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ng at the Duval County Courthouse. Al approximately 1230

On 06-26-09, | was assigned to Second Holdi
d Holding area. Inmate Merrifleld was

hours | observed inmate Merrifield sitting in a wheelchair in Secon
mumbling and moving his feet back and forth. | questioned the inmate as to if he felt he was able to attend
courl today. The inmate did not respond in a coherent manner. | immediately contacted the sally port to make
arrangement to have the inmate returned to the P.T.D.F for medical examination. The wheelchair van was
notified. At approximately 1240 hours Officer Norton arrived at the courthouse sally port to transport the
inmate back to the p.T.0.F. Upon attempting to load inmate Merrifield on to the jail van officer Norton noticed
the inmate was unresponsive. Rescue was immediately notified and responded to the sally port. Rescue 5

treated and transported the inmate fo Shands Hospital for further medical evaluation.
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INCIDENT AND/OR RESPONSE TO RESISTANCE SUPPLEMENTAL
REPORT

DivisioN: m JD O pp O CCD REPORT DATE: §-24-2009 WATCH #1! REPORT #: 14038

On 6-24-2008, | was assigned as the Consolidated Transportation Officer. At approximately 1145 hours
Officer Tuten fromthe court house called the Shands clinic and spoke with Officer Rook, and informed her that
the Inmates in wheelchairs, at the court house were ready to be transported back to PDFE. AT 1223 hours, |
arrived at the court house to transport the inmates hack to PDF. inmate Merrifeild got down stairs via the
elevators in his wheelchair and was escorted into the sally port where my van was located. As inmate
Merrifield was being escorted to my van | ohserved that he was slumped over in his wheelchair and had drool
coming from the side of his mouth. Inmate Merrifield appeared to be breathing fine so 1 attempted to wake him
up with a gentle shake. 1 repeated this three or four times, with no response. | then tried to wake him with a
sternum rub and he still did not respond. | immediately instructed Civilian Bailiff Daniels to call Rescue which
she did. Inmate Merrifield was transported to Shands Hospital via Rescue #5.
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LANTUS® Tnsulin Treatment: Develop a Routine for Success Page 1 of 1

For U.S. Residents Only

insuin glarging [rDA orgin] infaction

Important Safety Information for Lantus®
Do not take Lantus® if you are aliergic to insulin or any of the Inactive ingredients in Lantus®.

You must test your blood sugar lavels whila using insuiin, such as Lantus®. Do not maka any changes
1o your dosa or type of insulin without taiking to your healthcare provider. Any change of insulin should
be made cautiously and only under medical supsrvision.

Do NOT dilute or mix Lantus® with any other lnsulin or solutior. it will not wark as intended and
you may lose bloed sugar central, which could be serious. Lanius® must only be used if the solution is
dear and calorlass with no particles visible. Do not share naedles, insutln pers or syringes with

others.

Tha most common side sffect of Insulln, including Lantus®, ls low blood sugar
{hypoglycemia), which may be serlous. Some paople may experienca symploms such as shaking,
swaaling, fast hearibeat, and blurred vision. Severe hypoglycemia can be dengarous and can causa
harm to your heart or brain. It may causa unconselousness, seizures, or death. Other possible side
affacts may inciuda Injection site reactions, including changes in fat tissue at the injection sita, and
allergic reactions, including itching and rash. In rare casas, some allergic raactions may ba life
threatening.

Tali your doctor about other madicines and supplemants you are taking bacause they can change the
way Insulin works. Before starting Lanius®, tell your doctor about all your medical conditions inchuding
if you have liver ar kidney problesms, are pragnant of pianning to becoma pregnant, or are breast-
feeding or planning lo breast-fead,

Indi'cations and Usage

Prescrption Lantus® is a long-acting insulin used fa treat adulls with type 2 diabates and aduits and
chifdran (6 years and older) with type 1 diabeles for the cantrol of high blood sugar. 1t should be taken
oncs & day at the same tima each day to fower blood glucose. '

Do not use Lantus® to treat diabatic ketoacidosis.

Lantus® SolaSTAR® is a disposable prefiled insulin pen.

Ciick hera for information on Sharps Medical Waste Disposal.

Ctick hiere for information on drug anti-counterfeiting.

Tha haalth information contained harein is pravided for general aducational purposes cnly. Your
healthcara professicnal is the single best source of information regarding your health. Please consult
your healtheara professiona! if you have any questions about your health or treatment.

LANTUS® Home | Now Taking LANTUS® [ Considering LANTUS® | Introducing tha LANTUS® SoloSTARD Pen
LANTUS® Far Kids | Reglster Now with LANTUS® } Pressriblag Information | Healthcare Professionals | Sitemap

Prescription Lantus® s available in pharmacies.
@ 20032-2010 sancfi-aventis L.S. LLC. All rights reserved.
Legal Disgjaimer Information and Privacy Policy
quastions ar Commants? Click here to contact us.
‘This sile infended far use by US residents only.
US.GLA.OZ.02.020 Last Update: March 2007

s



LANTUS® (insulin glargine [rDNA origin] injection) Prescribing Information

LANTUS® Prescribing Information

(insulin glargine [rDNA origin] injection) Rx only

HIGHLIGHTS OF PRESCRIBING INFORMATION

These highlights do not include all the information needed to use LANTUS safely and
effactively. See full prescribing information for LANTUS.

LANTUS (insulin glargine [rDNA origin} injection) solution for subcutaneous injection
Initial U.S. Approval: 2000

INDICATIONS AND USAGE

LANTUS is a long- acting human insulin analog indicated to improve glycemic control in
adults and children with type 1 diabetes meliitus and in adults with type 2 diabetes
melliitus. (1) '

Important Limitations of Use:

e Not recommended for treating diabetic ketoacidosis. Use intravenous, short-acting

insulin instead.

DOSAGE AND ADMINISTRATION

o The starting dose should be individualized based on the type of diabetes and whether
the patient Is insulin-naive (2.1, 2.2, 2.3}

o Administer subcutaneously once daily at any time of day, but at the same time every
day. (2.1)

¢ Rotate injection sites within an injection area (abdomen, thigh, or deltoid) to reduce the
risk of lipodystrophy. (2.1)

o Converting from other insulin therapies may require adjustment of timing and dose of
LANTUS. Closely monitor glucoses especially upon converting to LANTUS and during
the initial weeks thereafter. (2.3)

DOSAGE FORMS AND STRENGTHS

Solution for injection 100 units/mL (U-100) in '

e 10 mlL vials

s 3 mL cartridge system for use in OptiClik (Insulin Defivery Device)
e 3 mL SoloStar disposable insulin device (3)

CONTRAINDICATIONS

‘Page 1 of 56




LANTUS® (insulin glargine ['DNA origin] injection) Prescribing Information Page 4 of 56

14. CLINICAL STUDIES :
16. HOW SUPPLIED/STORAGE AND HANDLING
16.1 How supplied
16.2 Storage '
16.3 Preparation and handling
17. PATIENT COUNSELING INFORMATION
17.1 Instructions for patients
17.2 FDA approved patient labeling

*Sections or subsections omitted from the full prescribing information are
not listed

BACK TO TOP

FULL PRESCRIBING INFORMATION

1. INDICATIONS AND USAGE

LANTUS is indicated to improve glycemic control in adults and children
with type 1 diabetes mellitus and in adults with type 2 diabetes mellitus.

Important Limitations of Use: . _
. LANTUS is not recommended for the treatment of diabetic

ketoacidosis. Intravenous short-acting insulin is the preferred treatment
for this condition.

BACK TOTCP

2. DOSAGE AND ADMINISTRATION

2.1 Dosing

LANTUS is a recombinant human insulin analog for once daily
subcutaneous administration with potency that is approximately the same
as the potency of human insulin. LANTUS exhibits a relatively constant
glucose-lowering profile over 24 hours that permits once-daily dosing.

LANTUS may be administered at any time during the day. LANTUS
should be administered subcutaneously once a day at the same time
every day. The dose of LANTUS must be individualized based on clinical
response. Blood giucose monitoring is essential in all patients receiving.

insulin therapy.

Patients adjusting the amount or timing of dosing with LANTUS, should
only do so under medical supervision with appropriate glucose monitoring
[see Warnings and Precautions (5.1)] :
In patients with type 1 diabetes, LANTUS must be used in regimens with
short-acting insulin. :

The intended duration of activity of LANTUS is dependent on injection into

£t
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left posterior calf: skin irritation, erythema, and very early ulceration at the presacral, perianal, and
posterior scrotal areas; postmortem pressure impressions at the mid right back and outer right ankle; and

early decubitus ulceration at the medial right heel.

INJURIES

None significant detected or suspected externally. See above for medical and other minor “wounds.”

ROUTINE INTERNAL EXAMINATION

Not performed—case investigation limited to circumstantial and medical history review with body
external inspection and toxicology specimen collection. Ocular fluid is clear but present only in small
volume. Large-bore needle-aspirations at the suprapubic area return no urine. Only a small volume of
thick, dark, clotted blood is able to be collected from the subclavian and femoral areas. No antemortem

blood or urine samples accompany the body.

TOXICOLOGY

1) Urine: None available for collection
2) Blood and Ocular Fluid: Collected, not tested

CIRCUMSTANCES of DEATH

Past medical history of insulin-dependent diabetes, hypertension, congestive heart failure, Crohn’s
disease, possible past myocardial infarction, substance abuse (Benzodiazepines), narcotic use (Lortab),
and self-reported “peripheral neuropathy” and “nerves.” Arrested and booked with Duval County Jail
6/11/09 for driving-related offenses. Admitted into Pre-Trial Detention Facility 6/11/09 with poor
hygiene, urinary incontinence, demands for narcotics, and use of cane and wheelchair, with healing right
flank herpes zoster lesions, blood pressure of 138/98, and fingerstick blood glucoses of 173-284 mg/dL.
He had with him medications of Prednisone, Carvediol, Xanax, and Lantus insulin with insulin syringes.

On 6/15/09 “t00 sick to walk” and with nausea, vomiting, and hand tremors, and treated for
“withdrawal” with Phenergan and Librium protocol, with Librium refused 6/15/09 but given variably
(some doses refused, others not given) 6/16 through 6/20/09. Fingerstick glucose levels of 200’s to low
300’s until 6/15/09, then dropping from 90s to low to mid 100’s through 6/17/09.

Complained of feeling cold all day, dizzy, and “really bad” on 6/18/09, with unstable blood glucose
noted (fingerstick of 52 mg/dL), and treated with glucose tablets. Complained 6/20/09 of attack of
Crohn’s disease, and fingerstick glucose levels were consistently less than 80 from 6/23 through

6/24/09.
-

Taken to Duval County Courthouse 6/24/09 for arraignment, but was noted there to have altered mental Iy [g &
status (mumbling, incoherent, moving feet back and forth in wheelchair, and then noted to be
unresponsive, slumped over in wheelchair, and drooling). EMS called at 1231 hrs. and he was assessed :H:(O 9

Page 2 of 4 EXAMINATION REPORT (No Aatopsy) William M. MERRIFIELD 63 WM ML.E. # 09-1893



and found conscious but with respiratory distress, blood pressure 74/46, and blood sugar 92. Treated
with fluids, oxygen, Narcan, and glucose, and fransported at 1254 hrs. to local hospital E.R. for
evaluation and treatment, arriving at 1300 hrs.

Noted in E.R. to be unresponsive with agonal respirations, atrial fibrillation, decerebrate posturing, body
temperature of 94 degrees, blood glucose of 55 at 1320 hrs., cerebral atrophy with dilation of lateral
ventricles on head CT scan, drugs of abuse urine screen with presence of Benzodiazepines (not_
confirmed, and no blood level performed), and no response to Narcan. Diagnoses given of acute
respiratory failure, hypotension, hypothermia, and abnormal EKG.

Admitted and treated, but suffered complications of metabolic encephalopathy felt due to prolonged
hypoglycemia and left lung collapse/dysfunction felt due to mucus plug, also anemia and dysphagia.
Released from police custody (“On Own Recognizance”) on 6/25/09 at 1625 hrs, with court date set of
7/6/09 at 0900 hrs. Variable blood glucose levels on 6/26/09 from less than 50 to 237. Made Do Not
Intubate/Do Not Resuscitate by wife on 6/26/09, and a hospice admission was planned. Continued to do
poorly in hospital and suffered blood oxygen desaturations, and comfort measures with Morphine IV
drip were begun. He suffered cardiorespiratory arrest and was pronounced dead on 7/5/09 at 0135 hrs.

- FINDINGS

1} No frauma
2) No evidence of Benzodiazepines overdose
3) Past medical history and current illness and treatment history as above, especially diabetes with

complications

_ CONCLUSIONS
Cause of Death: Metabolic Encephalopathy, Pneumonia, and Respir_atory Failure,
due fo Prolonged Hypoglycemia,
due to  Complications of Diabetes.

Contributory: Hypertensive Cardiovascular Disease.

Manner of Death: Natural.

COMMENT:

This case was not reported to the Medical Examiner’s Office until 7/13/09, when a request for cremation
authorization from the funeral home was received via a faxed completed death certificate. That
certificate gave the cause of death as “Encephalopathy from prolonged hypoglycemia,” “Pneumonia,”

#57
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and “Respiratory insufficiency” with a “Natural” manner of death, with “no autopsy” performed. The
certificate was reviewed and questioned by the MLE. on duty, and some of the above information was
learned. Additional information and clarification was needed, however, and requested by this M.E. on
7113/09. Information was received on 7/16/09 and reviewed by two other M.E.’s and, later, by this
M.E., as it appeared the case was probably falling to me per the other M.E’s,, if jurisdiction were to be

taken.

The decedent had been released from police custody well before the death, and thus the case did not
have M.E. jurisdiction or require an autopsy from an “in-custody” standpoint, but the admission urine
drug screen and the decedent’s wife’s statements to doctors while he was still alive raised a concern of
Benzodiazepines as the possible cause of his collapse at the courthouse and his complications and death.
Jail records concerning his condition, course, and medications (especially) were requested immediately
but not received in a timely-enough fashion to allow for review and a non-jurisdiction decision (if the
information did not support an overdose) to keep the family and funeral home from waiting overly-long
for the cremation authorization.

Thus, after further consultation with the other MLE.’s, it was decided to take jurisdiction on the case due
to the possible overdose issue, but since significant time had passed since between the admission and the
death and since no admission blood or urine samples were still available with which to verify and
identify the Benzodiazepine(s) present and to obtain admission blood level(s) of the drugs, no autopsy
was deemed necessary, and a body inspection with records review to attempt to answer the question was
done on 7/17/09, and additional jail and other records were requested and subsequently received and
reviewed by me, and a “Pending” amended death certificate and cremation authorization were done on
7/22/09. Finally, additional records and clarification of events were sought and received, and the above-
listed findings and conclusions were reached.

f }‘M\L/Q—\P{N@ (s ) 69

!

Jesse €. Giles, MD |
Florida M.E. Districts Il and IV A.M.E. FL7
B,
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07/05;2000

SERANDS Jacksonyille

655 West 8th Street
Jacksonullle FL 32200

Nd:21
(904) 244-804C

patient Name: HMIKRIFIELD, WILLIAM X rage? -8

Med Rec ¥ 13855767 Acm: 05724720608

Leccatoon: ™ 10502

Physician: LAQS, LUZS ¥

Acct #@ 5317500942

1**1‘**11‘***{-{-*****7*!‘ﬁi*i*etttt'k*!!t TOHICUL[XEY AND T})ﬂ *f&iit**#*****t*d—*ﬂ*i:*fi‘tt*é*ttf*&*
DATE: 07/04708 a6/30/409 46/25/09 oe/28/708 QAE/27/08
TIMZ: *@600 +0530 *()500 *£445h 4207 Ref Range Unizs
nmlktacin Random 213 5.0 8.9 16,1 29.5 1g/mL
yancamycin Random 19.5 17.3 21.49 25.6 g /ml
TOXICOLOGY AND TDH

DATS: 06/25/09 06/24708
TIMI: 0335 1320 Ref Range Unizs
Amikacin Randesm nos ugy/nL
vancomycln Random  Less thean i ug /1L
Amphebarine MEGRHME * NEG
Barhibuate DORZ20D * NEG
Benzodiazepine POSDOA * NEG
Cocainge DOA30O * NEG
Opiates NoRI0cO * NEG
Clama¥incids DOR10D * MEG

—~FOOTHOTES ==~

LOALOO Not detected. {Uetection Limit 190 ng/mi}
NOA2G0 Mot detected. (Detection limit 200 ng/mL)
pOA3OD Not detmcted. (Detection limit 300 ng/mkb)

LO5 Legs than 0.3

NEGRMP Not detected. {Detection limit 100¢ ng/ml}
Positive resulbs are unconfirmed

BP0SO0A  Preswrpbive pogitive.
avaluation only.

shashla Masood, M2

INPAT-ENT MEDTCAL RECORDES COPY
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= OFFICE OF THE SHERIFF
- GITX OF JACKSONVILLE. -
DEPARTMENT OF CORRECTIONS

RELEASE ON OWN RECOGNIZANCE CONDITIONS

DOCKET NUMBER: 2009024776

MERRIEIELD, WILLIAM M

YyOU HAVE BEEN APPROVED FOR "RELEASE ON OWN RECOGNIZANCE" (ROR) ON THE CONDITION
E DATE AND TIME INDICATED BELOW

THAT. YOU WILL RETURN TO COURT ONTH

APPROVING JUDGE ~ DRAKE

REPORT DATE:  7/6/2009 AT 09:00

COURT ROOM, Z3A .
DUVAL COUNTY COURTHOUSE - CIRCUIT COURT

330 EAST BAY STREET, JACKSONVILLE, FL. 32202

REPORT TO:

IF YOU FAIL TO REPORT AS INDICATED ABOVE,

A CAPIAS WILL BE ISSUED FOR YOUR ARREST

| HAVE READ, ¢ UNDERSTAND, AND | WILL COMPLY WITH THE ABOVE

ot s loghl /I

YL {{

DEFENDAN'{:'S S!ENATU!:{E

OFFICER'S NAME AND L.D. NUMBER: s

pATEANDTIME: / 2;} 09 Loe
T

HA




. MISDEMEANCO=

~Tadired: - T T Contied:

Flrst Appearance: = --C‘a};:;:s;;e: T c:‘amhmd:- S B .

Continued: Continued: Continued: * | Confiniied: R R

Arrest And Booking Report

Jacksonville Sheriff's Office - -

Jacksonville Fiorida Yr: 2009 Inc ﬂFHPGOQOZO'l 22 Amend #

ADULT " Juas 2009024776 611172000 02:06 _ File Direct: YES
: JSOIDH e - cours: CoOunty

SSN ‘ \OBTSH#

Arresting Agency: FHP Day/Date/Time Arrested: Thursday 6/11/2008 00:12

vame: MERRIFIELD,, WILLIAM M PAULINE DRAKE

Aliases: ' ST e . ) -

Nickname{sh: - ‘_'__"r_l ) L : -

Arrestee’s Floms Aldd{qgs.‘? QSOB'SOUTHSlDE Apt/Lot #:BF 7 : Sub-Sector: oJ

City: BEAUFORT Siate: SOUTH CAROLINA Zip:: 29902

Taz: Crosssireet!

Race:WHITE Sex: Male pos:10/20/1 945 - dge: 83 e color: GRAY

Hair Color: GRAY/SALT & PEPPER Complexion: PALE Height: 5' 8" Weight: 180 Buitd: Thin
Miranda Rights Given? YES Suspect Invoke? NQO Arrestee needs ADA Consideration? NO

OC deployed prior to/during Arrest: NO

Disability or Special Consideration:

Accommodations Requested:

Drivar's License # 011356217 Saie SQUTH CAROLINA  Subject’s Resident Type: OuUT OF STATE

Hr Phone #  Bus. Phone i Phone Fxi. Arrest Made On: oV

Subject's Residence Stalus: NON-RESIDENT Armed With:

Distinguishing Marks:

Employer: UNKNOWN  Place of Rirth: UNKNOWN UNKNOWN UNKNOWN

School Last Auended: UNKNOWN Us Citizen: YES
lEomesn'c Violence Invalved: - NO Children under 18 Present: If No is it Domestie Related: N 0_1 '

Day/Daie/Time of Incident-From: Wednesday 6/1 0/2009 22:48 Dey/Date/Time of Incident-To: Wednesday 6/10/2009 22:4%9

Incident Address: { 9_5 EXPY 8 Apr/loti: Sub-Sector:

City: State: FLORIDA  Zip:

Taz: Crosssireel

Qffense Loeation Type: Interviewed by:

Where Arrested: 1 95 EXPY S dpt/lot#: Sub-Sector:
City:  State; FLORIDA Zip:

Taz: Crosssireel .
. Invelved in Traffic Accident: YES - Injuries from Accident: s Incident Gang Related: NO Is Arrestee a Gang member? NO

Statute or Ordinance Number(s): #1
Statute No: 322.34(2) Degree: GM YCR Code: SA0A A.'rempICode:COfnmn 6/11/2009-02:02
LICENSE; KNOWINGLY OFPER vER W/ DL SUSE, CANCELLED, REVOKED

Citation # SAk Warrant Type: Not Applicable

Copias/Warrant 8 7 Case # Q,ooq.. CT— \'3 lp ?-\ .

Jurisdicti ) CT. Location/Div.; - 32, Q

Bond Amp p Date of Issue: Date of Return! %7 o - ﬁ

Disposition’ - VES e §pas tion Date: \;i
0 ;2 Blanket Bond: OFFIGER é;‘

VOP/FTA ONLY DATE ’%

o

?@{L SUDGB  DEAIE  oe-15-0F

ADLT yeramzip. wALLIAM M ARREST REPORT  resops  Jail# 2009024776 ADEﬂ |




Mate: DP/13/08 SHANDE JACKSONVILLE

Zage : 1
Report: MMCMRL

Time: 13:50 Abstragt Summary Form
?atient:ME]lRIE’lELD,WILLIME M Address 2306 SCETHSILE BLVD
pOB: 10/30/45 7in Class:CITY CONTRACT BEAJEORT
Sax: MALE iag. Plan: s¢,299C2

Grarantor I SELE thome #!(843]524-1714

Adm Date:06/24/09 Adn Sourca:EMERGINCY ROOM

Adm Tire:1d:0Q ndm Tvpe! EMERGINCY
pis Data:07/05/04 Trans Fromi
Dis Tire:02:58 Service! INTERNAL MED C

Log: 1- Dis Statns:X-EXPIRED
admltting DR:LADS,LUIS F

Attending TR : ALEXANDRAKT, IRENE

ER Physician:

DRG: B71

rdmit Ciagnosis: 518,81

Principal Diagoosis: D38.9

Secsndary Diagnoges/POA!
514.81 ACUTE RESPIRATORY FATLURE/Y
410.71 SUBENDO INKARCT, IN-TIAL/N
534.0 RACUTE EENAL TATLURE NOS/Y
349,31 METEBOLIC ENCEPHALOPATEY/Y
186 DYEUMONIX, OXGANISM NOS/Y
5:8,0 POLMOHARY COLLAESESY

SERPTICEMIA MGS

934.8

744.5

275.3

Aocz. #: 0917530042
tnlz. % 13885167
Pt. Type:INPATIENT
Trans To!

fraders JAA

Referring DR: SELF, REFERRAL
pigcharge TDR:ALEXANDRRKT, IRENE
Primary DRI

HO, BPC2

OEDTICEMIA CR SEVERE SEPSIS W/0 MY 96+ HOURS W NCC
ACOTE RESPIRATORY FAILURE

FOR: Y
POA: ¥

TR TRACE/BRROWCH/ LUNG NESY
945,42 SEVERE SEPSIS/Y

250.80 DMILI OTE NT ST DRENTRLD/ Y
ABI SERUM EWZY LEVEL NESY
775.42 HYPERCALCEMIASY

pI§ PHOSPHORUS METABOLSY
103,90 HY KID X¥0S W CR KID I-I/Y

§578.1 MELENA/Y

535.9 - REGIONAL ENTZRITIS NOB/Y 5a5.% CHRONIC KIDHEY DIS WOS/Y

916.0 HYPERDSMOLALITY/Y 735,90 ANEMIR XDS/Y

276.3 ALKALOSIS/Y 178.0 CHE ¥o8/¥

253,90 DPROTEIN-CAL MALNUTR Julsi=Ta 4 305.40 $ED, HYP, ANXIOLYTC AB-ND/Y

216.9 COAGULAT DEFICT NEC[NOS/Y 305.90 BRUG ABISE WEC-UNSEBEC/Y

438,30 DIASTALC HRT FAILURE NO8/Y E915 PR EYTERING OTH ORIFICE/Y

79%.52 SEDPTIS SHCCK/Y
Reason for ¥isit:
principal Frocsduiel pate:? primary Surgeon:

05.71 CONT INV MEC VEN <86 HRS D6/24/09 GALLANTER, TISHA
Sacondery Proceduarss:

95.04 INSERT ENDOTRACHEAL TUBE $66/24/09 GALLANTER, TISHA

38,03 VENOUS CATH NEC 06/25/09 LACS, LUIB F
HLPCR: Modifiexs: Date: Jurgeon: Pre REC:
Consuliants: Nate: Zpecialby:
HODHING, CHRISTOPHER ¥ 06/24/09 EMERGENCY MEDICINE
MICU,1 INTERNAL MEDICINE
CARD, CCHSULT CARDIOLOGY
SULLIVAN, ROBERT M 06/25/09 THTERNAL MEDICINE
MER,C INTERMAL MEDICINE
RATAPUCI, NAGARJIUN GENERAL, BURGERY
SHCOT, CHRISTINA w7 fOL/08 # NSCG

07,/03/09 GENTRAL SURGERY

LAMIERT, EDDIE L

End of Report

Hatient:HdERRLLELE, WiLLLAK B ARK:I3RATRL3

Fnemmiar: 0317500442

page 1 of %




Shands Jacksgnvile
£ Trestment Racomd-1CY
B55 West 8th St
Jarksonille, FL 32208
004-244- 2240

52472008 13:18:20

KERRIFIELD, VWILEIAM

MERRIFIELD,WILLIAH M
) Unit # 13495767 ER EDAl

ACCT 4 0517500942 ADH: $05/24/09

COB:10/3D/45 &3Y M

I lllllllllllllllllllllil!llllilllllll

T Swansan, MD
["Crlticai Procedure Addencum J BP: / a R:
Trifcal Procedr Alcavkim © 1531 J0BRTCA
—————— ENDOTRACHEAL INTUBATION: CENTRAL LINE PLACEMENTJ‘ CUTDOWN: ]
JNDICATION: PRE-OXYGENATION: INDICATION: PREF j ANESTH:  DLVICE:
stpiralory Failure / Arrest LHavM [T Nasal Canul {1 Venous Access 7 Betadvre O Tripke Lumee
h\Eav CE, 2 : o £7 Shoct # Hypariension £ Local: £ Cathzter
O Others 1 Chet: O Oither Ll Entranssecus
[ Other;
METHOI: VISUALEZAT inp? &y N SITE:  Calheter\Needss Size:
,{fbrﬂ Plnasal  ATDHect Meds l{!c : 0 Subiciavian {R® L) 0O YacmalJugelo {R L)
1 Crizotyotomy &0 Laryngoscope -s-' G R 0 Ugpes Expemity (R L} O Lower Bxwemity (R L) .
O Onker: O Blind -7‘?.#‘.,{,,_.{(. 3 FemuriTiba {R L} OOthes
b )
# of Altemplsr / “Tube Sz g-—g w"?’f 0“" £ L PROCEDURE PESCRIPTION:
PLACEMENT CONFIRMED BY: POS’!‘ INTUBATION STATUS:
,ﬂqusi B3 o R o Drsbdeicd LOC
wpnemeter Change 1 espirator
,{]j Stamach Ausculation B’ﬁ:]eratcd Procedure Well xR
DO CXR: {3 Approgrisie Bloed Flaw
Lﬁ" b Rde Pl
ED Einlelan (371] Tina ED Clinkzlan # Dale Time
mne GHEST TUBE/ NEEﬂLE THORACOSTDMY s PERICARDIOCENTESIS: =——r—"
INDIGATION: PREP/ANESTH: DEVICE: INDICATION: PREP/ANESTH: DEVICE:
1 Eneumathorax [t Betndyne {1 Chest Tuke {# Fr) | O Tamponade {1 Betadyne 1 Needle (Sizer )
£ Hemothorex 0 Lecal: £ Cook Catheter 01 Effusion I Locel: £ Other:
[ Other: £ uker 3 Weedle {Sizc } 0 Ciher: 1 Other
0 Oihes;
SITE: CUIDEDBY: £ Anstomical Landmerks 0 EKG L1 Other
O Amerfor{R L3} O Posserior (R Ly O Laersi ! Axlllary (R L)
Intcrcosal Space:
IPTION:
PROCEDYRE PESCRIPTION: PROCEDURE DESCR ON
PLACEMENT CONFIRMED BY: FOST-PROCEDURE EVALUATON:
1O CXR: O Auscaltation O Appropriate Function . OO
] Exsmination;
i : i ! :
£D Cliniilen # Date Times ED Clinidan # Dile Tune
e ( ARDIOVERSION: ADDITIONAL NOTES:
INBICATHON: CONTRAINDECATIONS/ CA UTIONS:
01 Adrial Fibrillation [JMo Sick Sinus Syndrame .
10 Atrial Fluner T¥Not Digitalis Toado {Tims Out: Ll Takin - 0 Verlly |
0 Wice-Complen Tachyemdia  SEDATION: i patient [0 Procedue Lo - e
1 Ventrieuar T achy:aﬂ!m {Jvone iome O Fosiion ,
{1 Hemedyramic Instability {1 Versed mg i o i
01Oz O Other B auenscil i
' Fulimatsd Bloed € oss (E8L) 0 Nore O
FROCEDURE: KEW RHYTHM J EXG: . PRS- — -
O ¢t synchvonkzed ... Jovles O patient Unzble to Conssnt Dug to Medical Condition
o 67 Synchrooized Joules C1Corsont Givan, After Risks (including death) and Benefiti
0 &3 Syneheized ... Jollles Psaussed f A s
0 rei P f Bl -
P : [ :
ED Clinkfan # Dale Tima £0 Clirician ﬂ: Daila Tima
e e = e W
/] T OKkerFoton T oty b KO /S 12
Sugervised
PALNP Signotirt Date Time gy E‘-l;mdhg Aendog Sgnatre 455 Dae Timg




MERRIFIELD, WILLIAM K

Shands Jacksenville - 1 MEE
ED Trealmant RecardiCU #/24/2003 14:07:48 ! Unit 4 13895767 BR  EDAl
B5E 'Mast Bth St - ACCY H 0917500942 ADM:C6/24/09
Jacksonvile, FL 32209 WERRIFIELD, DOB:10/30/45 €37 M -
§04-244-2240
[ Critical Care Adderdum ] ¢ Hopkins, 840 ligbE T
. . . : oF W .
ceemn 0w apros BPL P. R T: o Weiht b, %02
CRITICAL CARE RECORD
Critical Care naagsd for: Iesiment R Cricaly Significant: [ Dysiiythmia (NS Faflore {3 Traumatic Injury
Bﬁg,,emm 8 gﬁhmmm%mg; O Creultery Falure T ONS Calaztophs  CHS iy
[ACargiovescular nstabiity  LISHS lafeclion O Vasudar Injury
% Shack \ Hypolension g Toole Exposure g Chiest njury
: gzﬁ ival TJ0Mer : Hemmonhgge Hepaic Falure Abdominal iy
Time GG Inifated gl L0 {3 Airasy Dysfenction I Metabolc Instabiity £ Surgical Emergoncy
Crifical Diagnoses: M_diﬁ_____ (] Arjoadema FlRena Ealue L Peychialic Inslability
Lot s pene {1 Respieatory Insuficiency 0 Anaphylaxis [} Overwhaiming Infecfion
Y padins sasds ED] Respliatery Fafure [l Precipitous Delivery
Ohar:

A2

Physical Exam: ;ZSee Pilmary Cren

Lakl {-Ray Dala; l;}{za Primery Chant

REPEAT CRITICAL CARE ASSESSMENTS: eesremmscoreoe INTERVENTIONS | SROGEDURES: === RESPONSE: sccuem

+ TIME: 1
(3l lipiad Reguseatne £ o Pnbabren S )
ﬁ;ﬁ! C kS setnd

Myp | Nuve  camreeisd R €Z&-
F""‘(,d"s W i P“,?'l\i Am o m

t:)(' ;'r F;Artlﬂ"
A s

T u b A Epiend

-

-
S

DISPOSITION:
FINAL DIAGNOSES CRITICAL CARE TIHE:
1 W&MM Total £C Tima {CC} min of  [1Perindic {interrupled) Care [ Contirums (Unintermpled] {am
£ : o [ hedside [0 donumenting medics racord

oke. FEopades falevo ;m: B ) Mirpviowing lest eaults  1in cogritve considaration of case

1 : dscussing cese with siafi LI dissussing desisions with fammil”
’ Ciother: '

ADMITTED TO: _Procadure Time (PT) 5 min
BED:_ AT e Final CC Time {CC-PT) mn O3 < Mein 330~ 7emin C175-104mn 3165 134 min
PHYSICIAN: —— [+ patient unabls Viazompatant | ~family discussion Rgaosanry 1of immeglota decislon ¢ ching Casa? N Y
STATUS AT DISP{)SITOH : , Jeaching Atending Presenfrna N Y
Cloced  ClFsr . Active Facldpant?™ na N ¥
Clovaged  TlPoor i1 : “r£gr &l OC fimess abave:
Ol ClDscepsed HE | P Resldent Signature Dalo Time

: Tl o _belss A

Atending Syratue Date




o Mot b AT so
s = Y NgmE 1 ‘Epua [U% Rex I}gtecfrsz_uast ! f@_ﬂmeafﬁéﬁmﬁl q f
ﬂ‘-. Urgant— .  Routrd

Unithlo o e Consultad Sarvice
Preop. Surgety Dale of Surgery ) !
Renuestad by T tAttenang/Resident) MO of he Service

¢ } Resgan for consult P(LS/___ ﬁ_‘
|MPRESEIDN: RECOHMEN DATIONS:

ST A3 . W% .
2. +on bipal Winoad L) BYISEY ﬁiﬂ--‘ém“smﬁn ,
e R E T

* Ruinell Tasipience (L5t o

maxl, Hm ng assaclalsd SVIBPIOMS]

Hed BN wf f?;gpa m}wa)m%} in

: {includa x alaments. Sevemy quaht logation, duration, 6o

F‘j;m?cbw {o ‘D{-)hh adiatied
W {"'3 C T‘Lﬂgﬂ,ﬂ 10“3 b{&}d \Ju)\fD 613% Upohn
Y - W%?;h-— ﬂm’ ! a
1% 3 LD " ", 3 - _ o«

g N it 1 \.' -— %_ 1.‘ "-: a.i"? Ly A ) C‘fo'i & r”"‘

OCIAL HE Tl rAUEH: Lan mm P =1 H | HT ALLg BES: MEDICATIONS:
marltal 1ais Mother Linien avk oulpationt
goupation Fathar
tahaco;} Brother suratont i

lcoho Sl :

:; Diner — cai g tﬁm"\ i
[dascribs or indicale nagative { 3| All other systems aegative
Constituion M\-é%;“/ ENT
Musculosieletal Gl GU -
Hematologle Skin Gyn WMEDICATIONS:
Newro Prychiabic Endocnne inpatient
Allergicimmune Respiratary ' g JCM “Za j

PHYSICAL EXAM: __ YitslSians 8Tl HR F! Ros Ys 'ffucy.‘. H
g:;eral Appaarance W m%ﬂﬁ &’ :Qa_é' :@L, Wﬂq
Eyasmﬂcﬁcma U genislscretum p?ostatp Pﬂ“" Eéﬂﬂ,

ENh:EMk ?ju Breasts ll;iyu“;gg:ol;iabtnl . gg .
i il iE A4 ""ﬁ s ”T‘;&Wﬂ* WEp B
;ﬁzmm%%‘wm | 5,
mz.%mo 201306 phecke B‘m:lfx NGTD ) %
éj i

?vam{ 1,87 maa‘{wm‘) " Pl . ’Lj’z" el ™
:  HhenemandOF \- A 1 ? zj
: f’mgNP pmr;sé[@"t ¥ i : ‘u ! | 2 T’f;uume o — Provider# ]5_\ '

b3

N EXT
X7 partims tlg ! atalTime )]
, MERRIFIELD, WILLIAM M
Consultation Request/Report Unit # 13898787 ™ MCy

acct # 0917500942 ADM:08/24/09 ‘
DOB: 10/30/45 63Y M

Shands ~ feetar |
Jacksonville = o A

Distrlbution: White - Chart; Yellow - Physidiar; Pink - Physician
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Data ofraquest 7., i TimeofRaguest

Name ; Age ‘" Sex

UdiNe .. Rm . ‘Consulted Service ‘Urgent, Roufing

Praop. Surgery . 1ata of Syrgery l f
{AttandingiRasldeni) M.D. of the Service

Requosted by

GG | Reason for conault
RECOMMENDATIONS:
1.y B, OAOL 0 U, OOy AP0 iy
2omiC, Ty YOOH™ PEE Eﬂg‘m% Agm

4. e /WA?
szﬁq%é *t““

Hz {include hx ¢lamsnts, swanty. guglity, losation, duration, cnntext timing, asseclatadsymptoms) ! F

ALLERGIES: MEDICATIONS:
un b o outpatizn: 71

&’hw&'f @j i)

[ Aft othar systema negativa
ENT vt

SOCIAL BX:

marital statis £

oecupaton Father Rk
tobacee Bruther U"?t Co

zlcohnd . Gistar o Bungieal e LA
dregs Other .

RO3 (dascrive or indivals negative ( ] VTA

- Canstitution Eye
fusrulaskaletal
Hematdogie
Nere
Allzrglcilmmune

PHYSICAL EXAM; sl Signs
General f-'ippaaﬁmce

$hdn
Eyes du-{ W{LIM .g 4.0 W\I G peniziscrotum prostais
ENT!N% Lymiphatz i
Choat Braasts Suseuloskelotal

Lungs Psychlame M Magnit- M’Mﬂ all t?qla%ljé‘
v %“&_ M0 5D s-:CQ 3:@ Murmul)’ Haun?togio :

Fxtrahnitios demn - yaricosities. - putasu
1LABORATCRY DATA !a

cac g
W@” 33r+ ,E,QJJ
< @3 ﬁ)’y

fm*w,:@ ) TS or-Grone
Ct\peag] - malICAE HSWH

IO rofols Ap 8l TS
P VSICIAN EXTENDER ___ﬂ*’gi o pevicars DB ATTENDING _LSZ—’- provicer § V20

DalaTine ‘ﬁ‘lmﬁ Efl patelTieme ‘”a;'_'lg o e

MERRIFIELD, WILLIAM M
Consultation Request/Report

Shal’ld& ;322?:?5017 o :
fadksonville e (IO

poB: 10/30/45 63Y M
Dietibution: White - Chark Yellow - Physiciam Rink - Physiclan

MEDICATIONS:
npatient

(Aitenmlhg physician cominents}

Cham.

ECG
CXR

\Il NN




SHRNDS Jacksomville

685 Weskt 8th Streset

017/05/2009
04:21 Jacksonville L 32203
{9043 244-604C
parient Nams: MSRRIFIELD, WILLIAM H Page: 5
Med Rec #: 13805767 Acm: 06/24/2009
Leeatoon: T T05-02
Physiclani La0S, LUCS F
Acct #: 0317500842
HEMATOLOCY
DATZ: 06/21/0% j—-—~--——--ﬂ——C5/26/09-*—-———“————1 0&/25/05
TIMZ: 0309 1445 0850 9313 1610 e Range Inits
RBC Morph {cont
{n}
platelet Morph Adequate Adequate
Comment (e
DLEE Type ATO {p}
BEMATOLOGY
DATS: f--mmm=(16/ 25/ 09— j[mmmmrm 06/ 2470g=mm—~—"]
TIME: 1150 Q335 2210 1320 ReZ Range Jnits
WRS 15.8 H 4.4 H 9.8 8.3 4,5-11.0 thou/ma3
RBC 2.6 1 2.78 L 2.03 L 3.76¢ L 4.50-5.30 mill/om3
Hyb 7.3 L. 8.2 L 3.9 L 11,3 L 14.0-18.0 3/dL
Het 22.8 L 25.0 L 26.8 L 3.4 L 49.0-54.0 E
MoV 98,4 B9.9 88.4 88.19 £2,0-101.0 L
MCH 29.1 29.5 29.4 29.3 27.0-34.0 pg
MCHC 32.3 3z.8 33.2 a2.% 31.0-36.0 3/adL
ROW i5.7 H 15.6 H 15.4 E 15.3 K 13.0-15.0 ]
Platalets 178 250 2146 361 ~ 149-440 khown/ w3
CHKD SMEAR
MUYV 1l.5 H 11.9 H 1.7 H it.2 kR 7.46-10.4 IL
Graaunleeytes 4.4 £0.0 80.2 E 34.0-73.0 ]
Grans hbs 13.2 2.3 &.4 thoun/em3
Bands 28.¢ 27.0 %
— e FOOTNOTES ———
AUTD Antemated Differentizl
(n} 8l:ght Bypochromia
iol gmear reviewed, mwanual di fferential not indicated.
[p] Mamual piffersntial
KERRIFIELD, WILLIAM M
chahla Masoced, X0 b 705-02
H-10730/1945
THPATZENT MEDICAL RECORDES COPRY LAQB, LUIS F
CCNTINUED :
- INPATIFHT MEDICAL RUCORDS COTY
ppomater: 1317500942 page & nE 75

Pariant:BERRLIIELD, WLLLLAM M

MRM:13E87R%




SHANDS Jackgonville

07/05,2000 555 west 8th Strest
0d:21 Jackoenmvllle FL 3220%
(904} 244-604C

rage: 6

patient Name: MIKRIFIRLD, WILLIAM M
pcm: 06/24/2009

Hed Rec #: 138557467

Logar-on: it 155-02

Physiclan: LACS, WIS F

Acclh #: 0317500942

HEMATOLOCY
DATZ: [~ 06725/ 09-=—-—=— } [ 06/24i09—w=-—=]
TIMG - 1150 0335 2214 1320 Res Range Jnits
Tmn Gran 0.5 O-2 3
Imm Gran Abs 6.1 0.2 thou/mmn3
Lywphs 5.0 L £.0 L 32.2 L 25,.0~-45.0 %
Lymphs Ahs a.9 G.6 1.2 Ehon/mm3
Monog 2.0 5.0 4,1 2,0-6.8 %
Mones AbS 2.3 0.6 3.3 thau/mn3
Eag 2.4 1.0-4.0 %
Eog Abs G.2 thanfmn3
Basog .4 0-1 %
Bazoz Abs 0.1 thou/mn3
Matas i 9
WRE Horph Faw Vacncles
RRC Morph {1} {r}
(9] {5}

nlatelet Morph Adecuate adeguate
Comment [4=9]
Diff Type (a) [3TH] AUTD
= FO TN LR S = —
AUTO Automaced Differential
=4} gl-ght Anisocykosis
[r] Few Microcytes
ts) Few Elliptocyces
it} REVIEWED BY CYB
{ua) tznual Differsntial

MERRIFIELD, WILLIAM M
Kid) 705-02
H-10/3G/1945

LADS, LUIS &

ghahla Mascod, M2

TRPAT-ENT MEPICAL RECORDS CORY

CONTINUED
IHPATIENT MEDICAL RLCORDS COTY

PatlentiMERRL-IELD, #LLLEAM H MEN:13IZRTASA Enammnber: 1317500842 raga A of 75
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SELECT AN
OHLINE MANUAL
SECTION Lung and Airway Digorders
SUBJECT Respiratory Failure and Acute Respiratory Distress | Syndrome
TOPICS Introduction +  Acute Respiraiory Digire s Syndrome (ARDS) - echanical
Ventilatign - Respiratory Failure

Respiratory Failure

! . !

Index Sections H

‘ABiciDE .

. ’: : <L :3},5 N Reaspiratory failure (fung failure) is a condition in which the
ol ML Sy s lavel of oxygen in the blood hecomes dangerously low or
8T the lavel of carbon dioxide becomes dangerously high.

in %’hisVTo‘pIc o
« Conditions that block the airways, damage lung tissue,

Respiratory Failure weaken the muscles that control breathing, or decrease

Causes ; the drive to breathe may cause lung failure.
Symptoms '« People may be very short of breath, have a bluish
Diagnosis coloration to the skin, and be confused or sleepy.
Treatment « Doctors use blood tests to detect low levels of oxygen or
high levels of carbon dioxide in the blood.
Back to Top is gi
; o Oxygen is given. Buy the Book

« Sometimes people need the halp of a
until the underlying problem can be treated.

Respiratory failure is a medical emergency hat can result
from long-standing, progressively worsening lung disease or

" from severe lung disease that develops suddenly, such as

machine to breathe ...

Print This Topic

Email This Topic

Pronunciations

amyotrophic lateral

{he acute respiratory distress syndrome (see Respirafory sclerosis
Eailure and Acute Respiratory Distress Syndrome: Acute apnea
Respiratory Distress Syndrome (ARDS}), in otherwise amhythmia
heaithy people.

! bronchi

; Causes bronchiectasis

| Almost any condition that affects breathing or the lungs can

i lead to respiratory failure, Certain disorders, such as hypothyroidism or sleep apnea, can
decrease the unconscious reflex that drives people to breathe. An overdose of opioids or
aleohol alse can decrease the drive to breathe by causing profound sedation. Obstruction of
the airways, injury to the lung tissues, damage to the bones and tissues around the lungs,
and weakness of the muscles that normally inflate the lungs are also common causes.
Respiratory failure can occur if blood fiow through the lungs becomes abnormal, as
happens in pulmonary embolism (see Pulmanary Embolism (PE);_Pulmonary Embolism).
This disorder doss not stop air from moving in and out of the lungs, but without blood flow to
a portion of the lungs, oxygen is not properly extracted from the air.

Symptoms e ————
| Low oxygen levels in the blood can cause | Did You Know?
. shortness of breath and resuitina bluish o S e

i « Age-related reductions in fung

!
coloration to the skin {cyanosis). Low i
; function place older peopie at higher

i oxygen levels, high carbon dioxide levels,

. and increasing acidity of the blood cause . Tisk of severe symptoms after
confusion and sleepiness. If ihe drive to developing pneimgma
breathe is normal, the body tries to rid itself

of carbon dioxide by deap, rapid breathing. If the lungs carnot function normatly, however,

R aTAREAY



Respiratory Failure: Respiratory Failure and

Acute Respiratory Distress Syndrome: Merec...

this breathing pattern may not help. Eventually, the brain and heart malfunction, resuiting in
drowsiness (sometimes to the point of becoming unconscious) and abnermal heart rhythms

(arrhythmias), both of which can lead to death.

Some symptoms of respiratory failure vary with the cause. A child with an ob

structed airway

due to the inhalation (aspiration) of a foreign object (such as a coin or a toy) may suddenly
gasp and struggle for breath (see First Aid: Cheking). People with acute respiratory distress
syndrome may become saverely short of breath over a period of hours. Someone who is

intoxicated or weak may quietly slip intc a coma.

Diagnosis

A doctor may suspect respiratory failure pecause of the symptoms and physical
axamination findings. A blood test done on a sample taken from an artery confirms the
diagnosis when it shows & dangerously low ievel of oxygen or a dangerously high level of
carbon dioxide. Chest x-rays and other tasts are done to determine the cause of respiratory

failure,

Treatment

People with respiratory failure are treated in
an intensive care unit. Oxygen is given
initially, usually in a greater amount than is
needed, but the amount of oxygen can be
adjusted at a later time. Qccasionally, in
people in whom carbon dioxide levels have
remained high for some fime, excess
oxygen can result in slowing of the ;
movement of air {ventilation} in and out of |
the lungs and a dangerous further increase
in the carbon dioxide Jevel. In such people,
the dosage of oxygen needs to he more

Failure?

Underlying Problem

Airway cbstruction

Poor braathing
{decrease in the
drive to breathe)

i
H

carefully regutated. | Muscle weaknass

The underlying disorder causing the :
respiratory failure must also be treated. For
example, antibiotics are used to fight ;
hacterial infection, and bronchodilators are
used in people with asthma to open the
airways. Other drugs may be given, for
example, to decrease inflammation or treat
blood clots. Mechanical ventilation is i
necessary unless respiratory failure
resolves rapidly,

| Abnormality of fung
; tissue

i Abnormality of chest
bowall

. What Causes Respiratory

Chronic ohstructive
pulmonary disease,
asthma,
bronchiectasis, cystic
fibrosis, bronchiolitis,
inhaled foreign
bodies

Obesity, sleep spnea,
hypothyroidism, drug
or alcohol intoxication

Myasthenia gravis,
muscular dystrophy,
polic, Guillain-Barre
syndrome,
palymyesitis, certain
strokes, amyotrophic
laterzl sclerosis
(ALS), spinal cord
injury

Acute respiratory
distress syndrome
(ARDS}, pneumonia,
puimonary edema
(excess fiuid in the
lungs) from heart or
kidney faifure, drug
reaction, pulmonary
fibrosis, widespread
rusnors, radiation,
sarcoidosis, burns

Scoliosis, chest
wound, extreme
cbesity, defermities
resulting from chest
surgery

Last full reviewfrevision January 2008 by Hrian K. Gehibach, MD; Jesse B. Hall, MD

Back to Top

Previous: Mechanical Ventilation
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Subendocardial or Non-Q-wave Infarct

Subendocardial infarct is an area of damaged and necrotic tissue on the innermost layer of the
ventricle. Subendocardial infarct can result if subendocardial ischemia is allowed to persist
without treatment. It can also be the result of a stenotic lesion in the associated coronary artery.
Subendocardial infarct is not relieved with nitroglycerin, and the associated changes seen in the
electrocardiogram do not revert {0 normal baseline.

The most notable ECG change is a persistent S-T segment depression. Subendocardial infarct
affects ventricular repolarization, resulting in an S-T-T complex being seen without
depolarization.

Return to Electrocardiography
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Metabolic Encephalopathy Page | of 4

: Medical Services 11 Mealth Topics 11 Patients & Visitors :: About Baptist

1.800,948.6262
:» Home

1 Contact Us

.+ Physician Toois

search mbhs.org

Metabollc Encephalopathy Take Action
11 Find a Physician

.+ En Espaniol (Spanish Versien)
.+ Pre-register cnling

(Coma, Hepatic; Hepatlc Coma; Hepatic Encephalopathy; Portal-Systemie Encephalopathy}
) <« Sign Up for Classes

+; Take a Health Test

Pronounced; MET-a-bol-ik En-SEF-a-lo-PATH-ee
:: Donate Now
by :: Nathalie Smith, M5H, RN
Low Cost Screenings
P :t Heart
Definition 11 Cancer
o lung

This condition s temporary or permanent damage to the brain, The maost common cause is an illness or condition that affects the liver,

Toxins build up in the bloadstream because the liver s not working normally. Featured Topics

:: Women's Health
Inside Out
podcast Series

12 Men's Health Checklist

;1 A Woman's Body
Through The Ages

Normai Oxygen Flow tg Brain

An interruption of this flaw can lead to metahotic encephalopathy.
© 2009 Nucleus Medical Media, Inc.

Causes

Metabolic encephalopathy Is caused by:

s Psisoning
» Diseases {eg, :: cirrhosis, hepatitis , :: diabetes , : heart disease , i1 renal faflure )

« Medical conditions that cause blood circulation to bypass the liver

Risk Factors

F N T T L o 2 I oie Nl n




Metabolic Encephalopathy

These factors increase your chance of developing metabolic encephalopathy:

.+ Acute renal failure (renal disease)

:» Vitamin 81 deficiency

11 Hypoglycemia

:: Hyperosmolar hyperglycemic erisis
etabolic acidosis

Hyponatremia

Hypernatremia

Hypercalcemia

11 Sepsis

:: Hashimote's thyroiditis

++ pacute adrenccortical insufficlency

1t Meningitis

;1 Encephalitis

21 Hypothermiz

Hyperthermia

Previous history of brain injury {eg, :: tumer, 2 stroke )

& @& & & » & 8 & & & 0 ¢ 5 " 0 O

Teil your doctor if you have any of these risk factors.
if you have liver problems, the risk of metabolic encephalopathy is increased by:

Low oxygen levels in the blood

infections

Najor surgery

Any serlous illness that causes changes in the body’s chemicat make-up or metabolism
Use of certain medicines, such as sedatives and :: narcotics

Bleeding within the intestines

Persistent vomiting or :: diarrhea that lowers blood potassium levels

The foltowing toxic overdoses can alsa increase your risk of the condition:

:+ Ateohal intoxdcation
Sedative-hypnotic overdose

:: Lead poisoning

;: Carbon monoxide poiscning

L I NN

Symptoms
Symptoms include:

Confusion or agitation

Changes in behavior and petsonality

Forgetfulness

Disorientation

11 nsomnia

Muscle stiffness or rigidity

:: Tremor (particularly z flapping tremar of the hands)
Difficulty speaking

Asterixis (rapid momentary loss of tone in the muscles)
Uncontrotlable movements or i1 seizures (rare)

Stupor or ;T coma

2 % B 8 & & > T & &

These preblems can develop quickly. They may resolve when the condition is reversed. However, prompt treatment is needed before a

coma QCcurs.

Diagnosis

This condition is very serlous. It can quickly become an emergency. vou will need to be hospitalized. Doctors will do an exam to assess
your neurological conditien.

The fellowing tests may be done:
+ Blood tests—usually show high blood ammenia lavels and othar abnormalities retated to the failing liver

e - Electrosncephalogram (EEG}—may be used to determing how the brain has been affected
s !maging studies of the brain ( 11 CT scan or & MRI }—may be done to evaluate other causes

Treatment
Hospitalization and Emergency Care

- . N mamaerd o nnl = AFA Y T

Page 2 of 4
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Metabolic Encephalopathy Page 3 of' 4

In the hospltal, the staff will treat the prablems that caused the condition. They will try ta remove or neutralize toxins that have bullt

up in the bloodstream, The goal is to reverse the underlying condition, But, brain injury can still sceur, Iy some cases, brain injury is

permanent,

Medications

Medications may be used to:
» Meutralize toxing
« Treat the condition
e Reduce recurrence

bietary Restrictions

You may need to eat a :: low-pratein dist to help lower blood ammonda levels. {The body creates ammenta when it metabolizes and

uses protein.) You may have other changes in your diet.

Tube feeding and life support may be needed, espacially in the case of coma.

Transplantation
If this condition is due to organ failure, you may need a :: transptant . B
Prevention
To help reduce your chance of getting this condition, take the following steps:
» Get early treatment for liver problems. If you have liver problems and any of the ahove symptoms, call your doctor right away.
» if you have a disease (such as cirrhasis), see your doctor regularly.
e Aveid overdosing. Avoid being exposed to paisons or toxins.

RESQURCES:

National DNgestive Diseases Information Clearinghouse
http:.f.'digestive.niddk.nih.gov.'index.htm.'

National Institute of Neurological Disorders and Stroke
nttp: / M. ninds. b, gov/

CANADHAN RESOURCES:

Canadian Liver Foundatian
http:/ fwam, liver.ca/Home.aspx/

Health Canada
http:iIwww.hc-sc.gc.ca.’indexwe.html."
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Trusted Health Information for You

Pneumonia

URL of this page: http://www_,_nlm.nih,gq_v/mediinep_l_us[en@y/arfc_i_clelooo145_.htm

Preumonia is a respiratory condition in which there is infection of the fung.

Community-acquired pneumonia refers to pneumonia in people who have not recently been in the
hospital or another health care facility (nursing home, rehabilitation facility).

See also: Hospital-acquired pneumaonia

Causes

Pneumonia is a common illness that affects millions of people each year in the United States. Germs
called bacteria, viruses, and fungi may cause pneumonia. '
Ways you can get pneumonia include:

. Bacteria and viruses living in your nose, sinuses, or mouth may spread to your lungs.

. You may breathe some of these germs directly into your lungs.

. You breathe in {inhale) food, liquids, vomit, or secretions from the mouth into your lungs (aspiration
pneumonia) ‘
Pneumonia caused by bacteria tends to be the most serious. In adults, bacteria are the most common

cause of pneumonia.
. The most common pneumonia-causing germ in adults is Streptococcus pneumoniae

(pneumococcus).
. Atypical pneumenia, often called walking pneumonia, is caused by bacteria such as Legionella

pneumophila, Mycoplasma pneumoniae, and Chlamydophila pneumoniae.
. Pneumocystis jiroveci pneumonia is sometimes seen in people whose immune system is impaired

(due to AIDS or cettain medications that suppress the immune system).
. Staphylococcus aureus, Moraxella catarrhalis, Streptococcus pyogenes, Neisseria meningitidis,
Klebsiella pneumoniae, or Haemophilus influenzae are other bacteria that can cause pneumonia.
. Tuberculosis can cause pneumonia in some people, especially those with a weak immune system.
Viruses are also a common cause of pneumonia, especially in infants and young children.

See also: Respiratory syncytial virus

Risk factors (conditions that increase your chances of getting pneumonia) include:
. Cerebral palsy
. Chronic lung disease (COPD, bronchiectasis, cystic fibrosis)

. Cigarette smoking
. Difficulty swallowing (due to stroke, dementia, Parkinson's disease, of other neurological

conditions)
. Immune system problem (See also: Pneumonia in immunocompromised host)

odEnntn
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. Impaired consciousness (loss of brain function due to dementia, stroke, or other neurologic
conditions)

. Living in @ nursing facility

Other serious illnesses, such as heart disease, liver cirrhosis, or diabetes mellitus

. Recent surgery or trauma
. Recent viral respiratory infection (common cold, laryngitis, influenza)

Symptoms

The most common symptoms of pneumonia are:
. Cough {with some pneumaonias you may cough up greenish or yellow mucus, or even bloody
MuUcus)
. Faver, which may be mild or high
. Shaking chills
. Shortness of breath {may only occur when you climb stairs)
Additional symptoms include:
. Confusion, especially in older people
. Excessive sweating and clammy skin
« Headache

. Loss of appetite, low energy, and fatigue
. Sharp or stabbing chest pain that gets worse when you breathe deeply or cough

Exams and Tests

if you have pneumonia, you may be working hard to breathe, or breathing fast.

Crackles are heard when listening to your chest with a stethoscope. Other abnormal breathing sounds
may also be heard through the stethoscope or via percussion (tapping on your chest wall).

The health care provider wilt likely order a chest x-ray if pneumonia is suspected.

Some patients may need other tests, including:
. Arterial blood gases to see if enough oxygen is getting into your blood from the lungs
. CBC to check white blood cell count

. CT scan of the chest
, Gram's stain and culture of your sputum to ook for the organism causing your symptoms

, Pleural fiuid cuiture if there is fluid in the space surrounding the lungs

Treatment
Your doctor must first decide whether you need to be in the hospital. If you are treated in the hospital,
you will receive fluids and antibiotics in your veins, oxygen therapy, and possibly breathing treatments.
It is very important that your antibiotics are started very soon after you are admitted.
You are more likely to be admitted to the hospital if you:

. Have another serious medical problem

. Have severe symptoms
. Are unable to care for yourself at home, or are unable to eat or drink

. Are older than 85 or a young child
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. Have been taking antibiotics at home and are not getting better
However, many people ¢an be treated at home. If bacteria are causing the pneumonia, the doctor will
try to cure the infection with antibiotics. It may be hard for your health care provider to know whether
you have a viral or bacterial pneumonia, so you may receive antibiotics.
Patisnts with mild pneumonia who are otherwise healthy are sometimes treated with oral macrolide
antibictics (azithromycin, clarithromyein, or erythromycin).
Patients with other serious illnesses, such as heart disease, chronic cbstructive pulmonary disease, or
emphysema, kidney disease, of diabetes are often given one of the following:

. Fluoroguinolone (levofloxacin [Levaquin], gemifloxacin [Factive], or moxifloxacin [Avelox])

. High-dose amoxiciliin or amoxicillin-clavutanate, plus a macrolide antibiotic (azithromycin,

clarithromycin, or erythromycin)
. Cephalosporin antibiotics (for example, cefuroxime or cefpodoxime) plus a macrolide (azithromycin,

clarithromycin, or erythromycin)
If the cause is a virus, typical antibiotics will NOT be effective. Sometimes, however, your doctor may
use antiviral medication.
You can take these steps at home:
. Control your fever with aspirin, nonsteroidat anti-inflammatory drugs (NSAIDs, such as ibuprofen or

naproxen), or acetaminophen. DO NOT give aspirin to children.
. Do not take cough medicines without first talking to your doctor. Cough medicines may make it

harder for your body to cough up the extra sputum.
. Drink plenty of fluids to help loosen secretions and bring up phlegm.
. Get lots of rest. Have someone else do household chores.

Outlook (Prognosis)}

With treatment, most patients will improve within 2 weeks. Elderly or debilitated patients may need
Jonger treatment.
Those who may be more likely to have complicated pneumonia include:

. Older adults or very young children

. People whose immune system does not work well
. People with other, serious medical problems such as diabetes of cirrhosis of the fiver

Your doctor may want fo make sure your chest x-ray becomes normal again after you take a course of
antibiotics. However, it may take many weeks for your x-ray to clear up.

Possible Complications

Possible complications include:
. Acute respiratory distress syndrome (ARDS), a severe form of respiratory failure
. Empyema or lung abscesses. These are infrequent, but serious, complications of pneumonia. They
occur when pockets of pus form inside or around the lung. These may sometimes need to be
drained with surgery.
. Respiratory failure, which requires a breathing machine or ventilator
. Sepsis, a condition in which there is uncontrolled swelling (inflammation} in the body, which may

lead to organ failure
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Pulmonary collapse

introduction: Pulmonary collapse

g Description of Pulmonary coliapse
Pulmonary coliapse: secondary atelectasis due fo bronchial obstruction, pleural sffusion or pneumothorax , cardiac hypertrophy , or entargement of other

structures adjacent to the fungs. Often used in the sens of massive collapse.
Source: Stedman ‘s Medical Spelichecker . ® 2008 Lippincott Williams & Witkins . All fights reserved.

Pulmonary collapse: collapse of ait or part of a ung due tc bronchial plugging or the chest cavity being opened to atomspheric pressure.

Source: Diseases Database

Pulmonary collapse: Related Topics

These medical condition or symptom topics may be refevant 1o medicat information for Pulmonary collapse:

» Pulmonary

« Pulmonary symptoms (3280 causes)
o Collapse (105 causes)

o Atelectasis (22 causes)

« Bronchial

« Bronchial symptoms (273 causes)

« Bronchial disorder

» Cbstruction

« Pleural

e Pleural diseases

Terms associated with Pulmonary collapse:

§ Terms Simiar to Pulmonary colfapse:
» Lung atelectasis

Source: Diseases Database

Hierarchical classifications of Pulmonary collapse

The following list attempts to classify Pulmonary collapse into categories where each line is subset of the next.

Disease Ontology - OBO (Open Biomedical Ontologies)
» Other diseasses of lung

« OTHER DISEASES OF RESPIRATORY SYSTEM

+ DISTASES OF THE RESPIRATORY SYSTEM

« DISEASES AND INJURIES

« Disease Ontology V2.1 2005

External links related to: Pulmonary collapse

« sMedicine - Atefectasis : Article by Sat Sharma, MD, FRCPC, FACP, FCCP, DABSM
« airfess lung

» ateleclasis

« lung collapse - General Practice Notebook

« oMedicine - Alelectasis, Puimonary : Asticle by Michael R Bye, MD
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Melena

From Wikipedia, the {ree encyclopedia

In medicine, melena or melaena refers to the black, Melena
"tarry" feces that are associated with gastrointestinal

. Classification and ext [ res
he:morrhage.[11 The black color is caused by ssification and exlermar resourees

oxidation of the iron in hemoglobin during its passage | ICD-10 K92.1
through the ileum and colon (CD-9 578.1
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3 Causes

4 See also

5 References

Melena vs. hematochezia

Bleeding originating from the lower GI tract (such as the sigmoid colon and rectum) is generally
associated with the passage of bright red blood, or hematochezia, particularly when brisk. Blood acts as
a cathartic agent in the intestine, promoting its prompt passage. Only blood that originates from a high
source (such as the small intestine), or bleeding from a lower source that occurs slowly enough to allow
for enzymatic breakdown is associated with melena. For this reason, melena is often associated with
blood in the stomach or duodenum (upper gastrointestinal tract), for example by a peptic ulcer. A rough
estimate is that it takes about 14 hours for blood to be broken down within the intestinal lumen;
therefore if transit time is less than 14 hours the patient will have hematochezia, and if greater than 14
hours the patient will exhibit melena. One often-stated rule of thumb is that melena only occurs if the
source of bleeding is above the ligament of Treitz although, as noted below, exceptions occur with
enough frequency to render it unreliable.

Diagnosis

Patients sometimes present with signs of anemia or those due to low blood pressure. Very often,
however, aside from the melena itself, there are no other symptoms. The presence of blood must be
confirmed with either a positive hemoccult slide on rectal exam, frank blood on the examining finger, or
a positive stool guaiac from the lab. If a source in the upper GI tract is suspected, an upper endoscopy
can be performed to diagnose the cause. Lower GI bleeding sources usually present with hematochezia
or frank blood. A test with poor sensitivity/specificity that may detect the source of bleeding is the

tagged red blood cell scan, whereas mesenteric angiogram is the gold standard.

Causes

The most common cause of melena is peptic ulcer disease. Any other cause of bleeding from the upper
gastro-intestinal tract, or even the ascending colon, can also cause melena. Melena may also be a sign of
drug overdose if a patient is taking anti-coagulants, such as warfarin, It is also caused by tumours
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especially malignant tumors affecting the esophagous, more commonly the stomach & less commonly
the small intestine due to the bleeding surface of them. However, the most prominent and helpful sign in
these cases of malignant tumours is haematemesis. It may also accompany hemorrhagic blood diseases
(e.g. purpura & hemophilia). Other medical causes of melena include bleeding ulcers, gastritts,
esophageal varices, and Mallory-Weiss syndrome.

Some causes of "false” melena include Iron supplements, Pepto-Bismol, Maalox, and Lead. Although
blood swallowed as a result of a nose bleed (epistaxis) can lead to melena, it is obviously not due to
bleeding in the gastro-intestinal tract.

Melena is often not a medical emergency because the bleeding is slow. Urgent care however is required
to rule out serious causes and prevent potentially life-threatening emergencies.

A less serious, self-limiting case of melena can occur in newborns two to three days after delivery, due
to swallowed maternal blood.

See also

a Blood in stool
s Hematemesis
s Dieulafoy's lesion
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Definition of Regional enteritis
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Regional enteritis: Grohn's disease, a chrenic inflammatery disease of the intastine

primartly in the small and large intestines but which can occur anywhara in the digestive
system batween the moulh and the anus.

Named after Burrill Crohn who described the disease in 1932, The disease usually affacts
persons in thair teens or aarly twanties. It tands to be chranic, recurrent with perieds of
remission and exacerbation. In the early stages, it causes small scatterad shallow crater-
like areas (erosicns) callad aphthous ulcers in the inner surface of the bowel. With time,
deeper and larger ulcers develop, causing scarring and stiffness of the bowel and the
bowel becomas increasingly narowed, leading to obstruction. Deep ulcers can punciure
holes in the bowel wall, leading to infection in tha abdominal cavity (peritonitis) and in
adiacent organs. When only the large intestine (colon) is Involvad, the condition is called
Crohr's colitis. When only the small intestine is invoivad, the condition is called Crohn's
enteritis. When only the end of the smalt Intestine {the terminat fleum} is involved, itis
termed terminal ileitis. When both the small intestine and the larga intestine are invoivaed,
the condition is called Crohn's anterocolitis {or Heocclitis) minal pain, diarnea,
vomiting, fever, and weight loss can be symptoms. Crohn's disease can be asscciated with
reddish tender skin nodules, and inflammaticn of the joints, spine, eyes, and liver.
Diagnasis is by barium enema, parium x-ray of the smali bowet, and colonoscapy.
Treatment inclides medications for inflammation, immune suppression, antibiotics, or
surgary. {The disease is also called granulomatous sntaritis).
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Hyperosmolality

introduction: Hyperosmolality

@ Description of Hyperosmolality
Hyperosmolality: increased osmotic concentration of a solution expressed as osmales of

solute per kilogram of serum water.

Soyrce: Stedman's Medical Spellchecker, © 2006 Lippincott Wiliams & Witkins. All rights reserved.

Hyperosmolality: Related Topics

These medical condition or symptom topics may be relevant to medical information fer Hyperosmotality:

+ Osmoilc

« Solution

» Solute

s Per

s Serum

» Serum disease
« Water

Terms associated with Hyperosmolality:

@ Terms Slmitar to Hyperosmolallty:
« Hyperosmolarity
« Osmolarity raised (plasma)
« Osmolality raised {plasma)

gource: Diseases Database

Interesting Medical Articles:

« Symptems of the Silent Kiiler Diseases

« Online Riagnosis

s Self Diagnesis Pitfalls

« Pittalis of Online Diagnesis

+ Research Your Symptoms

» Diseases & Medical Conditions

+ Medical Diagnosis

[Full list of premium articles on symptoms, diseases, and diagnosis]

Medical dictionaries:

« Medical dictionary,
« Medical Acronymns/Abbreviations

More Medical Dictionary Topics

Cane gystrophies

Cone dystrophy

Cone dystrophy, X-linked

Cone fiber

Ccene granule

Cone of light

Cone rod dystrophy

Cone rod dystrophy amelogenesis imperfecta
£one she!t envenomation

Cone shell peisening

Cone vision

Cone-rod congenitat amaurosis associated with congenital hypertrichosis
Cone-rod retinal dystrophy
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Find out more
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Alkalosis

Alkalosis is a condition in which the body fluids have excess base (alkali). This is the opposite of
excess acid (acidosis).

Causes

The kidneys and lungs maintain the proper balance of chemicals, called acids and bases, in the body.
Decreased carbon dioxide (an acid) or increased hicarbonate (a base) levels make the body too
alkaline, a condition called alkalosis.

Respiratory alkalosis is caused by low carbon dioxide levels in the blood. This can be due to:

« Fever

. Being at a high altitude

. Lack of oxygen

. Liver disease

. Lung disease, which causes you to breathe faster (hyperventilate)

. Salicylate poisoning
Metabolic alkalosis is caused by too much bicarbonate in the blood.
Hypochioremic alkalosis is caused by an extreme lack or loss of chloride, which can occur with
prolonged vomiting.
Hypokalemic alkalosis is caused by the kidneys' response to an extreme lack or loss of potassium,
which can occur when people take certain diuretic medications.
Compensated alkalosis occurs when the body returns the acid - base balance o normal in cases of
alkalosis, but bicarbonate and carbon dioxide levels remain abnormal.

Symptoms

. Confusion (can progress to stupor or coma)

. Hand tremor

. Lightheadedness

. Muscle twitching

. Nausea, vomiting

. Numbness or tingling in the face or extremities
. Prolonged muscle spasms (tetany)

Exams and Tests

An arterial biood gas analysis or basic metabolic panel will confirm alkalosis and determine if it is a
respiratory alkalosis or a metabolic alkalosis. Other tests may be needed to determine the cause of the

alkalosis. These may include:
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. Litmus paper (urine dipstick tests)
» Urinalysis
. Urine pH

Treatment

Treatment of alkalosis depends on finding the specific cause.

For alkalosis caused by hyperventiiation, breathing into a paper bag causes you to retain more carbon
dioxide and improves the alkalosis. ff your oxygen level is Jow, you may receive oxygen to help the
alkalosis.

Some people need medications to correct chemical loss (such as chioride and potassium}). Your health
care provider will monitor your vital signs (temperature, pulse, rate of breathing, blood pressure}).

Outlook (Prognosis)

Most cases of alkalosis respond well to treatment.
Possible Complications

. Arrhythmias
. Coma
. Electrolyte imbalance (such as hypokalemia)

When to Contact a Medical ProfeSsignal

Call your health care provider if you become confused, unable to concentrate, or unable to "catch your

breath."
A visit to the emergency room of call to the local emergency number (such as 911} is warranted for:

. Loss of consciousness

. Rapidly worsening symptoms of alkalosis
. Seizures

. Severe breathing difficulties

Prevention

Prevention depends on the cause of the alkalosis. Normally, peopie with healthy kidneys and lungs do
not have significant alkaloss.

References

Seifter JL. Acid-base disorders. In: Goldman L, Ausiello D, eds. Cecil Medicine. 23rd ed. Philadelphia,
Pa: Saunders Elsevier; 2007:chap 119.
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Protein-calorie malnutrition

Intrc Symploms Types Causss Tests Treatment Misdiagnosis Deaths Videos Doctors

Did You Know? Diabstics are at Increased Risk for High Triglycerides

Protein-calorie malnutrition: Excerpt from Handbook of Diseases

One of the most prevalent and serious depletion disorders, protein-calorie malnutrition occurs as marasmus

rotein-calorie deficiency), characterized by rowth failure and wasting; and as kwashlorkor ! L.

. otein deficienc )t?a cterized by i yi d andd 8 thgf i ild t re and may be Related Malnutrition-
N Q al =

(protei EI‘ iency ), chara .nze y tissu .e ema and damage. Both forms va.ry rom m‘. severe m y_ related diabetes info

fatat, depending on accompanying stress (parficularly sepsis orinjury) and duration of ¢eprivation. Protein-calorie U

malautrition increasas the risk of death from pneumenia, chickenpox , or measles. Related Pages

1. Read bock excerpt
2. Malnutrition-related diabetes

Causes mellitus: Introduction
] . - . . . - 3, Malnutrtion-related diabste
Both marasmus (nonedematous protein-calerie malnutrition) and kwashiorkor (edematous pratein-calorie malnutrition) mZIIitllj.ls g:enr'view dia s
are common in underdsveloped countries and in areas where dietary amino acid content is insufficient to satisfy growth 4 More book excerpts for
requirements. Kwashiarkor typically ocours at about age 4, after infants are weaned from preast milk to a protein- Malngtrition-related diabetes
deficient diet of starchy gruels or sugar water, but it can develop at any time during the formative years. Marasmus meHitus

affects infants ages 6 to 18 months as a resuit of breast-feeding failure or a debilitating condition such as chroric

diarrhes,

in industrialized countries, protein-calorle malnutriion may occur secondary fo chronic metaholic disease that decreases protein and calorie intake or
absorption or trauma that increases protein and calorie requirements. In the United States, protein-calorie malnutrifion is estimated {0 occur to some extant in 50% of
surgical and 48% of medical patients. Those who aren’t allowed anything by mouth for an extended period are at high risk for developing protein-calorie malnutsition.
Conditions that increase protein-calorie requirements inciude severe burns and injuries, systemic infections, and cancer (accaunts for the largest group of
hospitalized patients with protein-catorie malnutrition.) Conditions that cause defective utilization of nutrients include malabsorption syndrome short-

bowel syndrome , and Crohn's disease.

Signs and symptoms
Children with chronl¢ protein-calarie malnutritioin are small for their chronalogical age and tend to be physically inaciive, mentally apathetic, and susceptivle to

frequent infections. Anarexia and diarrheg are common.

With acute protein-calorie malnutrition, children are small, gaunt, and emaciated, with no adipase tissue. Their skin is dry and “baggy,” and thefr hair is sparse and
Guil brown or reddish yellow. Their temperatures are |ow: their pulse rates and respirations, slowed. Such children are weak, irritable, and usually hungry; however,

they may have anorexia, with nausea and vomiting.
Unlike marasmus, chronic kwashi-orkor allows ihe patient 1o graw in heigit, but adipose fissue diminishes as fat melabolizes o meet energy demands. Ederma
commonly masks severa muscle wasting; dry, pesfing skin and hepatomegaly are COmMmMorr. Patients with secondary protein-calorie malnetrition show signs similar to

marasmus , primarly loss of adipose tissue and lean body mass | lethargy, and edema. Severe secondary protein-calorie malnutrition may cause joss of

immunocompetance.

Diagnosis

Clinical feaiures, dietary history, and anthropornetry confirm protein-calorie mainutrition . if the patient doesn't suffer from fluid retention, weight change over time

is the best index of nutritionat status.
The foltowing factors support the diagnosis,

0 height and weight less than 80% of standard for the patient's age and sex, and below-normal arm circumference and triceps skinfold

Q serum albumin leve! less than 2.8 gfdl {normal; 3.3 to 4.3 g/d!}

Q urinary craatining (24-howr} level Is used to show lean body mass status by relating creatinine excretion to height and ideal body weight, to yield creatinine-height

index
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O skin tests with standard antigens to indicate degree of immunocompromise by defermining reactivity expressed as a percentage of normal reaction

0 moderale anemia.

Treatment

The aim of treatment is 1o provide sufficient proteins, calories, and other nutrients for nutritional rehabilitation and maintenance. When treating severe protein-calorie
malnutrition, restoring fluid and slectrolyte balance parenterally is the initial concern. A patient who shows normal absorption may receive enteral nutrition after
anorexia has subsided. When possible, the preferred treatment is aral feeding of high-quality protein foods, especially mitk, and protein-calorie supplements. A
patient who's unwilling or unable to eat ray require supplementary feedings through a nasogastric tube or total parenteral nutrition  (TPN} through a central
venous catheter. Accompanying infection must also be treated, preferably with antiblotics that don't inhibit praotein synthesis. Cautious realimentation is essential to

pravent complications from overloading the compromised metabuolic system.

Special considerations

0O Encourage the patient with protein-catorie malnutrition  to consume as much nutriticus food and fluid as possible (it may be helpful o “cheer him on” as he
eats). Help the patient eat if necessary. Cooperate closely with the dietitian to manitor intake and provide acceptable meals and snacks.

O If TPN Is necessary, cbserve strict aseptic technigue when handling catheters, tubes, and solutions and during dressing changes.

0 Walch for protein-calorie malnutrition in patients who have been hospitalized for 2 protonged period, have had nc oral intake for several days, or have cachectic

disease.

Q To help eradicate protein-calorie malnutrition in developing countries, encourage prolonged breast-feeding, educate mothers about their children's needs, and

pravide supplementary foods as needed.

CLINICAL TIP: ff the older pafient is anorectic, consider asking family members and other visftors to bring in special focds from home that may improve the patient's
appstite. In addition, encouraging the family to collaborate on feeding a dependent pafient can help promote his recovery, enkance his feelings of well-being, and

stimulate him to eat more.

Book Source Details

« Book Title: Handibook of Diseases

« Author{s): Springhouse

« Year of Publication: 2003

+ Copyright Details: Handbook of Diseases, Copytight © 2003 Lippincatt Williams & wilkins.

More About Malnutrition-related diabetes mellitus

« Back to disease: Mainutrition-related diabstes mellitus: Introducticn
« Next Book Extract About Malnutrition-related diabetes mellitus: Cholefithiasis, cholecystitis, and related disorders (Handbeok of Diseases)

+ More Book Extracts: All Online Books for Malnutrition-retatec diabetes mellitus

More Medical Textbooks Online about Malnutrition-related diabetes mellitus

Review other book chapters online related to Malnutrition -related diabetes meflitus:
Medical Books Excerpts

GLYCOSURIA “Algorithmic Diagnosis of Symptoms and Signs" (2003)

HYPERGLYCEMIA “Algorithmic Diagnosis of Symptoms and Signs" (2063}

“Hyporglycemia 1 & Page: Signs and Symptoms” (2004)

;i;;;;;!ycem-i;— o ) “In A Page: Pediatric Slgvns and Sympton;J;“r(ZOOTJ e
"GLYCOSURA N “offerential Disgnosis in Primary Care” (2007) 7

HYPERGLYCEMIA T iferentol Diagnosis In primary Gare® (2007, o i

8 Pocket Manual of Differential Diagnosis” (1999)

"A Pocket Manual of Differential Diagnosis” {1999)

Diabetes Insipidus
Hyperglycemia
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Diastolic Heart Failure

The heart's pumping cycle has 2 phases:

Diastole
(pronounced : die ass fuh lee)
the heart muscle relaxes and fills with blood

Systole
(pronounced : sis tuh lee)
the heart muscle contracis (squeezes) and pumps blood out into
the body

updated July 5, 2006 - People think of heart failure as a condition where the heart does not pump out
enouigh biood. That is called systolic heart failure. However, many CHFers have a different kind of
heart failure - caused when the heart does not fully relax, so it does not fill properly with blood. This is
called diastolic heart failure. This page is about diastolic heart failure or DHF.

In mild DHF, SOB and fatigue usually only happen during stress or activity. More severe DHF
causes many of the same symptoms that systolic heart failure or SHF, causes.

A person with DHF has high pressures in the arteries of their lungs - pulmonary pressure. Their
heart's pumping chambers may not be enlarged and their ejection fraction may be normal, but they
still have the same nasty symptoms as a person with SHF.

in people with diastolic heart failure, Toprol-XL may be a better beta-blocker choice than Coreg.
Too-low blood pressure can be a real problem for DHF patients. Toprol-XL does not fower blocd
pressure as much as Coreg.

What Causes DHF?
Diagnosing DHF
How Common Is DHF?

Complications
Treating Diastolic Heart Failure

s Drug Therapy - General Principles

New Drug Nebivolo! Helps CHF Senio rs with Normal EF

Drugs and Exercise Tolerance
iV Drugs
Digoxin (Lanoxin, digitalis)
» Coronary Artery Disease

a Questions and Answers - The Discussion

mnaman
=
=]
pa |
-8

= References

Causes of diastolic heart failure

a Ischemia - can be caused by CAD or by a chronic too-fast heart rate. Ischemia prevents the

heart muscle from fully relaxing and increases heart stiffness. Chronic ischemia results in
remodeling and DHF :

= pressure overload caused by chronic high blood pressure or aortic valve problems

s infiltrative cardiomyopathies, also called restrictive cardiomyopathy

» pericarditis - inflammation of the sac around the outside of the heart

s normal aging can cause some DHF

» chemotherapy for diseases like cancer

m genetic causes

Diagnosing diastolic heart failure
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How to always diagnose DHF accurately is uncertain but a correct diagnosis /s important. Some

guidelines propose that 3 requirements be met to make the call:

1, symptomns or signs of CHE
2. normal systolic function
3. abnormal diastolic function

There are some situations where symptoms alone may lead to a misdiagnosis. This is especially true
in older patients who get short of breath mainly because they have very poor physical fitness. It can
also happen with non-heart-related shortness of breath such as with lung disease. So diagnosing
DHF requires some signs-or symptoms of CHF like tung congestion, edema, raised jugular vein, etc.

You do have to rule out problems like mitral valve disease and and lung disease.

DHF cannot usually be distinguished from SHF by patient history, physical exam, x-ray, and EKG
alone. Diagnosis requires an estimate of LV size and EF. These measurements ¢an be made using

echo, MUGA, or cath Really, DHF diagnosis is a matter of ruling out other possible causes in

patients seeming to have heart failure but who have normal heart size and EF.

Since echo does have limits for spotting DHF and cath is invasive, one trial studied whether the

BNP blood test could help spot diastolic heart failure. That study is shown on the B

turns out that a quick BNP test can help a doctor diagnose DHF.

NP Test page. !t

Diagnosis: Systolic versus diastolic heart failure
Systolic Heart Failure - Reduced Diastolic Heart Failure - Normal
30 pEaE:ients 20 pEaiients
it Symptoms

Shortness of breath on exertion || 85% 96%
Waking at night short of breath 55% 50%
utg!fgchlilty breathing except 60% 73%
Physical Examination

Jugular vein swollen 35% 46%
Sounds in lungs 72% 70%
Point of maximum impuise 50% 60%
S3 45% 65%
sS4 45% 66%
Enlarged (congested} liver 15% 16%
Edema 30% 40%
rgjart enlargement on chestx- | gnor | 6%
Figh pamonary (rs) | 751

How common is DHF?

As many as 33% of patients with obvious heart failure and a normal EF may have DHF. Risk of DHF

increases with age:

o/cinn1n
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1. 15% in patients under 60 years
2. 35% in patients 60 to 70 years
3. 50% in patients over 70 years old

Mortality

Prognosis of patients with DHF is better than for SHF. Annual mortality for DHF is about 5 to 8%,
while it is about 10 to 15% for SHF. In healthy people of the same age, mortality is about 1%. In DHF
patients, prognosis is also affected by cause. When CAD is not the cause, annual mortality is much
better, at about 2% to 3%: Age also affects risk of death. The 5-year mortality rate in DHF patients is:

1, 25% in patients under 80 years old
2. 35% in patients 60 to 70 years
3. 50% in patients over 70 years old

Complicatlions

The complication rate is about the same as for SHF patients. DHF causes frequent outpatient visits
and hospital admissions. The one year readmission rate is almost 50% in DHF patients.

Treatment

Treatment guidelines for systolic heart failure are based on large, properly done trials.
Unfortunately, no such trials exist for DHF. So guidelines come from small trials, a doctor's
experience, and his understanding of the disease. The general approach to treating DHF has 3 main

steps:

1 Treatment should reduce symptoms, mainly by lowering pulmonary pressure. Ways to reduce
pressure include reducing heart size, maintaining good pumping in the heart's upper chambers,
and slowing the heart rate.

2 Treatment should target the underlying cause if possible. For example, high blood pressure
should be controlled, remodeling should be reversed, the aortic valve replaced if necessary,
and ischemia treated by increasing blood flow to the heart and reducing its need for oxygen

3 Treatment should target the bodily systems changed by the disease, mainly neurchormonatl

systems

Drug Therapy - General Principles

With some exceptions, many of the drugs used to treat systolic heart pressure are also used to treat
diastolic heart failure. However, the reason they are used and the dose may be different for DHF.

For example, in DHF beta-blockers are used to make filling the heart with blood take longer, and
to change the heart's response {0 exercise. In SHF, beta-blockers are used to increase pumping
power and reverse heart remodeling. Diuretic dose for DHF is usually much smaller than for SHF.
Calcium channel biockers have no place in SHF treatment but may help DHF.

The first step in treating DHF patients is to reduce lung congestion. You do that by lowering
pulmonary (lung) pressure. This has 3 steps:

Reduce heart size
At first, heart size can be reduced by restricting fluid and sodium intake, by dialysis or filtering

the blood, plasmapheresis, and diuretics. Relaxing (dilating) the blood vessels using nitro or
morphine is effective but should be started at low doses to avoid low blood pressure. Low
blood pressure can be a real problem in DHF patients. Long-ferm treatment should include
small to moderate diuretic doses, mild doses of long-acting nitro, and restricted sodium
intake. Aldactone (spironolactone) may be effective long-term because it suppresses the
RAS. ACE inhibitors and ARBs reduce fluid retention and oxygen demand.
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SELECT AN

ONLINE MARUAL
SECTION Infections
SUBJECT Bacteremiza, Sepsis. and Septic Shock
TOPICS Intreduction - Bacteremia - Sepsis and Septic Shock
S Sepsis and Septic Shock
: [ (21
i SO S o
Index Sections
‘GiHI . . ) .
i 3..Q i o Sepsis is a serjous bodywide response o bacteremia or
il b another infaction. Septic shock is Jife-threatening fow blood
Yz ¢ pressure {shock) due to sepsis
Sensis and Seotic Shot o Usually, sepsis results from certain bacterial infections,
epsis and Septic Shock often acquired in a hospital.
Caus . ) s )
Auses .« Having certain conditions, such as a weakened immune
Risk Factors : system, certain chronic disorders, an artificial joint or
Symptoms ; neart valve, and certain heart vaive abnormalities,
Diagnosis increases the risk.
Treatment e Atfirst, people have a high (or sometimes low) body
! temperature, semefimes with shaking chilis and
Rack 1o Top ; weskness. Buy the Book

« As sepsis worsens, the heart beats rapidly, breathing o
Print This Topic

becomes rapid, people become confused, and blood
: pressure drops. : Email This Topic
|« Doctors suspect the diagnosis based on symploms and e
confirm it by detecting bacteria in a sample of blood, Pronunciations
uring, or other tissue. .
bacteremia

« Antibiotics are given immediately, and people with septic
shock are given oxygen and fluids and sometimes drugs carebrospinal fluid
to increase blood pressure.

cirrhosis
Usually, the body's response to infection is limited to the corticosteroid
specific area infected. But in sepsls, the response fo .
cytokines

infection occurs throughout the body—called a systeimic
response. This response includes an abnormally high
temperature (fever) or low temperature {hypothermia) plus one or more of the following:

& Rapid heart rate
. » Rapid preathing rate
! ¢ An abnormatly high or low number of white biood cells

As sepsis worsens, organs begin to malfunction and blood pressure may decrease. Sepsis
is considered severe if organs malfunction. Septic shock is diagnosed when blood pressure
remains low despite intensive treatment. in the United States, about 90,00C people. usually
those who are hospitalized, die of septic shock gach year.

Sepsis occurs when toxins produced by the bacteria cause cells in the body to release
substances that trigger inflammation {cytokines). Although cytokines help the immune
. system fight infection, they can have harmful effects:

Poe They can cause the blood vessels to widen (dilate), decreasing blood pressure.
| e They can cause blood fo clot in tiny blood vessels inside orgarns.

:  These effects lead 1o a series of harmful complications:

[3 X7 aVal WAY
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« Blood flow decreases to vital organs {such as the kidneys, heart, and brain).

» The heart attempts to compensate by working harder, increasing the heart rate and the
amount of blood pumped. Eventually, the bacterial toxing and the increased work of
pumping weaken the heart. As a result, the heart pumps less biood, and vital organs

receive even less blocd.

o When tissues do not receive enough blood, they release excess lactic acid (a waste
product) into the bloodstream, making the blood more acidic.

All of these effects result in a vicious circle of worsening organ matfunction:

¢ The kidneys excrete little or no urine, and metabolic waste products (such as urea
nitrogen) accumuiate in the blood.

e The walls of blood vessels may leak, allowing fluid to escape from the bloodstream into
tissues and cause swelling.

s Lung function worsens because teaking blood vessels in the lungs cause fluid to
accumulate, making breathing difficult.

As blood clots continue to form, the proteins in bload that make up clots {clotting factors} are
used up. Then, excessive bleeding may accur.

Causes

Most oftan, sepsis is caused by infection with cartain kinds of bacteria, usually acquired in a
hospital. Rarely, fungi, such as Candida, cause sepsis. Infections that can lead to sepsis
begin most commonly in the lungs, abdomen, or urinary tract. if the initial infection involves
a collaction of pus {abscess), the risk of bacteremia and sepsis is increased. fn most
people, these infections do not lead to sepsis. However, sometimes bacteria spread into the
blaodsiream {a condition called bacteremia). Sepsis may then develop. QOccasionally, sepsis
is triggered by toxins released by bacteria, rather than from bacteria entering the

bloodstream {bacteremia).

Risk Factors
The risk of sepsis is increased in people with conditions that reduce their ability to fight
serious infections. These conditions include the following:

» Being a newborn

¢ Being over 35

* Being pregnant

» Having certain chronic disorders such as diabetes or cirrhosis

» Having a weakenad immune system—due to use of drugs that suppress the immung
system (immunosuppressants, such as chemotherapy drugs) or corticosteroids, or due to
cartain disorders (such as cancer, AIDS, and immune disorders}

The risk is also increased in people who are more likely to have bacteria enter their
bloodstream. Such pecple include those who have a medical device inserted into the body
(such as a catheter inserted into a vein or the urinary tract, drainage tubes, or breathing
tubes). When medicai devices are inserted, they can move bactetia into the body. Bacteria
may also collect on the surface of such devices, making infection and sepsis more likely,
The longer the device is lsft in place, the greater the risk.

Other conditions aiso increase the risk of sepsis:

» [njecting recreational drugs: The drugs and needles used are rarely sterile. Each injection
may cause bacteremia to varying degrees. People who use these drugs are also at risk
of disorders that can weaken the immune system (such as AlDS).

e Having an artificial (prosthetic) joint or heart valve or certain heart valve abnormalities:
Bacteria tend to lodge and collect on these structures. The bacteria may continuously or
periodically be released into the bioadstraam.

¢ Being treated with antibiotics for other infections: Some bacteria that cause infections

and sepsis are resistant to antibiotics. Antibiotica do not eradicate the resistant bacteria.
Thus, if an infection persists in people who are taking antibiotics, it is more likely to e




Sepsis and Septic Shock: Bacteremia, Sepsis, and Septic Shock: Merck Manual Home Edi... Page 3 of 4

caused bacteria that are resistant to antiblotics and that can cause SEepsis.

Symptoms

Most people have a fever, but some have a low body temperaiure. People may have
shaking chills and feel weak. Other symptoms may also be present depending on the type
and Iocation of the initial infection. Breathing, heart rate, or both may be rapid.

¢ As sepsis worsens, pecple become confused and less alert. The skin becomes warm and

. flushed. The pulse is rapid and pounding, and peaple breathe rapidly. People urinate less
often and in smaller amounts, and blocd pressure decreases. Later, body temperature often
falls below normal, and breathing becomes very difficult. The skin may become coot and
mottled or blue because blocd flow is reduced. Reduced blood flow may cause tissue,
including tissue in vital organs (such as the intestine), to die, resulting in gangrene.

! When septic shock develops, blood pressure is low, even despite treatment.

With treatment, the risk of death is about 15% fer people with sepsis and 40% or more for
paople with septic shock,

Diagnosis _

Doctors usually suspect sepsis when a person whao has an infection suddenly develops a
very high or low temperature, a rapid heart or breathing rate, or low blood pressure. To
confirm the diagnosis, doctors look for bacteria in the bloodstream (bacteremia), evidence of
another infection that could be causing sepsis, and an abnormal number of white blood cells

in a bloed sample.

Samples of blocd are taken to fry to grow the bacteria in the laboratery (blood culture)—a
process that takes 1 to 3 days. However, if people have been taking antibiotics for their
initial infection, bacteria may be present but ot grow in the culture. Sometimes catheters
are removed from the body, and the tips are cut off and sent for culture. Finding bacteria in
a catheter that had contact with the blood indicates that bacteria are probably in the

bloodstream.

To check for other infections that may cause sepsis, doctors take samples of fluids or
tissue, such as urine, cerebrospinal fuid, tissue from wounds, or sputum coughed up from
the lungs. These samples are cultured and chacked for bacteria. Imaging tests may aiso be

done.

Other tests are done to look for signs of organ malfunction and other complications of
sepsis. They may include the following:

» Blood tests to measure levels of lactic agid, other metabolic waste products, and platelets
(cells that help the bloed clot). Levels of waste products may be high, and the level of
platelets may be low.

+ Blood tests or a sensor placed on a finger {pulse oximetry) to measure oxygen levels and
thus evaluate how well the lungs and blood vessels are functlioning

» Electrocardiography (ECG} to look fer abnormalities in heart rhythm and thus determine

: whether the blood supply to the heartis adequate

© Other tests to determine whather shock resuits from sepsis or another probiem

¢ Treatment

©  Sepsis and septic shock must be treated immediately with antibiotics—even before test

i results confirm the diagnosis. A delay in antibictic treatment greatly decreases the chances
| of survival. Pacple with symptems of septic shock are immediately admitted to an intensive

care unit for treatment.

When choosing the inltial antibiotics, dectors consider which bacteria are most likely to be
present, which depends on where the infection started. Often, two or three antibiotics are
i given together to increase the chances of killing the bacteria, particularly when the source of
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the bacteria is unknown. Later, when the test results are available, doctors can substitute
the antibiotic that is most effective against the spacific bacteria causing the infection.

If present, abscesses are drained, and catheters or other medical devices that may have
started the infection are removed. Surgery may be done to remove dead tissue.

Severe sepsis or septic shock can be treated with drotrecogin alfa {activated protein C).
i This drug is an artificially praduced human protein that prevents inflammation and blood
¢lotting. It may reduce the risk of death due to severe sepsis or septic shock.

Psople with septic shock are also given large amounts of fluid intravenously to increase the
amaount of fluid in the bloodstream and thus increase blood pressure. Drugs, such as

dogamine or | norepinephrine I (which cause blood vessels to narrow), may be needed to
increase blood flow to the brain, heart, and other organs. Oxygen is given through a mask,
through nasal prongs, or, if 2 breathing (endotracheal) tube has beeninserted, through that

tube. if needed, a mechanical ventilatar is used to help with breathing.

Last full review/revisicn September 2008 by Lowell 8. Young, MD
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Septic Shock

WHAT YOU SHOULD KNOW

Septic shock is @ lifa-threatening reaction to a
severe infection. During septic shock, the body
tissues and organs do not get enough blood and
oxygen.

Causes

overwhelms the body's defenses and spreads. [n
some severe infections, the germs make harmful
toxins that can cause fluid to leak from blood
vassels out into the tissues, The toxins may also
prevent the heart fram beating strongly enough.
Together, these reactions lower bicod prassure.
If biood pressure gets too low, the body and its
organs become deprived of oxygen. The body
tries to help itself, but without enough oxygen, it

makes too much of certain waste products. These :

extra wastes can do additional harm.

Signs/Symptoms

If you deveiop a small infection in one part of the
body, the symptoms may include redness,
swelling, and tenderness, Signs that the infection
has spread throughout the body are fever, fast
breathing, dizziness, and fast heart rate.

Care

Septic sheck is an emergency that requires
treatment in the hospital. While there, you will
get medicine to treat your infection, plus IV

fluids, oxygen, and possibly medicine to raise the
hlood pressure,

Risks

without treatment, septic shock is usualiy a
kifier. The sooner you receive freatment, the
better your chances of recovery.

IF YOU'RE HEADING FOR THE HOSPITAL...

What to Expect While You're There

You may encounter the fellowing procedures and

equipment during your stay.

« Taking Vital Signs: These include yvour
temperature, biood pressure, pulse {counting
your heartbeats), and respirations (counting

_your breaths). A stethoscope Is used to listen

to your heart and ungs. Your biood pressure Is

taken by wrapping a cuff around your arm.

» Oxygen: Your body ray need extra oxygen at
this time. It is given either by a mask or nasal
prongs. Teli the doctor If the oxygen is drying

. out your nose or if the nasal prongs are
bothersome.

« Pulse Oximeter: While getting oxygen, you
may be hocked up to & pulse oximeter (ox-IM-
ih-ter), It is placed on an ear, finger, or tee
and is connected to a machine that measures
the oxygen in the blood,

» IV: A tube placed in the vein for giving
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medicine or liquids. Tt will be capped or have
tubing connected to it

« Blood: Usually taken from a vein in a hand or
from the bend in an elbow. Tests will be done
on the biood.

+ Blood Gases: For this test blood is taken from
an artery in a wrist, elbow, or groin. It is tested
for oxygen.

« ET Tube: This tube is passed through either

the mouth or nose and down into the windpipe.

1t is often hooked up to a breathing machine.

With the tube in place, you will not be able to

talk,

¢ Ventilator (VENT-ih-lay-ter): A special
machine used to help with breathing. This will
help you save energy that your body needs fo
get better,

« Chest X-ray: This picture of the lungs and
heart shows how they are handling the iliness.

« ECG: Also called a heart monitor, an
electrocardiograph (e-LEK-tre-CAR-dee-o-
graf), ar EKG. The patches on your chest are
hooked up to a TV-type screen or a small
portable box (telemetry unit). This screen
shows a tracing of each heartbeat. The heart
will be watched for signs of injury or damage
that could be related to the iliness.

+ Foley Catheter: This tube drains urine from
the bladder until you can urinate on your own.

« Coughing and Deep Breathing: Itis
Important to do this often because it helps
keep the lungs from getting infected.

o To ease the pain during coughing and deep
breathing, a 6 inch elastic bandage can be
loosely wrapped around the rib cage.

o Hotding a pillow tightly against the chest
when coughing can help ease any pain.

+ Medicines:

o Antibiotics will be used to fight the
infection, They may be given by IV, in a
shot, or by mouth,

¢ Blood pressure medicine may be given
through your [V in order to bring your blood
pressure up to normai. Once the infection is
under controi and the body can take care of
ltself, this medicine can be stopped.

« Heart Tubes/Wires: You may be attached to
many different tubes and wirgs, Some may
enter your body under the coltarbone or in the
groin and be threaded into the heart, They are
attached to monitors that measure the heart
while it's working. These readings help the
doctor guide your treatment.
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FACTS ABOUT SEPSIS AND SEVERE SEPSIS

DEFINITION Sepsis is a syndrome characterized by an overwhelming systemic
(whole body) response to infection, which can rapidly lead to loss
of limbs, organ dysfunction, and ultimately death. The body’s
normal reaction to infection goes into overdrive, setting off a
cascade of events that can lead to widespread inflammation and
clotting. Scvere sepsis is sepsis with associated acute organ
dysfunction.

SYMPTOMS Symptoms of sepsis include reduced mental alertness, confusion,
shaking, chills, fever, nausea, vomiting, and diarrhea in the
presence of infection, Patients with sepsis rapidly get worse.

PREVALENCE Every year, severe sepsis strikes an estimated 750,000 people in
the United States, 215,000 of whom die. The incidence of severe
sepsis is expected to rise to 1 million by the end of the decade as
the population ages. Sepsis is the leading cause of death in the
non-coronary ICU. Severe sepsis takes more lives than breast,
colon/rectal; pancreatic, and prostate cancer combined. In fact, a
recent report from the CDC ranked septicemia, & form of sepsis, as
the tenth leading killer in the United States. And more people die
from sepsis each year than from septicemia.

CAUSES Sepsis can be triggered by a bacterial, viral, parasitic, or fungal
infection, often the result of events such as trauma, surgery, and
burns, or illnesses such as cancer and pneumonia. Researchers are
unsure why some patients progress to sepsis while others do not.

-more-

Xigris™ is indicated for the reduction of mortality in adult patients with severe sepsis (sepsis associated with acute
organ dysfunction) who have a high risk of death (e.g., as determined by APACHE 11). See important safe% information
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COMMON TERMS Sepsis -- characterized by a generalized inflammatory response,

PEOPLE AT RISK

COSTS

TREATMENT

which can include abnormal clotting and bleeding, in the presence
of infection..

Septicemia -- sepsis that begins with a blood-borne infection.
Severe sepsis -- sepsis with associated acute organ dysfunction.

Septic shock -- severe sepsis in which the cardiovascular system
begins to fail, the blood pressure drops, and vital organs are
deprived of adequate blood supply.

Sepsis can strike anyone at any age, although the elderly, hospital
patients, and people with pre-existing conditions (such as trauma,
burns, surgery, or cancer) may be at greater risk.

The estimated costs associated with the treatment of patients with
severe sepsis was approximately $17 billion annually in the U.S. in
1995.

Current treatment for patients with severe sepsis consists of
supportive care, including antibiotics, mechanical ventilation, or
kidney dialysis, but none of these measures specifically treats
severe sepsis. Many companies have tried and failed to develop an
effective treatment,

#H##

Xigris™ is indicated for the reduction of mortality in adult patients with severe sepsis (sepsis associated with
acute organ dysfunction) who have a high risk of death (e.g., as determined by APACHE 11). See important safety
information on Xig ris™ included in this kit or on www.aboutXigris.com. Complete prescribing information for
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Definition
3y Maye Clinic staft

Hypercalcemia is a condition in which
the calciurn tevel in your blood is
above normal. You need calcium for
hone formatton, 1t also plays an
fmpartant role in contracting
muscles, releasing hormones, and
-ensuring that your nerves and brain
function properly. High caicium leveis, howaver, can interfers with these
processes.

parathyrold glands

The main cause of hypercalcemtia is overactivity in one or more of your
parathyrold glands, which regulate calcium, Post-menapausal women are
most likely to develop hypercalcemia caused by overactive parathyrold
glands. Other causes of hypercalcemia include cancer, certain other
medicai disorders, some medications, and excessive use of calcium and
vitamin D supplements.

Signs and symptoms of hypercalcemia may range from nonexistent to
severe. Treatment depends on the underlying cause.

Symptoms
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Overview

Chronic kidney disease is the slow loss
of kidney function over time. The main
function of the kidneys is to remove
wastes and excess water from the body.

Symptoms

The early symptoms of chronic kidney
disease often occur with other illnesses,
as well. These symptoms may be the
only signs of kidney disease until the
condition is more advanced.

Symptoms may include:

e General ill feeling and fatigue

e Generalized itching (pruritus) and
dry skin

o Headaches

e Weight loss without trying to lose
weight

s Appetite loss

e Nausea

Other symptoms that may develop,
especially when kidney function has
worsened:
s Abnormally dark or light skin
¢ Bone pain
e Brain and nervous system
symptoms
o Drowsiness and confusion
o Problems concentrating or
thinking
o Numbness in the hands,
feet, or oiher areas
o Muscle twitching or cramps
» Breath odor
s Easy bruising, bleeding, or blood
in the stool
¢ Excessive thirst
e Frequent hiccups
o Low level of sexual interest and
impotence
« Menstrual periods stop

Nustrations

Kidney,

Medical News Today (press
release} - 1 week ago

Chronic kidney disease and end
stage renal disease affect more
than 2 out of every 1000 people
in the United States. Diabetes
and high blood pressure are ...

Tips from the American Journal of
Pathology

EurckAlert (press release) - 1
week ago

Chronic kidney disease and end
stage renal disease affect more
than 2 out of every 1000 people
in the United States. Diabetes
and high blood pressure are ...

Overview of chronic kidney failure
Helium - 1 week ago

For example, in chronic renal
failure and acute renal failure
there is retention in the blood of
the compounds urea and
creatinine. ...

Google Scholar More »

Clinical epidemiology of

Kidney Disease

RN Foley - Journal of Renal Care,
2010 -
www3.interscience.wiley.com
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(amenorrhea)
Steep problems, such as
insomnia, restless leg syndrome,

and obstructive sleep apnea
Swelling of the feet and hands
{edema)

Vomiting, typically in the morning

Treatment

Controlling blood pressure is the key to
delaying further kidney damage.

Angiotensin-converting enzyme
(ACE) inhibitors or angiotensin
receptor blockers (ARBs} are used
most often.

The goal is to keep blood pressure
at or below 130/80 mmHg

Other tips for protecting the kdineys and
preventing heart disease and stroke.

Do not smoke.

Eat meals that are low in fat and
cholesterol

Get regular exercise (talk to your
doctor or nurse before starting).
Take drugs to lower your
cholesterol, if necessary.

Keep your blood sugar under
conirol.

Always talk to your kidney doctor before
taking any over-the-counter medicine,
vitamin, or herbal supplement. Make sure
all of the doctors you visit know you have
chronic kidney disease.

Other treatments may include:

Special medicines called
phosphate binders, to help prevent
phosphorous levels from
becoming too high

Treatment for anemia, such as
extra iron in the diet, iron pills,
special shots of a medicine called
erythropoietin, and blood
transfusions

Extra calcium and vitamin D
(always talk to your doctor before
taking)

You may need to make changes in your
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risks of death, cardicvascular
events, and hospitalization
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diet. See: Diet for chronic kidney disease
for more details.
e You may need to limit fluids.
o Your health care provider may
recommend a low-protein diet.
¢ You may have to restrict salt,
potassium, phosphorous, and
other electrolytes.
e ltis important to get enough
calories when you are 0sing
weight.

Different treatments are available for
problems with sleep or restless leg
syndrome,

Everyone with chronic kidney disease
should be up-to-date on important
vaccinations, including:

¢ Pneumococcal polysaccharide
vaccine (PPV)
influenza vaccine
HiN1 (swine flu) vaccine
Hepatitis B vaccine
Hepatitis A vaccine

When loss of kidney function becomes
more severe, you will need to prepare for
dialysis or a kidney transplant.

s When you start dialysis depends
on different factors, including your
lab test results, severity of
symptoms, and readiness.

e You should begin to prepare for
dialysis before it is absolutely
necessary. The preparation
includes learning about dialysis
and the types of dialysis therapies,
and placement of a dialysis
access.

e Even those who are candidates for
a kidney transplant will need
dialysis while waiting for a Kidney
to become available.

Causes

Chronic kidney disease (CKD) slowly
gets worse over time. in the early stages,
there may be no symptoms, The loss of
function usually takes months or years to
occur. It may be so slow that symptoms
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do not occur until kidney function is less
than one-tenth of normal.

The final stage of chronic kidney disease
is called end-stage renal disease
(ESRD). The kidneys no longer function
and the patient needs dialysis or a kidney
transplant.

Chronic kidney disease and ESRD affect
more than 2 out of every 1,000 people in
the United States.

two most common causes and account
for most cases.

Many other diseases and conditions can
damage the kidneys, including:
s Problems with the arteries leading
to or inside the kidneys
e Birth defects of the kidneys (such
as polycystic kidney disease)
» Some pain medications and other
drugs
e Certain toxic chemicals
» Autoimmune disorders (such as
systemic Jupus erythematosus and
scleroderma)
injury or trauma
Glomerulgnephritis

Reflux nephropathy (in which the
kidneys are damaged by the
backward flow of urine inta the
kidneys)

o Other kidney diseases

e @ o o

Chronic kidney disease leads to a
buildup of fluid and waste products in the
body. This condition affects most body
systems and functions, including red
blood cell production, blood pressure
control, and vitamin D and bone health.

Tests & diagnosis

High blood pressure is almost always
present during all stages of chronic
kidney disease. A neurclogic examination
may show signs of nerve damage. The
health care provider may hear abnormal
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heart or lung sounds with a stethoscope.

A urinalysis may show protein or other
changes. These changes may appear 5]
months to 10 or more years before
sympioms appear.

Tests that check how well the kidneys
are working include:

e Creatinine levels

e BUN

o Creatinine clearance

Chronic kidney disease changes the

results of several other tests. Every

patient needs to have the following

checked regularly, as often as every 2-3

months when kidney disease gets worse:
s Potassium

Sodium

Albumin

Phosphorous

Calcium

Cholesterol

Magnesium

Complete blood count (CBC)

Electrolytes

Causes of chronic kidney disease may
be seen on:

» Abdominal CT scan

e Abdominal MRI

e Abdominal ultrasound

e Renal scan

This disease may also change the results
of the following tests:

e Erythropoietin

s PTH

¢ Bone density test

Prognosis

Many people are not diagnosed with
chronic kidney disease until they have
lost much of their kidney function.

There is no cure for chronic kidney
disease. Untreated, it usually progresses
to end-stage renal disease. Lifelong
treatment may control the symptoms of
chronic kidney disease.
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Prevention

Treating the condition that is causing the
problem may help prevent or delay
chronic kidney disease. People who have
diabetes should control their blood sugar
and blood pressure fevels and should not
smoke.

Complications

¢ Bleading from the stomach or
intestines
Bone, joint, and muscle pain

e Changes in blood sugar

o Damage to nerves of the legs and
arms (peripheral neuropathy)

e Dementia
Fluid buildup around the lungs
{pleural effusion)

e Heart and blood vessel
complications

o Congestive heart failure

Coronary artery disease
High blood pressure

Stroke
High phosphorous levels
High potassium levels
Hyperparathyroidism
Increased risk of infections
Liver damage or failure

Malnutrition
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Seizures

Weakening of the bones and

increased risk of fractures

The information provided on this page should not be used during any medical emergency or for
the diagnosis or treatment of any medical condition. A licensed medical professional should be
consulted for diagnosis and treatment of any and all medical conditions. Call 811 for all medical
emergencies. Links to other sites are provided for information only — they do not constitute
endorsements of those other sites.
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A.D.AM. creates health content for consumers that is physician-reviewed by experts in their
field. © 1997-2010 A.D.AM., Inc. Any unauthorized duplication or distribution of the information

contained herein is strictly prohibited.

AD.AM. Inc. is accredited by URAC, also known as the American Accreditation HealthCare
Commission (www.urac.org). URAC's accreditation prograrn is an independent audit to verify
that A.D.A.M. follows rigorous standards of guality and accountabifity. A.D.AM. is among the
first to achieve this important distinction for online health information and services. Learn more
about A.D.AM.'s editerial process. ADAM. is also a founding member of Hi-Ethics and
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Batter information. Eettr health,
Article Link: http://ww.webmd.com/a-to-z~guides/understanding-anemia—basics

Information and Resources
Understanding Anemia - the Basics

What Is Anemia?

Anemia is a condition that develops when your blood lacks enough healthy red blood cells. These cells are
the main transporters of oxygen to organs. If red blood cells are also deficient in hemoglabin, then your bedy
isn't getting enough oxygen. Symptoms of anemia - like fatigue - occur because organs aren't getting

enough oxygen.

Anmia

Anemia is the most common biood condition in the U.S. 1t
affacts about 3.5 million Americans. Women and people with

chronic diseases are at increased risk of anemia. Important factors to remember are:

Certaln forms of anemia are hereditary and infants may be affected from the time of birth.

Women in the childbearing years are particularly susceptible to a form of anemia called iron-deficiency
anemia because of the blood loss from menstruation and the increased blood supply demands during

pregnancy.
Seniors also may have a greater risk of developing anemia because of poor diet and other medical
conditions.

There are many types of anemia. All are very different in their causes and treatments. Iron-deficiency anemia,
the most common type, is very treatable with diet changes and iron supplements. Some forms of anemia -
like the anemia that develops during pregnancy -- are even considered normal. However, some types of

anemia may present lifelong health problems.
What Causes Anemia?

There are more than 400 types of anemia, which are divided into 3 groupings:

Anemia caused by blood loss
Anemia caused by decreased or faulty red blood cell production
Anemia caused by destruction of red blood cails

See more about:  Anemia  Iron Deficiency Hemoglobin  Red Blood Cells
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Anemia Caused by Biood Loss

Red blood cells can be lost through bleeding, which can occur siowly over a long period of time, and can often
go undetected. This kind of chronic bleeding commonly results from the following:
Gastrointestinal conditions such as uicers, hemorrhoids, gastritis (inflammation of the stomach) and cancer
Use of nonsteroidal anti-inflammatory drugs (NSAIDS) such as aspirin or Motrin

Menstruation and childbirth in women, especially if menstrual bleeding is excessive and if there are multiple
pregnancies

Anemia Caused by Decreased or Faulty Red Blood Cell Production

The body may produce too few blood cells or the blood cells may not work properly. In either case, anemia
can result. Red blood cslls may be faulty or decreased due to abnormal red biood cells or the a lack of
minerals and vitamins needad for red blood cells to work properly. Conditions associated with these causes of

anemia include the following:

Sickle cell anemia

Iron deficiency anemia

Vitamin deficiency

Bone rarrow and stem cell problems
Other health conditions

Sickle cell anemia is an inherited disorder that affects African-Americans. Red blaod calls become crescent-

shaped because of a genetic defect. They break down rapidly, so oxygen does not get to the body's crgans,
causing anemia. The crescent-shaped red blood cells also get stuck in tiny blood vessels, causing pain.

1] 2| 3 [NEXTPAGE>

WebMD Medical Reference

See more about ;  Anemia  bron Deficiency Hemogiobin  Red Blood Cells
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) ) B bicarbonate. The functions and normal range values for
contraction of tha ventricle muscles is thase elacirolytes are described below.
{ Read more about the signs and symptoms of

;
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| eongestive heart faifure v
[

Many diseases can impair the pumping Sodium

action of iha ventricies. For example, S e T o o o ‘

the muscles of the veniricles can be Sodium is the maj?r pnsmv? ion (catio_n] |n. fluid outside
. . . - . - of calis. Tha chamical notation for sodium is Na+. When

weakensd b_y heart attacks or infections (myocarditis). Tha diminishsd pumping ability of combined with chlarida, the rasuiting substanca is table

the ventricles due 1o muscle weakening is called systolic dysfunction. After each cait, Excess socium {such as that obtained from dietary

ventricular contraction (systofe) the ventricle muscles need to relaxio allow blood from the | soyrcasy is exereted In the urine, Sodium regulates the
total amourt of waler in the body and the fransmission
of sodium into and out of individual celis also plays a
Diseasas such as hemachromatesis (iren overioad) or amyloidosis can cause stiffening of | (515 in critical bady funct...

the hearl muscle and imgair the ventricles’ capacity o relax and fil}; this is referred lo as
drastolic dysfunction. The most comman cause of this is longstanding high blood pressua
rasulting in & thickened (hypertrophied) heart. Additionally, in soma patisnts, akhough the
pumping action and filling capacity of the heart may be narmal, abnormally high oxygsn

atria to fill the ventricles. This relaxation of the ventiicles is called diastole.

feead the Electrolytes article »

- demand by the body's tissues (for example, with hyperthyraidism or gnemia) may make it Popular COlIeCtionS

difficult for the heart to supply an adequats blood flow {called high culput heart faiture}.

In seme individuals one or more of these factars can ba present to cause congestive heart gll images »
failure. The remainder of this article will focus primarily on congestive heart failure that is all slideshows »

dua 1o heart muscle weakness, systalic dysfunction.

Congestiva haart failure can affect many organs of the bady. For example.

« The waakeaned heart muscles may not be able to supply enough blood ta the
kidneys, which than begin to fose their normat ability to excrete salt (sodiur) and
water. This diminished kidney function can cause the body to retain mors fluig, [:l
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abifity to exercise is decreased,

Fluid may likewise accumulate in the liver, thereby impalring its ability to rid the body
of toxins and produce essential proteins.

The intestines may becoms less efficient in absorbing nutrients and medicines.

Fluid also may accumulate in the exiremities, resulting in gdema {swelling) of tha
ankles and feet.

Evenlually, untreated, worsening congestive heart failure will affact virtually evary organ in
the bady. '

of the heart and valves, left and right ventricles, left and right atria

WEirsl Valve

Righi Atrirm: stral Vawe Shordae

. Aartlc VaNE
Tricuspic vaks <—B

Left Ventricle
Right Ventricle
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What causes congestive heart failure?

Many disease processes can impair the pumping efficiency of the heart o cause
congestive heart failure. In the United States, the most common causes of congestive

haart failure are:
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Less common causes include viral infactions of tha stiffening of the heart muscle, thyraid

disorders, disorders of the heart thylhm, and many others.

it should also bs neted that in patients with underlying heart disease, taking cartain
medications can lead to the development or worsening of congestive heart failure. This is
aspecially irua for those drugs that can cause sodium retention or affact the power of the
heart muscle. Exampies of such medications are the commonly used nansteroidal
nflammatory drugs (NSAIDs), which includs ibuprofen (Motrin and othars) and
naproxen (Aleve ang others) as well as certain storeids, some medication for diabetes
{such as rosiglitazone {Avandia} or pinglilazone [Actos]), and soms calcium channel

biockers.
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JACKSONVILLE SHERIFF'S OFFICE
501 E. BAY STREET
JACKSONVILLE, FLORIDA 32202-2975

EMPLOYEE COMPLAINT FORM

Nature of Incident/Event LA. # {Administrative Use Only)

Fﬂ\sﬁ%(ni Police Re;w’r&/(\/\w\(&? Racorels

SHERIFF'S OFFICE EMPLOYEE INFORMATION CITIZEN INFORMATION

Employee’s Name and 1D# (if known) Mary Leach, Patritic] Citizen's Name (First Ml Last)
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Waon 1 ¢
.:mﬁﬁd
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Race Sex Height | Weight | Approximate Age Home Address Apt#
viagl /e lu S 21455 Pisen Dels Heeq
Other Identifying Characteristics City . State | Zip Code
A /A Laguaa ygve] | CA gie?’

Vehicle or Tag # Vehicte Model In Uniform Race Sex D.0.B.
— W/ A = white Femtle May Q,146Y
Employee Vehicle Description (Marked/Unmarked, Color) Home # Business # Cell #

N /A VA NIR Auhi-280-4306

Location of Incident/Event Name of Witness (First Ml Last)

AI00 S 0Me s> Alooue
Day and Date'of Incident/Event Time Wiiness Address City, State Zip Code
Nafo0s Variovs | .
Witnes%Bhone Number(s)y’

Today’s Date and Time

GeAptr 22, 2010

EXPLANATION OF EVENT: (Alsoc list on the back any additional information, employees, witnesses, etc)

Pliwee e atlacled.

F.5.5. 837.06: Whoever knowingly makes a false statement in writing with the intent to mislead a public servant in
the performance of his or her official duty shall be guilty of 2 misdemeanor of the second degree.

Signature of Citizen: L)£404 ¢ panctond Ak A L
All information Is true and correct to the best of my knowledge.

Employee Accepting Form Assignment Date and Time

P-0235 Rev. 03/2009 ,ﬁf}} |
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RE: Internal Affairs Case No: 10-00683

Kerrie Merrifield
31452 Pasco De La Playa
Laguna Niguel, CA 92677

Dear Ms. Merrifield

As Medical Director of the Division of Health Services for the Department of Corrections at the Jacksonville
Sheriff’s Office I appreciate bringing your concerns to our attention. Your observations are of great importance to
us and as part of our Continuous Quality Improvement process we welcome and encourage the community to
communicate with us to ensure that services delivered to our patients are commensurate with community

standards, national guidelines and accreditation requirements.

I have reviewed in detail your concerns and T clearly understand the perception that you have about the care of
vour father. I will address your concerns one by one as you have listed them. I hope that at the end of this review
you will find my response satisfactory with the assurance that your father had access to adequate medical care and
that the corresponding documentation is honest and thorough. Nevertheless we have taken some actions in our
continuous education for our health care workers making emphasis in proper encounter documentation and, most
importantly, the consistency of such documentation.

Before responding to your observations, please allow me to give you an overview of our internal processes that 1
am sure will clarify some of your concerns.

The Diabetes Mellitus Flow Sheet is the official Medication Administration Record (MAR). Orders and clinical
decisions are made based on this information. In other words, when the patient is called to the clinic for his blood
sugar testing, the results are recorded on the MAR as well as the instructions for Insulin. These are followed by
the health care personnel performing the test. Any changes on insulin requirements or frequency of blood sugar
testing are done after review of this MAR.

BB (Before Breakfast) readings are scheduled every day around 4:00 A.M.; BL (Before Lunch) readings are
scheduled every day between 10:00 AM and 11:00 AM coinciding with lunch time; BD (Before Dinner) readings
are scheduled every day around 4:00 PM. Other readings are scheduled as needed.

The purpose of documenting the results of the blood sugar testing in the E.H.R. is to have a general overview at
the chronic care visits of the patient’s evolution. Every patient with a chronic condition such as diabetes is
automatically scheduled for periodic review of his/her condition. Thanks to the documentation of the blood sugar
tests the clinician has a general idea of blood sugar variations and is able to educate the patient on Diabetes care.
However, any medical decision on medication change is based on variations of the Hemoglobin Alc and the

results documented in the MAR.
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The health care personnel made every effort to document the results of the blood sugar tests and the
corresponding action taken (i.e. how much insulin was given) in the E.H.R. (Electronic Health Record — Allscripts
Enterprise V11). However, this goal is not accomplished one hundred percent of the times and unfortunately our
blood glucose testing devices are not connected to the E.H.R, so the recording process still is manual and
therefore operator dependent. Please notice two things in the following image:

Blooi Clucose AR

Stetus [ Active w| [Seue ] acive
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The first one (the Resulted field) is grayed out, and not
modifiable by the user. The E.H.R. automatically records the

date that the Result Entry window is opened. In this example the actual date when I opened this window was
November 3",

The second one Cﬂilectedfxammd '23~JUFQUUQ 07:12AM I@ {Collected/Examined) is the field that is

open to the operator | to manually enter the date and time that
the actual specimen was collected. In this example I was able to change the date back to 2009.

Another thing that I want to bring to your attention is the button “Now” next to the Collected/Examined field. If
the test is being resulted at the time of collection this button makes the documentation process faster by recording
the current time upon clicking on it. However, the resulting in the E.H.R. usually happens after the actual time of
collection and the operator is supposed to change the date/time to reflect the actual collection time.

The document referred in your letter as “Diagnostics Details Sheet” is a gencric document used by the E.H.R. to
print results from different activities including vital signs and laboratory tests. There is no expectation of
agreement in date and time since the activities described are independent and not intended as back up as you

mentioned.

Now my response the items that you listed:
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The blood sugar testing results were documented in the official MAR as you stated. However, the health
care workers did not enter the results in the E.H.R. As stated before this direction is not followed a
hundred percent of the times. The back up documents you referred to do not correspond to the blood
sugar testing activities but they represent documentation that vital signs were taken at different times by
different staff members. Please see Procedure Reinforcement Education number one (PRE 1) below.

The MAR is the official record for the blood glucose testing results and the action taken were based on
the MAR records. Clearly the health care worker entry in the E.H.R. is inaccurate. Please see PRE 2

below.

The Resulted field was 8:46 P.M. This is the time that the E.H.R. resulting window opened as explained
above. This field is non-modifiable and is the clectronic stamp of the resulting activity. In the Collected
field was 8:47 P.M. The operator clicked the NOW button recording the current time instead of entering
the actual time that the blood sugar test was performed. Please see PRE — 3 below.

Your observation here is similar to Item 1. The MAR evidences that the actual test took place.

Your observation here is similar to Item 3. The Result window was opened at 11:10 P.M. meaning the
E.H.R. is stamping the activity at this time and it’s not modifiable by the user. In the Collected field the
operator clicked the NOW button recording any time after the resulting window was opened. The operator
should have changed the collected time to the actual collection time. Please see PRE -~ 3 below.

The MAR shows 3 readings, the first is 60 mg/dL L-20 given, patient called back at 10:30 BS 163 (This
reading was not recorded in the E.H.R.). The BD was performed around 4:30 PM (usual time for BD as
stated before). The operator entered the results in the E.H.R. at 9:46 PM, however, selected AM instead of

PM in the collected field. See PRE - 2 below.

The MAR shows 4 readings. 80 mg/dL. BB, 56 mg/dL mid morning, 62 mg/dL at 13:10, repeat reading at

13:15 of 75 mg/dL and 176 mg/dL BD. The repeated reading at 13:15 was not documented in the MAR$ (r

but it was postdated in the E.-LR. The resulted time 6/26/09 reflects again the time that the resulting
window was opened. The collected time is the time of the actual testing. See PRE - 4 and 5 below.

See item 7 above. The blood sugar of 75 mg/dl was not documented in the MAR and the difference
between the resulted time and collected time as explained above.

The image encounters not necessarily correlate when the patient is seen. The encounter is stamped
automatically by the computer at the time that the operator opens the E.H.R. to document any action taken
on the patient. The documentation certainly can be entered at a later time.

What vou refer as back up detail page is not a correct interpretation of the way the blood sugars are

recorded. The MAR is the official document upon clinical decisions are made. The documentation in the g

E.H.R. is operator depending and not necessarily all of the blood sugar readings are documented. The
documentation in the E.H.R. as explained above may be entered at a later time and the system registers
the time of entry in the E.H.R. as resulted and the operator change or accepts.the default in the collected
field. The lack of signature in one of the entries is definitively a nursing error that is being actively .
addressed. These kinds of errors are unacceptable. Please see PRE - 5

The entry in the E.FLR. is post-dated; therefore the resulted time is 6/26/09. However, the blood sugar test
was performed on 6/24/09, though it was not recorded in the MAR.




Procedure Reinforcement Education (PRE)

PRE 1 — Documentation of Blood Sugar in the E.JHLR. All personnel have been reminded that every blood
sugar test documented in the Diabetic MAR must be entered in the E.H.R. without exception. The goal is 100%
and a monthly audit will be performed as a quality indicator.

PRE 2 — Accuracy transmission of data from MAR te E.H.R. All personnel have been reminded of the need to
accurately enter the blood glucose test in the E.H.R. The goal is 100% accuracy and a quality indicator/audit tool
has been implemented to review accuracy at least twice a month.

PRE 3 - Use exact time of collection instead of the NOW button. All personnel have been reminded of the
need to accurately enter the time and date of the collected/examined blood glucose levels. The goal is 100% and it

will be incorporated as a quality indicator along with the previous item.

PRE 4 — All BS must be documented in the MAR. All personnel have been reminded that the MAR is the
official document to document every blood glucose test done even if not scheduled.

PRE 5 — Postdated data. All personnel have been reminded on the proper procedure to document postdated data
in the E.H.R.

PRE 5 — MAR signatures. All personnel have been reminded on the mandatory nursing regulations regarding the
signature/initials on every activity done in the MAR. Written reprimand is considered in the failure to sign/initial
any of these activities.

Summary
Your observations have been thorough studied and I have found inconsistencies that are being constantly

addressed with our personnel. However, there is no evidence of malicious intent to falsify documentation. The
majority of the discrepancies noted by your observations were based on the assumption that the resulted time in
the E.H.R. was the time that the blood sugar test was performed. As you realize now, the resulted time is the time
that the E.H.R. documents the activity of entering the results. The actual time of the test is documented by the
operator in the collected time. The two major issues from the quality improvement point of view is to better
document post-dated entries and the absence in one entry of the signature/initials of the operator performing the
blood sugar levels. I am determining who that worker is and it will be reprimanded.

We take your observations seriously and I hope that my review and recommendations answer to your questions.
You are welcome to visit us and see our operation. You will find dedicated health care personnel, genuinely

compassionate and caring for every patient in our facility.

Sincerely,

Mazx Solano, MD

Chief Medical Officer
Division of Health Services
Department of Corrections
Jacksonville Sheriff’s Office
500 E Adams St— PTDF — M4
(904) 630-7425

Jacksonville, FL, 32202
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