this type of pain, the medical record may state that the patient 

“localized” the pain, meaning she withdrew from painful stimulation. Deeper levels of 

pain are used when light pain does not elicit a reaction. This more vigorous infliction of 

pain is performed by pinching the shoulder muscle, pressing the fingers on the bony ridge 

above the eyes, or using the knuckles to press on the sternum. Older and less common 

methods include pinching the nipples, scrotum or inner area of the thigh. Patients who are 

unable to localize or withdraw from the pain may grimace. No response to painful stimuli 

is synonymous with a deep level of sedation or coma. 

 

 Reaction to deep pain is tested in a variety of ways. Refer to Exhibit 10. Mr. 

Kordis’s reactions to pain were tested by a variety of physicians and nurses on a daily 

basis. 

 

Exhibit 10 

Testing for Deep Pain 

 

Action Pain Reaction 

Trapezius pinch This is performed by pinching the shoulder muscles. 

Sternal rub 

Firm pressure is applied to the sternum (bone between ribs 

in the center of the chest) with the knuckles of the hand. 

Repeated use of this technique leads to bruising and 

excoriation of the skin on the sternum. 

Pressure on the bone above the eye 
Firm pressure is applied with the thumb under the upper 

part of the patient’s eye socket. 

Nail bed pressure 

A firm object such as a pen is firmly pressed against the 

nail beds for 10-30 seconds. If no response is elicited, 

other measures should be used. 

Pinching the underside of the forearm 

or upper arm, or the leg 

This form of testing is most likely to bruise the patient, 

but is used to evaluate each individual arm or leg.  

 

   Soft wrist restraints were put on the patient’s wrists to prevent him from removing 

his endotracheal tube.  
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Overview of hospital admission 

 Mr. Kordis spent six weeks in the hospital, with all but the last ten days in the 

neurological ICU. The next section of this report addresses the patient’s major needs by 

body system, followed by his major problems. 

 

Orthopaedic concerns 

 Mr. Kordis had fractures of long bones as well as of his spine. His right wrist 

fracture had pushed his bones out of alignment, whereas his tibial and fibular fractures 

were non-displaced. The instability of the patient’s condition prevented the orthopaedic 

surgeon from being able to take the patient to the operating room for surgical repair of 

these fractures. The wrist fracture was manually reduced by the surgeon before a splint 

was applied. A posterior splint was placed on the patient’s leg. X-rays taken several 

weeks after admission showed that the bones had healed, so any surgery to correct 

alignment was deferred. The leg healed in acceptable alignment, but the radius fracture 

displayed malunion. Surgery would be needed to improve alignment at a later date. The 

wrist splint remained on from 10/30/03 to 12/2/03.  

 

 The spinal fractures, particularly of the thoracic region, placed the patient at risk 

for paralysis if bone fragments were displaced into his spinal column. He was therefore 

kept at bed rest the entire time he was in the hospital. A TLSO (thoracic lumbar sacral 

orthotic) brace was placed on his back at the very end of his admission, and was to be 

used if he got out of bed in the rehabilitation facility to which he was transferred. 

 

 The fractured ribs could not be stabilized or immobilized, and therefore remained 

untreatable.  

 

Neurological injuries 

 The level of Mr. Kordis’s intracranial pressure was carefully watched in the ICU.  

Initially the level remained in the 15-20 range. For several days his pressure remained 

well controlled. When both of his lungs accumulated blood within the pleural cavity, he 

was given large volumes of intravenous fluids. When his intracranial pressure began to 

rise, it at first responded to medical treatment. However, it began to escalate despite 

maximal medical intervention. A head CT scan on 11/4/03 showed that the patient had 

some shifting of brain tissue from the right to the left. The increasing pressure within his 

brain was of concern. The level had reached 40-45 on 11/5/03. On 11/6/03, the pressure 

had increased to 50.  The patient’s heart rate was increasing as well and hit a high of 150 

beats per minute at 12:30 PM. Changes in his pressure in combination with swelling 

within his right temporal lobe prompted the decision to take him to the operating room. A 

decision was made to take him to the operating room to remove the contused part of his 

brain and a portion of his skull to reduce pressure. This emergency procedure was 

preceded by an evaluation by the anesthesiologist. Mr. Kordis was given an anesthesia 

score of IV E. Refer to Exhibit 11 for a depiction of this scoring system. 
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Exhibit 11 

ASA Physical Status Classification 

 

The American Society of Anesthesiologists published this patient classification of 

physical status in 1963; it is now used almost universally in the U.S. 

 

Class I 

The patient has no organic, physiologic, biochemical or psychiatric disturbance. The 

pathologic process is localized and does not entail a systemic disturbance. 

Example:  healthy patient with inguinal hernia 

 

Class II 

The patient has a mild to moderate systemic disturbance caused either by the conditions 

to be treated surgically or other pathophysiologic process. 

Examples: controlled hypertension 

mild anemia 

 

Class III 

The patient has severe systemic disturbances that impact on activities of daily living. 

Examples: brittle diabetic 

coronary artery disease with angina 

 

Class IV 

The patient has severe systemic disorders that are life-threatening and not necessarily 

correctable by surgery. 

Examples:  severe vascular disease 

kidney failure 

 

Class V 

The patient is moribund, not expected to survive 24 hours. 

 Example: head injury patient 

ruptured cerebral aneurysm 

 

 

E A patient undergoing an emergency operations (the "E" is added to the 

classification number). 

 

In medical records, the ASA Physical Status is written in more than one way: for 

example, ASA-1, PS-2, ASA-III, ASA 4-E, PS 5E. 

 

 

Original reference: American Society of Anesthesiologists: New classification of 

physical status.  Anesthesiology 24:111, 1963. 
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 Mr. Kordis’s operation was identified as life-saving. His head was turned to the 

left and pinned to the table with a Mayfield head holder. A reverse question mark incision 

was made extending 4 cm behind the right ear and to the midline. The old intracranial 

pressure monitor was removed. An area on the right abdomen was prepped and draped 

for placement of the bone flap under his subcutaneous tissues. The scalp incision was 

widened. Three holes were drilled through his scalp. The dura was stripped away from 

the skull, and an opening was made into the frontotemporal portion of the skull. The dura 

was opened to expose 6 cm of the right temporal lobe. A contusion was seen in the right 

frontal lobe to create a bone flap. The bone flap was removed. The surgeon cut away a 

portion of the right temporal lobe measuring 6 cm. A portion of the amygdala and uncus 

deep in the brain were removed. Refer to Exhibit 12 for the location of the amygdala. 

Additional dissection occurred in this portion of the brain involving the right 

hippocampus and parahippocampal gyrus. A section of the contused portion of the right 

frontal lobe was removed. A large contusion was seen in the inferior frontal gyrus. A 3 

cm section of this area was removed.  The entire contused area of the right frontal lobe 

was removed.  Bleeding was controlled.  An intracranial pressure monitor was placed in 

the right frontal region. The dura was closed. A Jackson Pratt drain was left in the wound. 

A pocket was made in the abdomen, into which the piece of bone flap was inserted. 

 

Exhibit 12 

Location of the Amygdala 

 

 
 

 The patient’s level of awareness was evaluated and described by the nursing and 

medical staff on a daily basis. As shown in Exhibit 13, located at the end of this report, 

Mr. Kordis displayed several levels of awareness. They are placed within the table from 

the most responsiveness to the least responsiveness. He was very agitated early in this 
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admission, but this subsided. His agitation was treated with a continuous infusion of 

Diprivan and Fentanyl (for pain). Periodically his sedation was stopped in order to 

evaluate his responses. For example, on 11/12/03 his sedation was stopped. His heart rate 

increased to 130-140 and his respiratory rate increased to 24-32. Sedation was resumed. 

As shown on this exhibit, he became progressively more awake with time. Initially he 

was pulling at this lines and tubes, jeopardizing his nursing care, so his hands were 

restrained.  He showed sporadic ability to follow commands.  At no time did he speak, 

even after the tracheostomy was present and he would have been able to mouth words. 

 

 Pieces of bone were pushed into the patients’ spinal canal according to the CT 

scan of 11/13/03. The nurses and physicians consistently noted that while he moved all 

extremities, his legs were weaker than his arms.  

 

Pulmonary injuries and infections 

 The patient’s left lung collapsed under the blood that had accumulated from the 

fractured ribs, and was re-expanded through the use of a chest tube, which was left in his 

pleural space until 11/10/03. A right chest tube was inserted on 11/2/03 and remained in 

place until 11/11/03. Units of packed cells were administered to replace the lost blood. 

During this time it would have been difficult to turn the patient onto his side with chest 

tubes in both sides. The patient’s lungs were contused and bleeding, and vulnerable to 

pneumonia. Mr. Kordis developed ventilator- associated pneumonia, which required long 

courses of multiple antibiotics. The nurse noted on 11/9/03 that he had copious and foul 

smelling lung secretions. 

 

 The patient was diagnosed with a blood infection on 11/29/03, for which he was 

given intravenous antibiotics. 

 

 The prolonged course on the ventilator required Mr. Kordis’s surgeon to perform 

a tracheostomy on 11/20/03. (Prolonged presence of an endotracheal tube can create 

tissue trauma within the trachea.) The original plan to perform the surgery on 11/13/03 

had to be cancelled because the patient was running a fever. The surgeons wanted him to 

be without a fever for 24 hours before they would agree to perform surgery. On 11/20/03, 

general anesthesia was administered, and then the skin over the trachea was numbed with 

Lidocaine.  The patient’s neck was dissected across the trachea. Bleeding was controlled, 

and then the trachea was visualized. The thyroid was seen and divided into two pieces. 

The trachea was opened, the endotracheal tube was pulled back, and a tracheostomy tube 

was inserted and connected to the ventilator. 

 

 The surgical intensive care physician noted on 11/9/03 that the patient was on 

antibiotics to treat meningitis because of the bolt that had been placed within his head.  

 

Medical complications and major problems 

 Exhibit 14, located at the end of this report, displays the major problems the 

patient experienced during this admission. These issues are divided into the categories of 

discomfort, swelling, dependence on others, and risk for self-harm.  

Discomfort 
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 Mr. Kordis was at risk for experiencing discomfort both from his injuries and the 

medical treatment that they necessitated. As a consequence of his respiratory infections, 

which were treated with intravenous antibiotics, he experienced episodes of moderate to 

copious amounts of lung secretions that came from his mouth and lungs. These secretions 

had to be suctioned by the nurses, who used flexible catheters inserted into his 

endotracheal tube. The catheter stimulates the gag reflex as it passes down the throat, 

causing a gagging sensation. The medical record indicated that he responded to 

suctioning. On 11/22/03, a mucous plug caused a drop in his oxygen level.  

 

 Mr. Kordis was treated for a series of respiratory infections with intensive 

antibiotics. He experienced a fever during much of this admission, which was treated 

with a hypothermia blanket, ice packs in the groin, and Tylenol. His temperature went as 

high as 104º (on 11/14/03) and his pulse was rapid at times (shown on Exhibit 13 if his 

pulse was higher than 100 beats per minute for at least one recording per day.) The need 

to give him medications and intravenous fluids required the continual presence of a 

functioning intravenous line. These lines needed to be changed periodically so that they 

would not present a site of infection.  

 

 Mr. Kordis developed an infection in the inner aspect of his left arm from an 

intravenous needle. This inflamed vein became reddened and swollen. Conservative 

therapy (warm soaks and elevation) was not effective in reducing the inflamed area. 

Bedside surgery was performed on 11/18/03 to cut out pieces of the inflamed vein. Three 

wounds were created in this procedure.   

 

 The Foley catheter stayed in his penis for the vast majority of his admission. As of 

12/2/03, he wore a condom catheter attached to a drainage bag.  

 

 Mr. Kordis did not receive any oral nutrition during this admission. For the first 

several days, his only source of calories was intravenous fluids. A nasogastric tube was in 

his nose for the first part of the admission, when he received both nutrition through the 

nasogastric tube and total parenteral nutrition through intravenous needles. On 11/20/03, 

in addition to the tracheostomy surgery, a PEG (percutaneous endoscopic gastrostomy) 

tube was inserted. An endoscope (lighted tube) was inserted through his esophagus into 

this stomach and then to the duodenum. The endoscope light was activated so that his 

anterior abdominal wall was lighted from within. A snare was placed through the 

endoscope. After confirming good positioning for placement, a small needle was placed 

through the anterior abdominal wall. The needle was used to inject Lidocaine to 

anesthetize the skin. A larger needle was placed through the skin. A snare was used to 

grab a wire, which was then placed through the needle. The endoscope and snare were 

removed, and the PEG tube was secured to the free end of the wire. The wire pulled it 

backwards. A bumper was used to anchor the PEG tube. Refer to Exhibit 15, located at 

the end of this report, for a summary of the surgeries performed on the patient during this 

admission.  

 

 A tape blister was seen on his back on 11/9/03. This was created by the tape 

needed to hold the chest tube in place. The blister broke open and drained.  
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 A fungal infection developed in the patient’s groin on 11/23/03, necessitating 

applications of antifungal medication. He was profusely sweating (diaphoretic) at times. 

The nurses noted he constantly rubbed his fingers or hand at times.  

 

 The back of the patient’s neck was reddened by 12/10/03. On 12/12/03, the nurse 

described it as red excoriated skin on the nape of his neck. The gauze around his cervical 

collar was saturated with green drainage.  This area opened up a few days later.  

 

Swelling 

 Swelling was observed at various points in the patient’s admission. His fingers 

and hands were swollen, which were related to his injuries or intravenous fluids.  

Generalized swelling of his body was seen at times. Dead tissue (eschar) was documented 

as being present on the patient’s left hand as of 12/9/03. It is unclear what caused this to 

occur.  

 

Dependence on others 

 Mr. Kordis was unable to communicate with his caregivers due to the presence of 

the endotracheal tube in his mouth and his head injury, for much of this admission. The 

records indicate he was an immigrant from Ecuador. It is unclear how much English he 

understood. He relied on the caregivers to anticipate and decipher his needs, as he was 

unable to communicate them. A ventilator was attached either his endotracheal tube or 

his tracheostomy tube until 11/29/03. After a weaning process of progressively spending 

more time breathing oxygen through a CPAP device, or room air, he was disconnected 

from the ventilator and was able to breathe on his own.  

 

 The intracranial bolt was located within his skull for the first 12 days of this 

admission. A wrist restraint was placed on his left wrist (his right wrist was in a cast) to 

prevent him from tugging on his tubes. He was therefore unable to use this hand, when it 

was restrained to do anything for himself. A right foot drop was observed on 11/28/03, 

which was treated with the application of a brace. 

 

 The patient’s first bowel movement following admission, as recorded in the 

progress record, occurred on 11/25/03. Occasional bowel movements occurred thereafter.  

 

Transfer to rehabilitation facility 

 At the request of the patient’s family, arrangements were made to place in a 

facility in New Jersey.  The ADAMS facility was contacted and agreed to accept him, but 

requested that he be weight bearing with a brace prior to transfer. The brace was 

obtained, but he did not get out of bed at any point prior to discharge. 

 

Farnsworth Rehabilitation Institute 12/15/03-1/21/04 

 Mr. Kordis was admitted to this rehabilitation facility to continue his care.  
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When he arrived, he: 

 

 was on bedrest,  

 required a hand restraint to prevent him from removing tubes,  

 had weakenss on the left side of his body,  

 was incontinent of bowel and bladder, 

 was unable to eat anything,  

 was receiving Dilantin,  

 was wearing a cervical collar, and   

 had the tracheostomy tube in his neck. 

 

When he left the facility five weeks later, he: 

 

 was able to put partial weight on his right leg,  

 no longer required the hand restraint,  

 could make himself understood with the use of a translator,  

 was receiving pain control through a Duragesic patch, 

 no longer had the tracheostomy tube, 

 could eat by mouth,  

 had been weaned from Dilantin,  

 was wearing a cervical collar, and 

 had weakness on the left side of his body. 

 

Exhibit 16 summarizes the major problems he experienced during this admission.  

 

Exhibit 16 

Major problems by week, December 2003 – January 2004 

 

Major Problems December 2003 January 2004 

2 3 4 1 2 3 

Discomfort 

Headache      ✔ 

Neck pain     ✔  

Abdominal discomfort from back 

brace 

  ✔ ✔   

Back pain    ✔ ✔ ✔ 

Leg pain    ✔   

Pain (site not identified)     ✔ ✔ 

Fever  ✔     

Redness back of head  ✔     

Infections 

Urinary tract infection  ✔ ✔    
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Major Problems December 2003 January 2004 

2 3 4 1 2 3 

C Difficile infection    ✔   

Thick lung secretions   ✔ ✔ ✔  

Decreased breath sounds ✔ ✔     

Pneumonia  ✔ ✔    

Mild shortness of breath     ✔  

Motor Sensory Changes 

Left side numbness     ✔  

Left side weakness ✔ ✔ ✔ ✔ ✔  

On bed rest ✔ ✔ ✔ ✔ ✔  

Cognitive Changes 

Nonverbal ✔ ✔ ✔    

Incontinent ✔ ✔     

Requires wrist and hand restraints  ✔ ✔ ✔ ✔  

Poor attention    ✔   

Emotionally labile    ✔  ✔ 

Dependence with Others 

Clots in both legs ✔ ✔     

Unable to eat ✔ ✔     

Urinary retention     ✔  

 

 = Insertion of IVC filter on 12/18/03 

 

Discomfort and infections 

 With the use of a translator, Mr. Kordis was able to begin to communicate his 

needs. This ability improved after his tracheostomy tube was plugged, and then removed. 

He was able to explain that he was from Ecuador, where he had a third grade education 

and worked as a security guard and carpenter. He was able to convey that he was in pain, 

with back pain being his most persistent complaint. A duragesic patch was applied to 

reduce his pain, and after the dose was increased  to 50 mcg, his relief improved even 

more. Mr. Kordis identified other sites of pain, at various points, as his legs, head, and 

neck. The brace that was placed on his back, initially only when he was out of bed, was 

to be worn when the head of his bed was elevated more than 30 degrees. He complained 

of discomfort from the brace. 

 

 The rise of the patient’s temperature to 101 stimulated a search for the source of 

his fever. He was diagnosed with pneumonia. His lung secretions were thick, requiring 

suctioning, and his breath sounds were decreased. He was mildly short of breath at the 

end of his treatment for pneumonia, and as he became more active. Additionally, he was 
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diagnosed with a urinary tract infection and a stool infection with C. Difficile, which 

causes diarrhea.  A PICC line (peripherally inserted central catheter) inserted on 12/26/03 

was used for antibiotic treatment. The catheter remained in place for several days and 

then was accidentally removed. 

 

Motor/sensory and cognitive changes 

 Mr. Kordis had weakness of the left side of his body. Decreased sensation was 

detected on the left side of his body also. The pulmonologist observed on 12/29/03 that 

the patient looked pale and debilitated. He remained on bed rest for the first several 

weeks of the admission until the orthopaedic cleared him for putting partial weight on his 

right leg on 1/12/04. 

 

 Initially Mr. Kordis was nonverbal, though awake. (Refer to Exhibit 17 for 

information on his level of responsiveness.) He attempted to communicate by mouthing 

words. He was diagnosed as emotionally labile (crying) and depressed. Lexapro was 

prescribed for his low mood. He had a poor ability to pay attention, and a restraint was 

applied to his wrist with a finger mitt to prevent removal of tubes. By 1/6/04, the 

physician was able to determine that Mr. Kordis knew who he was and the location (New 

Jersey) although had no idea of the time or date at any level.  He reported a third grade 

education in Ecuador. He did not recall the accident. He was able to rate the pain in his 

back as a 10 out of 10. 

 

Exhibit 17 

Level of responsiveness December 2003 – January 2004 

 

Level of Responsiveness December 2003 January 2004 

2 3 4 1 2 

Awake ✔ ✔ ✔ ✔ ✔ 

Follows commands  ✔ ✔ ✔ ✔ 

Trying to communicate  ✔  ✔  

 

Dependence on others 

 Shortly after admission, a Doppler scan of the patient’s legs revealed that he had 

clots in both legs: the right femoral vein, the left femoral vein, the calf, the posterior 

tibial, and peroneal veins. The patient was taken to the operating room for insertion of a 

Greenfield filter. This filter looks like a little umbrella, and is inserted to block clots from 

traveling from the legs to the lungs. The operating room team was informed of the need 

to attend to keeping the patient’s spine in correct alignment after he was put under 

general anesthesia and his cervical collar was removed.  

 

 A swallowing evaluation performed on 1/7/04 showed no evidence of aspiration 

(inhaling food) so the patient was allowed to eat for the first time since the accident. Cans 

of supplemental nutrition were added to his menu to increase calories to promote healing. 

Mr. Kordis continued to need help with all of his basic needs. He was diagnosed with 
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urinary retention on 1/15/04 based on a volume of nearly a liter left in his bladder after 

urinating. He was placed on Flowmax to assist him to void.  

  

Mr. Kordis was transferred to the Chadwick at Elm Tree facility on 1/21/04 for 

the purposes of additional therapy. The history and physical details his injuries and 

medications, which included:   

 

 Lexapro (for depression),  

 Metopolol (for hypertension),  

 Duragesic (pain reliever pills and patch) 

 Mycolex (antifungal cream) 

 Flomax (improves urination) 

 Tylenol (for pain) 

 Dulcolax (laxative) 

 Colace (stool softener) 

 Senokot (laxative) 

 

 Mr. Kordis was alert and oriented x 3- he knew who he was, where he was, and 

the date. Back pain was present from his brace. There was a deformity on his head where 

the bone had been removed from his skull at the time of his cranial surgery. His tongue 

deviated to the left. The bone was palpable in his abdomen. There was a scar on his left 

arm. His legs had decreased sensation and movement. He was tolerating tracheostomy 

plugging, a chopped diet, wore a back brace and a cervical collar, and was 50% weight 

bearing. A plan was instituted to provide him with physical, occupational, recreational 

and speech therapy. The social worker was focusing on the availability of a translator 5 

days a week and Mrs. Kordis’s attempts to reach the United States. 

 

 Exhibit 18, located at the end of this report, details the patient’s major problems 

during this approximately one year period of time. The patient remained an inpatient 

throughout this time. Mr. Kordis’s problems were sorted into four categories: discomfort, 

physical limitations, behavioral changes, and cognitive difficulties. Each of these broad 

areas were noted by the range of professionals involved in rehabilitating the patient.  

 

Discomfort  

 Mr. Kordis was increasingly verbal during this time, demonstrating that Spanish 

was his primary language, although he learned some English over the course of this year. 

The assistance of the translator enabled him to convey his thoughts and needs. He was 

able to convey that he was in pain at times, with back pain being the most persistent 

source of pain. At times the medical record stated he was in pain without identifying the 

source of the pain. He complained of neck and leg pain and occasional headaches. 

 

 Four episodes of vomiting occurred in June, which coincided with the 

administration of intravenous antibiotics.   

 

Physical limitations 
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 Great concern was centered around the orthopaedic management of both the 

patient’s fractured leg and multiple spinal fractures. X-rays taken on 1/11/04 showed that 

the leg fractures were not completely healed. Close inspection of current x-rays revealed 

the severity of the patient’s many spinal fractures. There were alterations in his activity 

level such as non-weight bearing, partial weight bearing, and following spinal 

precautions, but he had difficulty following the instructions due to his cognitive status. 

The cervical collar was kept in place for the fist two months he was in the facility, and 

then stopped. He required the use of a back brace through April and the leg brace through 

June 2004. Mr. Kordis’s left sided weakness was noted on several occasions in the 

medical record. The therapists observed that he had poor endurance, which was noted 

through July 2004, and that his legs were weak. A leg length discrepancy was noted on 

8/27/04.  The leg length was corrected with a 1/8 inch heel lift.  

 

 In March, the patient was diagnosed with increased (40 degrees) kyphosis 

(curvature of his spine) associated with his thoracic fractures. The T7 vertebral body had 

settled onto the T8 vertebral body. A decision was made to offer him a spinal fusion to 

halt the kyphosis and provide him with a potential for recovery. There had been no 

natural fusion of his injury even five months post fractures.  

 

 Surgery was performed on 3/22/04. The operative report states that the patient had 

a T7-T8 anterior corpectomy, a T6-T9 anterior spinal fusion with structural humeral 

allograft, local morselized (crushed bone) autograft from ribs, and screw plate construct 

and T6-T9 posterior spinal fusion with nonsegmental instrumentation. The patient 

suffered an estimated blood loss of 3,300 cc, which is approximately half of a typical 

adult male’s blood volume. He received four units of packed red cells, 675 cc of cell 

saver, and 7800 cc of intravenous fluids.  There were screws, plates, nuts, pedicle screws 

and rods inserted into his back. He was sent to the intensive care unit after surgery. 

Following this operation, the patient suffered a left pneumothorax and moderate sized 

right pneumothorax. Two chest tubes were inserted to permit re-expansion of his lungs. 

(No additional records from this 7 day admission were available.)  

 

 The patient complained of severe back pain upon his return to Chadwick. A PICC 

line was in place to be used to administer intravenous antibiotics.  

 

 The patient’s lungs continued to be a source of concern during this admission. He 

had bouts of pleural effusion (collection of fluid within the pleural space) which 

prompted a thoracentesis (insertion of tube into pleural space to drain out fluid on 3/31/04 

and at the end of May 2004.) He was diagnosed with pneumonia in May, which was 

treated with intravenous antibiotics.  

 

 Mr. Kordis was incontinent of both stool and urine during this time frame. A 

consultation with a neurosurgeon on 3/9/04 focused on this issue, noting that it was 

unclear why the patient was incontinent. The source of the pattern could have been from 

his brain injury or his spinal cord injury. But it was likely to not improve, having 

persisted so long after his injury. There were some notations in the record of urinary 

retention.  
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 A second surgical procedure was performed during this year. It consisted of 

removal of the piece of skull from his abdomen and reattaching it to his head. This 

surgery was performed on 5/18/04. The patient’s head was prepared, the piece of skull 

removed from his abdomen, and then fitted onto his skull. Screws and plates were used to 

attach the skull piece in place. He was transferred to ICU after the procedure. (No further 

records for this admission were available). It was following this surgery that the patient 

returned, required intravenous antibiotics, and had bouts of vomiting. 

 

Behavior 

 Mood disturbances were noted on occasion during this year. Mr. Kordis was 

described as tearful, particularly when he discussed his family, and depressed at times. 

He was noted in February to be impatient and demanding, but that behavior did not 

persist. He used his computer time to send electronic greeting cards, and wrote cards to 

his family. He desired to see his wife, who was able to reach Mexico before returning to 

Ecuador, and was seeking a visa at the time he left Hartwyck. Occasional phone calls 

with his family were arranged.  

 

There were instances of inappropriate laughter, particularly as he confronted his 

limitations. After two successful attempts to remove his tracheostomy tube in January, it 

was permanently removed from his throat. He required mittens to prevent him from 

pulling out his PEG tube. The PEG tube was permanently removed on 5/21/04. 

 

Cognitive limitations 

 The most all encompassing aspect of the patient’s care dealt with his cognitive 

limitations. Several aspects of his head injury affected his therapy, and were described by 

all of his therapists. He had short term memory impairment which affected his ability to 

recall directions. He had left sided visual field neglect. He was unable to see from his left 

eye and could not decipher columns of numbers. His visual problems were compounded 

by his poor safety awareness, which resulted in him bumping into walls, trying to climb 

out of bed, and doing other things that put him in jeopardy. Mr. Kordis displayed 

persistent problems with problem solving, paying attention, sequencing (getting activities 

in the correct order), and carryover (remembering and following through from session to 

session.) He did not initiate activities consistently, but was a willing participant once he 

got involved. He had difficulty organizing activities, and performing activities of daily 

living, such as dressing and grooming. Decreased functional mobility with difficulty 

walking and moving, plus a decreased range of motion and increased tone in his left arm 

necessitated physical therapy.  

 

 A formal cognitive assessment performed early in his admission showed that he 

had a number of injury-related impairments. He was judged to be too impaired to handle 

his finances. He could not consistently detect left sided numbers and was unaware of this 

deficit. Thus he did not use compensation strategies.  

 

 Mr. Kordis made slow gains in his cognitive functioning. He was not agitated or 

aggressive, but complied with his therapy. By March 2004 he had some recollection of 
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the incident that resulted in his injuries. A second formal neuropsychological consultation 

was performed on 12/11/04.  He had made significant improvements in his motivation 

and comprehension of English, but still had significant problems with balance, vision, 

and self-initiated behavior. He continued to have left visual neglect. He had no short term 

memory and diminished awareness of that difficulty.  

 

 Comments the patient made to the therapists indicated he had some awareness of 

his capabilities and appearance. For example, on 3/5/04 he stated “I look uncivilized. On 

5/11/04, he said, “I have a hole in my head.” On 5/24/04, he was “much happier when he 

saw himself in the mirror secondary to the cranioplasty. Does not like haircut though.” 

On 6/25/04, he said, “I look like a big baby.” 

 

Rehabilitation Specialists January 2005- March 2005 

 Mr. Kordis was deemed ready to participate in outpatient treatment as of January 

2005. He was evaluated on 1/27/05 by Rehabilitation Specialists to determine his 

rehabilitation needs. He reported current problems of: 

 

 Left sided weakness 

 Impaired gait 

 Impaired mobility 

 Impaired self care 

 Significant memory impairment 

 Speech impairment 

 Occasional headaches 

 Decreased attention and concentration 

 Left sided facial droop 

 Decreased fine motor and rapid alternating movements in the left arm 

 Mildly increased tone in the left arm and left leg 

 Difficult to understand speech 

 

The plan was to provide him with day and residential programming, stop Pepcid and 

change him to Protonics, continue Flomax, and Metopolol. 

 

 An evaluation performed on 1/26/05-2/21/05 showed that the patient walked 

slowly and was conversationally fluent in English, although he did not read or write the 

language. There was increased thoracic kyphosis. He sat with his head forward, right 

shoulder lower than left, left scapula retracted, right scapula protracted and downwardly 

rotated, and with a posterior pelvic tilt. He had decreased range of motion of his left arm.  

Motions overhead were restricted by pain. His left arm was weaker than his right.  He 

showed some left inattention, such as having beard stubble on his left chin and cheek. 

There was weakness of the left half of his face and a flat affect. He had decreased speed 

of processing, impaired short term and functional memory, and severe impairment with 

visuomotor organization and executive function skills (categorization, sequencing, 

planning, problem solving). He needed assistance with most activities of daily living, and 

had poor safety awareness and judgment.  
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 At the time of the 2/17/05 evaluation by the rehabilitation physician, the patient’s 

ongoing ambulation and balance impairment was noted. The neuropsychologist found 

that the patient had a fair fund of knowledge (information he knew) but had very slow 

cognition. He was not incontinent of urine.  

   

When seen by the physician on 3/17/05, Mr. Kordis was continuing to receive 

treatment. He had decreased motor coordination in his left arm and leg, and very slow 

cognitive abilities. His attention and concentration were decreased, his speech difficult to 

understand, and he had a limp on the left.  There was decreased fine motor coordination 

in his left arm.  

 

As of 4/21/05, the patient had decreased attention and concentration, severe 

slowing cognition and decreased fine motor coordination of his left arm. He had a limp. 

As of 5/19/05, his condition was the same, but with some improvement in cognition and 

slowness after being placed on Provigil. This condition was the same on 6/16/05. On 

7/21/05, the patient had some skin irritation and had been having intermittent left sided 

headaches. Mr. Kordis had an improvement of his skin irritation when he was seen on 

8/18/05. He was using Midrin for his headaches.  

 

On 9/15/05, the patient reported that his headaches had been better. His speech 

was very difficult and slow. Occasionally he laughed inappropriately. On 10/20/05, the 

patient reported sleeping poorly – only 2-3 hours per night. His headaches had been 

controlled with Midrin. He was showing some good improvement with his programming.  

    

On 11/17/05, the patient reported having difficulty sleeping. He had once a week 

headaches and a stable mood. The Lexapro was stopped to see if it would make a 

difference in his mood. On 12/15/05, the patient reported having a rash on his back, 

chest, and face with itching in his axilla. He was to see a dermatologist. There were still 

sleep difficulties, even with an increase in Trazadone dosage. His mood had been stable 

since stopping the Lexapro.  

 

The last progress note, written on 2/16/06, notes that he was given a prescription 

for a steroidal cream and was using this with good results. He was still having problems 

with his balance, falling asleep, weakness of his left side, attention and concentration, 

significant slow cognitive processing, impaired speech, decreased fine motor 

coordination of his left arm, and a limp. He was to continue with the day program.  

 

 The last monthly progress note for the period of 2/14/05-3/13/05 states that the 

patient was continuing to receive therapy and addressing use of compensatory visual 

strategies to increase his independence and safety. When walking outside, he had a 

tendency to walk with his head down, limiting his visual field and decreasing his overall 

orientation, safety awareness and judgment. He did not demonstrate initiation of 

strategies without cues.  He needed cues to walk with a left arm reciprocal swing and 

reported tightness in his shoulder joint. He was focusing on being able to stand on one leg 

for 5 seconds. He was showing progress on stairs.  
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 Mr. Kordis had difficulty crossing streets, both with and without a light, and had 

trouble judging speed of oncoming traffic and in walking across the street in a timely 

manner. The patient’s cognitive therapy focused on problem solving, memory, functional 

reading, and initiation. His functional memory had shown significant improvement in 

conjunction with increased English language skills. He had been educated regarding 

reading strategies but was not using them on his own. He did not generally initiate use of 

visual scanning or functional memory strategies on his own. He transferred his schedule 

into his planner and arrived for treatment sessions without cueing 90% of the time. He 

could read about 60% of common road signs.  

 

 Treatment was continuing at the time the records ended. 

 

 Thank you for the opportunity to assist you with this file. 

 

           

         Very truly, 

                                                                                                  
         Patricia Iyer MSN RN LNCC 
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10/30/03 – 12/04/03 
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Level of Responsiveness October 

2003 

November 2003 

30 31 1 2 3 4 5 6 7 8 9 10 

Moaning ✔            

Groaning ✔            

Opens eyes 

spontaneously  

           ✔ 

Combative ✔            

Agitated   ✔ ✔         

Withdraws from painful 

stimuli 

 ✔ ✔ ✔ ✔ ✔  ✔ ✔ ✔ ✔  

Opens eyes to pain   ✔ ✔       ✔ ✔ 

Responds to deep pain    ✔    ✔ ✔    

Pulled out femoral line    ✔         

Pulls at chest tube   ✔          

Pulls on ETT  ✔           

Pulls on lines and tubes   ✔  ✔        

Posturing on stimulation ✔ ✔    ✔ ✔  ✔ ✔ ✔ ✔ 

Sedated ✔ ✔ ✔ ✔ ✔ ✔ ✔ ✔ ✔ ✔ ✔ ✔ 

Unconscious ✔            

 

  = Emergency surgery on brain 



John Kordis 

Level of Responsiveness 

10/30/03 – 12/04/03 

Exhibit #13 

Page 2 of 4 

 
 

Level of 

Responsiveness 

November 2003 

11 12 13 14 15 16 17 18 19 20 21 22 

Opens eyes on 

command 
✔            

Awake ✔     ✔  ✔ ✔ ✔   

Follows simple 

commands 

 ✔       ✔    

Opens eyes 

spontaneously 

 ✔  ✔ ✔ ✔ ✔   ✔ ✔ ✔ 

Opens eyes to name     ✔  ✔      

Focuses when spoken 

to 

       ✔     

Agitated ✔            

Opens eyes to stimuli ✔ ✔ ✔ ✔ ✔ ✔  ✔    ✔ 

Withdraws from pain ✔ ✔ ✔ ✔ ✔ ✔ ✔ ✔ ✔   ✔ 

Responds to suction ✔ ✔     ✔   ✔   

Moving all 

extremities 
✔ ✔  ✔ ✔   ✔ ✔   ✔ 

Removed IV ✔            

Refused to keep EKG 

lead on 
✔            

Responds to deep 

pain 

   ✔       ✔  
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Level of 

Responsiveness 

November 2003 

11 12 13 14 15 16 17 18 19 20 21 22 

Posturing with 

stimulation 

 ✔  ✔ ✔        

Sedated  ✔ ✔ ✔      ✔ ✔  

 

 = PEG and tracheostomy 

 = Vein excision 

 

 

Level of 

Responsiveness 

November 2003 December 2003 

23 24 25 26 27 28 29 30 1 2 3 4 

Opens eyes to name    ✔         

Awake  ✔ ✔  ✔  ✔ ✔ ✔ ✔ ✔ ✔ 

Opens eyes 

spontaneously 
✔ ✔  ✔ ✔  ✔ ✔   ✔  

Focusing   ✔    ✔ ✔   ✔ ✔ 

Moves extremities 

spontaneously 

     ✔   ✔ ✔ ✔ ✔ 

Moves right arm 

purposefully 

     ✔       

Opens eyes to stimuli ✔        ✔ ✔   

Responds to noxious 

stimuli 
✔ ✔  ✔     ✔ ✔ ✔ ✔ 

Responds to simple 

commands 

           ✔ 
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Level of 

Responsiveness 

November 2003 December 2003 

23 24 25 26 27 28 29 30 1 2 3 4 

Responds to suction  ✔ ✔          

Withdraws from pain   ✔ ✔  ✔ ✔ ✔ ✔   ✔ 

Sedated ✔ ✔           

 

 

Level of Responsiveness December 2003 

5 6 7 8 9 10 11 12 13 14 15 

Responds to simple 

commands 

         ✔  

Moves right arm purposefully  ✔     ✔   ✔  

Opens eyes spontaneously ✔ ✔ ✔ ✔  ✔ ✔     

Responds to voice ✔ ✔  ✔        

Responds to pain/touch  ✔  ✔ ✔  ✔ ✔ ✔  ✔ 
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Major Problems October 2003 November 2003 

30 31 1 2 3 4 5 6 7 8 9 10 

Discomfort 

Pus from mouth        ✔     

Copious purulent 

lung secretions 

          ✔ ✔ 

Lung congestion    ✔ ✔ ✔ ✔ ✔ ✔ ✔ ✔ ✔ 

Tape blister on back           ✔  

No nutrition ✔ ✔ ✔ ✔ ✔ ✔       

Fever *     ✔ ✔ ✔ ✔ ✔ ✔ ✔ ✔ 

Rapid heart rate ** ✔ ✔      ✔  ✔ ✔  

Swelling 

Right eye swollen            ✔ 

Swelling of 

extremities 
✔    ✔        

Swelling of fingers  ✔      ✔     

Generalized edema           ✔  

Dependence on Others 

Required right chest 

tube 

   ✔ ✔ ✔ ✔ ✔ ✔ ✔ ✔ ✔ 

Required left chest 

tube 
✔ ✔ ✔ ✔ ✔ ✔ ✔ ✔ ✔ ✔ ✔ ✔ 

Required ventilator ✔ ✔ ✔ ✔ ✔ ✔ ✔ ✔ ✔ ✔ ✔ ✔ 
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Major Problems October 2003 November 2003 

30 31 1 2 3 4 5 6 7 8 9 10 

Required ICP bolt ✔ ✔ ✔ ✔ ✔ ✔ ✔ ✔ ✔ ✔ ✔ ✔ 

Required left wrist 

restraint 
✔ ✔           

 

 = Emergency surgery on brain 

* = Fever of 100º or higher 

** = 100 beat per minute or higher 

 

 

 

Major Problems November 2003 

11 12 13 14 15 16 17 18 19 20 21 22 

Discomfort 

Tape blister open 

and bleeding 

   ✔         

Reddened left arm    ✔ ✔ ✔ ✔      

Thick oral secretions     ✔        

Copious lung 

secretions 

      ✔      

Lung congestion ✔ ✔ ✔ ✔ ✔ ✔ ✔ ✔ ✔ ✔ ✔  

Fever * ✔ ✔ ✔ ✔ ✔ ✔ ✔ ✔ ✔ ✔ ✔ ✔ 

Rapid heart rate ** ✔ ✔ ✔ ✔ ✔ ✔ ✔ ✔ ✔ ✔ ✔ ✔ 

Mucous plug            ✔ 
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Major Problems November 2003 

11 12 13 14 15 16 17 18 19 20 21 22 

Swelling 

Generalized edema  ✔     ✔      

Left hand swollen         ✔    

Dependence on Others 

Requires ventilator ✔ ✔ ✔ ✔ ✔ ✔ ✔ ✔ ✔ ✔ ✔ ✔ 

Required right chest 

tube 
✔            

Required wrist 

restraint  
✔            

 

 = PEG and tracheostomy 

 = Vein excision 

* = Fever of 100º or higher 

** = 100 beat per minute or higher 

 

 

Major Problems November 2003 December 2003 

23 24 25 26 27 28 29 30 1 2 3 4 

Discomfort 

White patches in 

groin 
✔ ✔ ✔ ✔         

Diaphoretic  ✔  ✔     ✔    

Copious lung 

secretions 
✔ ✔    ✔       
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Major Problems November 2003 December 2003 

23 24 25 26 27 28 29 30 1 2 3 4 

Lung congestion ✔ ✔  ✔    ✔ ✔ ✔ ✔ ✔ 

Fever * ✔ ✔ ✔ ✔ ✔ ✔       

Rapid heart rate **  ✔ ✔ ✔   ✔ ✔ ✔    

Risk for Self Harm 

Pulling at diapers          ✔   

Constant rubbing of 

fingers 

        ✔    

Pulling at 

tracheostomy 

         ✔   

Dependence on Others 

Requires ventilator ✔ ✔ ✔ ✔ ✔ ✔ ✔      

Rash on left arm  ✔           

Weak left arm         ✔    

Contractures in 

fingers 

     ✔       

Right foot drop      ✔       

 

 = Weaning from ventilator began 

 = Transferred out of ICU to Telemetry 

* = Fever of 100º or higher 

** = 100 beat per minute or higher 
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Major Problems December 2003 

5 6 7 8 9 10 11 12 13 14 15 

Discomfort 

Diaphoretic       ✔     

Rash in groin       ✔     

Back of neck reddened      ✔ ✔ ✔ ✔   

Back of neck skin opened         ✔   

Skin on upper back reddened           ✔ 

Reddened right hand  ✔          

Hands swollen      ✔      

Fever *  ✔          

Rapid heart rate **    ✔ ✔ ✔      

Lung congestion ✔ ✔ ✔ ✔ ✔ ✔ ✔  ✔  ✔ 

Risk for Self Harm 

Requires right wrist restraint  ✔    ✔ ✔ ✔  ✔  

Continuously rolling hands 

and fingers 

  ✔         

 

* = Fever of 100º or higher 

** = 100 beat per minute or higher 
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Major Problems 2004 2005 

Jan Feb Mar April May June July Aug Sept Oct Nov Dec Jan 

Discomfort 

Pain   ✔ ✔   ✔    ✔   

Back pain ✔ ✔ ✔ ✔  ✔        

Leg pain  ✔   ✔ ✔        

Neck pain    ✔          

Headache      ✔        

Abdominal discomfort    ✔  ✔        

Fever *      ✔        

Vomiting      ✔       ✔ 

Physical Limitations 

Non weight bearing   ✔   ✔        

Partial weight bearing ✔ ✔ ✔  ✔ ✔        

Difficulty walking   ✔     ✔ ✔ ✔  ✔  

Balance difficulties  ✔     ✔ ✔ ✔ ✔ ✔  ✔ 

Requires cervical collar ✔ ✔            

Requires leg brace ✔ ✔ ✔ ✔ ✔ ✔        

Requires back brace ✔ ✔ ✔ ✔          

Left side weakness ✔ ✔ ✔     ✔      
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Major Problems 2004 2005 

Jan Feb Mar April May June July Aug Sept Oct Nov Dec Jan 

Weak legs ✔ ✔  ✔      ✔    

Poor endurance ✔ ✔  ✔ ✔ ✔ ✔       

Pleural effusion     ✔ ✔ ✔  ✔      

Pneumonia     ✔         

Decreased range of motion and 

increased tone left arm 

 ✔ ✔ ✔ ✔ ✔  ✔ ✔ ✔ ✔  ✔ 

Incontinent ✔ ✔ ✔ ✔ ✔ ✔ ✔ ✔  ✔  ✔ ✔ 

Urinary retention ✔ ✔    ✔ ✔       

Behavior 

Tearful  ✔   ✔         

Depressed  ✔  ✔          

Impatient, demanding  ✔            

Inappropriate laughter       ✔  ✔ ✔ ✔ ✔ ✔ 

Required mittens to restrain 

fingers 
✔             

Cognitive Difficulties 

Memory impairment  ✔ ✔ ✔ ✔ ✔   ✔ ✔ ✔ ✔ ✔ 

Left visual field neglect ✔ ✔ ✔ ✔ ✔ ✔ ✔ ✔ ✔ ✔ ✔ ✔ ✔ 

Poor safety awareness ✔ ✔  ✔ ✔    ✔ ✔ ✔  ✔ 

Poor money management  ✔         ✔   
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Major Problems 2004 2005 

Jan Feb Mar April May June July Aug Sept Oct Nov Dec Jan 

Difficulty problem solving  ✔ ✔   ✔ ✔ ✔ ✔ ✔ ✔  ✔ 

Difficulty with attention  ✔ ✔ ✔ ✔ ✔ ✔  ✔ ✔ ✔  ✔ 

Needs help with activities of daily 

living 

  ✔ ✔ ✔ ✔ ✔ ✔ ✔ ✔    

Difficulty with sequencing   ✔ ✔ ✔         

Trouble with organization   ✔ ✔ ✔    ✔  ✔  ✔ 

Decreased functional mobility   ✔ ✔ ✔ ✔   ✔ ✔ ✔  ✔ 

Decreased initiation    ✔ ✔ ✔ ✔ ✔   ✔   

Decreased carry over  ✔ ✔ ✔   ✔ ✔ ✔ ✔    

 

 = Back surgery 

 = Cranioplasty 

* = Fever of 100º or higher 
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