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MMD (deceased)
	 SEQ CHAPTER \h \r 1Date / Time
	Procedure
	Results

	
	CXR (pre-op)

EKG
	No pulmonary infiltrative process identified; there are degenerative changes involving the spine.
NORMAL SINUS RHYTHM (NSR)

	
	R Knee (OR film)
	Total knee prosthesis in anatomic position.  A drain is seen in the suprapatellar bursa.

	
	CXR

EKG
	If a small L basilar pneumonia suspected clinically, a two view chest is suggested.
Sinus rhythm with premature atrial complexes; low voltage QRS, consider pulmonary disease, pericardial effusion or normal variant; T wave abnormality, consider anterior ischemia, prolonged QT interval

	(done on same day)
	1) CXR 

2) CXR 

3) CXR 
	1) Poor inspiratory effort.  There are interstitial densities in the lower lobes with elevation of the R hemidaphragm as demonstrated previously.  Findings probably due to pneumonia.
2) Now a R subclavian catheter with tip in region of mid superior vena cava.  Pneumothorax not identified.
3) ET tube tip in R mainstem bronchus. It should be withdrawn 1-2 cm for optimal positioning.  R hemidiaphragm is moderately elevated.  R subclavian catheter remains in good position.  There may be a small L pleural effusion.  No definite pneumothorax seen.

	
	EKG
	Not change from 2 Oct __ EKG

	
	Echocardiography
	1) Normal left ventricular (LV) size & systolic function

2) Dilated hypokinetic LV

3) Elevated R atrial pressure with mild pulmonary hypertension

4) Mild LV hypertrophy (LVH) with normal compliance

5) Structurally normal valves with mild mitral & moderate tricuspid insufficiency

	
	CXR

EKG
	ETT & Swan-Ganz catheter remain in place; elevation of R hemidiaphragm; Lungs very hypoexpanded, there appears to be bilateral pleural effusions; chest relatively unchanged compared to prior day

No change from 3 Oct __

	
	Peripheral venous lower exam (Doppler Study)
	R: Venous hypertension suggested by doppler; No evidence of DVT.
L: Venous hypertension suggested by doppler, duplex imaging suggests Baker’s cyst, NO evidence of DVT.

	
	CXR
	ETT & Swan-Ganz catheter remain stable.  Mild cardiomegaly & pulmonary engorgement remain unchanged.  Slight opacificaton in lung bases likely represent pleural fluid.  L hilum is prominent; L hilar mass cannot be excluded.

	
	CT Head
	Sinusitis, subtle changes over both basal ganglia suggestive of small lacunar infarcts.  These may be subacute.  A follow-up scan may be helpful to see if change in this region.

	
	CXR
	Appears to be a subtle decrease in the overall accentuation of the pulmonary markings in the R hilum R lower lobe (RLL).  Remainder of chest not significantly changed.  Pressure catheter & ETT unchanged.

	
	CXR 
	ETT & Swanz-Ganz in place.  There is opacity in lung bases.  This may be secondary to atelectasis or developing pulmonary infiltrate.  This is thought to be slightly increased when compared to the prior examination. 

	(done on same day)
	1) CXR 

2) CXR 

3) CXR 
	 1) Nearly complete clearing of bilateral perihilar infiltrates has occurred since yesterday’s film.  Atelectasis noted in RLL.  Heart size normal; Swanz-Ganz, ETT, NG tube in place.
2) Patient has not taken a deep inspiration.  There is crowding of hilar vessels with perhaps slight pulmonary vascular congestion when compared to film taken at 0337 today.  Area of atelectasis at R hilum unchanged.  R subclavian catheter replaces Swan-Ganz tube present on earlier film.  ETT not identified with certainty. NG tube present; Heart not enlarged.
3) ETT tip well above carina; R subclavian catheter unchanged in position; Chest otherwise unchanged; area of atelectasis in RLL persists.

	
	CT Head


	1) There is no evidence of cerebral hemorrhage demonstrated.
2) There are areas of low attenuation in the L & R basal ganglia.  These suggest the presence of small lacunar infarctions.  When compared to the prior examination these demonstrate little appreciable time interval change.

3) There is a questionable areal of low attenuation in the inferior pons on the R.  This may represent the presence of a pontine infarction.


TIP: Abbreviations will need to be defined for reader.
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