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Seon Ko, CHIM
Health Information Management Practitioner

gﬁﬁk%ﬁ t{: , Q gwg Royal University Hospital and Jim Pattison Children’s Hospital
eal t

’% 103 Hospital Drive
§m§ y Saskatoon, SK S7N OW8

P: 306-655-1745] F: 306-655-1930

26 April 2024

Richard Fehr
PO Box 38028
Saskatoon, SK 87N 1H2

Dear Richard Fehr

RE: NAME: FEHR, Richard
DOB: 23 February 1981

Thank you for your written request for personal health information, dated 5 April, 2024 and
received at Royal University Hospital and Jim Pattison Children's Hospital on 5 April, 2024;
pursuant to section 32 of The Health Information Protection Act (HIPA) requesting access to
Richard Fehr for a complete records at RUH from December 2, 2021 to July 1, 2022:

The Saskatchewan Health Authority (SHA) is pleased to provide you with your personal health
information in accordance with subsection 36(1)(a) of HIPA. Subsection 36(1)(a) states:

36(1)(a) Within 30 days after receiving a written request for access, a trustee must
respond to the request in one of the following ways: (a) by making the personal health

information available for examination and providing a copy, if requested, to the
applicant.

Fee Payment
An itemized invoice for the amount of $806.00 is enclosed. Please forward your invoice and
payment to the cashier. Retain one copy for your records.

If you have questions regarding this file, please contact the writer.

if vou are not satisfied with the decision of the Health Information Services department, you
may contact the SHA Privacy Office at 1-844-655-0259 for a further review of the file.

Yours truly,

Seon Ko, CHIM

Health Information Management Practitioner
Health Information Services

Page | 1



1139390

Saskatchewan
Health Authority

REQUEST FOR ACCESS TO PERSONAL HEALTH INFORMATION

Access —Is the right of the individual {or his/her lawfully authorized representative, per Section 56 HIPA) to view or obtain coples|of records in custody
or control of o Trustee. Health information Protection Act, Section 32.

Patient Information: B .
First and Last Name (as appears on health card) Health Services Number {provirice of issue included)
Richard  Fehr V 540 225 758
Date of Birth {mmm-c‘i.d-yyvy} / Telephone Number '
Ifgb ‘33"_[;? S’{ Home: Cell: 30(9 33\0{- :725-9

Mailing Address

Po.Box 3302€

City

Province/State Postal or Zip Code (
Saskatoon Sos k. STIN I H 2

Personal Heaith Information Requested: - f

Please list the slte(s) you are requesting your information from (this does not include private chinfcs):

Roya | Universidy Hospital

Please provide specific information requested and dates of visits;

My Full medicad Lile hide T was et Rur
rom Dec 3. 2021 - Jely 1 3032 '

Receipt of Personal Health Information:

How do you wish to access this information? Please select one:

K{Receive coples of originals: [ Mail to address above or E(Pick—up only {Fult name of person picking up: ( DO#" &gn_}:c[n:__q

(If different than requestor)
U Examine original with a Saskatchewan Health Authority (SHA) representative (appointment required) 3606 A7T0-094y

Please note any personal health Information selected for plek up that is left more than 90 days from date pf
request will be destroyed and a new request must be submitted.

Signature of applicant Kj Date: R‘ﬂr 5‘ RO ‘/

You will be contacted within 30 days of the receipt of request, IFthe Information is avallable you will be charged a processing f¢e of $20.00 per
Access request and $0.25 per photocopled page, or a $20.00 fee for examining records with an SHA representative. {GST/PST éxempt)

for facllity mailing addresses, please refer to the Acute Care Facilities document found on the Health information Services webpage.

For administrative use only; 5 70
Received by: VS Date received: APR 0 : 2

. !
Verify: U Government issued identification  [1 Permission to contact by telephone (2 Permission to leave message at above telephione number

Fees waived: Approved by:

MySaskHealthRecord gives you quick and easy access to your personal health information through a secure website or mihile app. Visit
; ehealthsask.ca or call 1-844-767-8258,

SHA 0347 {10/23} Page1¢f2z




Saskatchewan . HOW TO COMPLETE AND SUBMIT A
Health Authority REQUEST FOR ACCESS TO PERSONAL HEALTH

INFORMATION FORM IF YOU ARE THE PATIENT

Patient information (if you are the patient}

e Enter your first and last name {as it appears on the Health Card).
Enter your Health Services Number and date of birth.
Enter your telephone number at which you may be contacted during business houts and your complete

mailing address.

Personal Health Information Reguested

Please be as specific as possible in compfeting this part of the form. This will assist the Saskatchewan Health
Authority in responding to your request accurately, completely and quickly.
- List the precise records or information you are requesting {(example: records relating to an outpatient visit).
- Provide the name of the facility that provided the health services (example: Saskatoon City Hospital).
- Specify the time period when the patient received health services (this will allow staff to retrieve records

relating to those services).
- Identify the clinic, program or area that provided the services (example: Emergency; Immunization; Social

Work Services). )
- Indicate how you wish to receive the information.

- Sign and date your request.

Authorization

When you make a request for health information, you will be asked to provide proof of your identity before the
records are provided to you. '

if you are a Legal Guardian or Medical Decision Maker, you will be asked to provide evidence of your authority to
exercise that power (example: guardianship order; proxy; medical decision-making documentation; excerpts from a
will naming you as executor and the date and signature of the will).

Payment

All requests for health information are subject to a processing fee of $20.00 plus $0.25 per photocopied page, or a
$20.00 fee for examining records with an SHA representative. {GST/PST exempt).

Submission of Reguest

Submit your request by delivering in person, mailing, or faxing to the facility you are making the requestto. In order
to assist you, an Acute Care Facilities contact list is located online or via the QR code below. Please contact the
location where you received health services. If your request involves more than one location, you will only be
subject to a single processing fee.

Acute Care Facilities contact list

SHA 0347 {16/23 ’ -
{10/23) PageZof2




. Sﬁﬂ'on\ SASKATOON HEALTH REGION

Saskatoon, Saskatchewan SK UNKNOWN
Health

MRN: RUH 1315031

( Region ORUH OSCH L1SP ¢ Admit Date: DEC-2~2021
\/ SC S R Other FEHR, RICHARD NEIL
FEB-23-1981 40y IP V#10521726 M

ATN: SHUMILAK, GEOFFREY

CONSENT TO SURGERY ATH SHUMILAKC 620
DIAGNOSTIC & TREATMENT PROCEDURES.S>

Page 1 of 2 .

and/or such assistants as e selected by the physician/dentist, 1o perform the following procedure(s)
Ohgt”j\_ﬁr\» SR - Procedurs(s):
g of patient or MYSELF) . ‘
i Lapaosto, oo e o gyl e i
7 I

- 2. The procedure(s) listed in paragraph 1 have been explained to me and | understand the nature of the
procedure(s).

3. lrecognize that, during the procedure(s), unforseen or unknown conditions may require additional or
different procedures than those described in paragraph 1. | therefore further authorize and request that
the above named physician/dentist, his/her assistants, or his/her designate perform such procedures as
are in his/her professional judgement, immediately necessary and desirable, and such that delay is not
feasible and would endanger my life or health.

4. {consent 10 the adminisiration of an appropriate anaesthelic.

5. lacknowledgs that no guarantees have been made to me as 1o the results of the procedura(s).

6. lagree to the retention of any tissue that may be removed during the procedure(s) for diagnosis, study
for quality assurance or improvernent purposes, and the disposal of any removed tissue according to
approved SHR/SPH practice.

7. lacknowledge that this is a feaching facitity and that my physician/dentist may allow professional
frainees to paricipate in the procedure(s) under supervision,

8. Inthe event a health care worker is exposed 1o my blood or bodily fluids, | consent to being tested for
blood bomne pathogens (e.g., HIV, Hepatitis B & C, etc.). | understand that the results of the test will be
used to provide appropriate freament for the hedlth care worker. In the event of a pasitive result, | will be
contacted by the appropriate health care personnel and offered follow up freament. | also understand
that the Saskatoon Health Region is obligated by law to inform Public Health in the event of a positive
result for the purposes of providing appropraite follow up.

D L. 2, 222

Signature of patient or guordian) (Date)

O

CERTIFICATION BY THE PHYSICIAN/DENTIST OBTAINING CONSENT

10. | hereby certify th; nature, effect, risks and alternatives of the procedure(s) named in paragraph 1
have been ex| cur@,f cpove named patient or guardian who has consented 1o i,

~ ,@%, DZ/‘,_‘?-DZ//

/ ==
Signature of ph sic/ia{w/denﬁ obtaining consent) (Date)
7

See Reverse Side for Fucsimile, Lefter or Telephone Use; For Use in an Emergency Situation When Unable 1o Obtain
Consent, or for a Mentally Incompetent Adult; Cerification by interpreter; and treatment for Nen-Canadian Residents

Form #100362  09/2013



CONSENT TO SURGERY SK UNKNOWN
DIAGNOSTIC & TREATMENT PROCEDURES WRN: AUH 1315031

Page 2 of 2 FEHR, RICHARD NEIL
FEB-23-1981 40y P V#10521726 M
ATN: SHUMILAK, GEQFFREY
FAM: FRASER JILLIAN

Indicate below the method of receiving consent, if received by facsimile, lefter or telephone. In case of lefter or faesimile please atiach.
In case of lelephone consent, there should be two wilnesses' sighatures oblgined below, one of whom shall be o physician/dentist.

Consent Received by: O letter 3 Facsimile O Telephone
From: (name) Relationship to patient:
Witness: Withess: (Physician)

A | certify that delay in doing this procedure will seriously endanger the health
A. Foruse when unable to or life of the patient.

obtain consent in
emergency situations.

(Ist Physician/Dentist) (2nd Physician/Dentist

(Date) (Timein hours)

Medical-dental staff to indicate what efforts were mads to obtain valig
consent and why unobtaincble.

B. | certify that this patient, who is a mentally incompetent adult, is in need
B. Foruse when a mentally of treatment and fo my knowledge has not previously withheld consent
incompetent adult to this treatment. This treatment is necessary and in the best interesis of
patient without a this patient. To my knowledge, this patient doss not have a legal
guardian is in need of guardian
freatment. i
(1st Physician/Dentist) (2nd Physician/Dentist)
(Date) (Time in hours)

Medical-dental staff to indicate what efforts were made to obtain valid
consent and why unobtainable. -

CERTIFICATION BY INTERPRETER

I hereby cerify that | was present and inferpreted consent by Dr.
who explained the procedure(s) described in paragraph 1 on reverse,

(Signature of Interpreter) (Date)

IJQEATMENT FOR NON-CANADIAN RESIDENTS

The patient acknowledges that the treatment/service was performed in the Province of Saskatchewan and that the
Courts of the Province of Saskatchewan shall have jurisdiction to entertain any complaint, demand, claim, or cause
action, whether based on alleged brecch of contract or alleged negligence arising out of the treatment. The patier
hereby agrees that he/she will commence any such legal proceedings in the Province of Saskatchewan and only in
the Province of Saskatchewan and hereby submits to the jurisdiction of the Courts in the Province of Saskatchewan.

(Signature of Patient or Guardian) (Date)
Form#100362  09/2013




Caciatoon ) SASKATOON HEALTH REGION

SK UNKNOWN
Saskatoon, Saskatchewan
Health

MRN: RUH 1315031

( Region Admit Date: DEC-2-2021
J ®MRUH QSCH @SPH O Other A

\ I FEB-23-1981 40y IP V#10521726 M
CONSENT TO SURGERY S SV R
DIAGNOSTIC & TREATMENT PROCEDURES

Page 1 of 2

1.0, consent to and authorize Dr. Z;\P/M
(Nare of patientar guardian)

and/or such assistants as may be selected by the physician/dentist, to perform the following procedure(s)

on - . - Procedure(s):
(Name of patient or MYSELF) . .
Ei(tait} Yfuhe. incertion

2. The procedure(s) listed in paragroph 1 have been explained to me and | understand the noture of the
procedureds).

3. Irecognize that, during the procedure(s), unforseen or unknown conditions may require additional or
different procedures than those described in paragraph 1. | therefore further authorize and request that
the above named physician/dentist, his/her assistants, or his/ner designate perform such procedures as
are in his/her professional judgement, immediately necessary and desirable, and such that delay is not
feasible and would endanger my life or healih,

4. 1consent to the administrotion of an appropriate anaesthetic.
5 acknowledge that no guarantees have been made to me as to the results of the procedure(s).
6. lagree to the retention of any tissue that may be removed during the procedure(s) for diagnosis, study

for quality assurance or improvement purposes. and the disposal of any removed tissue according to
appioved SHR/SPH practice.

~J

I acknowledge that this is a feaching facility and that my physician/dentist may allow professional
frainees to participate in the procedure(s) under supervision.

8. Inthe event a health care worker is exposed to my blood or bodily fluids, | consent to being fested for
blood borne pothogens (e.g., HIV, Hepatitis B & C, efc.). | understand that the resulfs of the test will be
used 1o provide appropriate freament for the health care worker. In the event of a positive result, | will be
confacted by the appropriate health care personnal and offered follow up freament. | also understand
that the Saskatoon Health Region is obligated by law to inform Public Health in the event of a positive
result for the purposes of providing appropraite follow ug.

\r@fbou\ F’% 3»/ RS

(Signature of patient or guardian) (Date)

0

CERTIFICATION BY THE PHYSICIAN/DENTIST OBTAINING CONSENT

10. I hereby cerlify that the nature, effect, risks and alternatives of the procedure(s) named in paragraph 1
have been explained fo the above named patient or guardian who has consented o it

Signature of physician/dentist obtaining consent) (Date)

See Reverss Side for Facsimile, Letter or Telephone Use; For Use in an Emergency Situation When Unable to Obtain
Consent, or for a Mentally Incompetent Adult; Cerdificalion by Interpreter; and treatment for Non-Canadion Residents

Forrm #100362  09/2013



CONSENT TO SURGERY SK UNKNOWN

DIAGNOSTIC & TREATMENT PROCEDURES MRN: RUH 1315031
Page 2 of 2 FEHR, RICHARD NEIL 1
FEB-23-1981 40y IP V#10521726 M /

ATN: LUQ, YIGANG
FAM: FRASER,JILLIAN

Indicaote below the method of receiving consent, if received by facsimile, leffer or telephone. In case of lefter or facsimile please altach.
In case of telephone conseni, there shoulkd be fwo witnesses’ signatures oblained below, one of whom shall be a physician/deniist,

Consent Received by: O Letter O Facsimile O Telephone

From: (name) Relationship to

Witness: Vi - I Kuﬁ/@y £ TR, Witness: (Physici T

- o - 7
A. For use when unable to A. !o ?ﬁfgfgffgg gg[’r?gnlp doing this procedquly endor@er the health

obtain consent in
emergency situations.

(1st Physician/Dentist) (2nd Physician/Dentist)

(Date) {Timeain hours)

Medical-dental staff to indicate what efforts were made to obtain valid
consent and why uncbtainable.

B. | certify that this patient, who is a mentally incompetent adult, is n need’

B. Foruse W'he',: a d’“g”"‘"y of treatment and to my knowledge has not previously withheld consent”
mc:')mfe f':' C; v to this freatment. This treatment is necessary and in the best interests of
patient withour o . this patient. To my knowledge, this patient does not have a legall
gucardian is in nesd of guardian
treatment. '

(1st Physician/Dentist) (Znd Physician/Dentist)
(Date) (Time in hours)

Medical-dental staff to indicate what efforts were made to obtain valid
consent and why unobtainable.

CERTIFICATION BY INTERPRETER

I hereby certity that | was present and inferpreted consent by Dr.
who explained the procedure(s) described in paragraph 1 on reverse.

e e g — U

(Signature of Interprater) (Date)
l TREATMENT FOR NON-CANADIAN RESIDENTS

The patient acknowledges that the freatment/service was performed in the Province of Saskatchewan and that the
Courts of the Province of Saskatchewan shall have jurisdiction to entertain any complaint, demand, claim, or cause
action, whether based on alleged breach of contract or dlleged negligence arising out of the treatment. The patier
hereby agrees that he/she will commence any such legal proceesdings in the Province of Saskatchewan and only in
the Province of Saskatchewan and hereby submits to the jurisdiction of the Courts in the Province of Saskatchewan.

(Signatureof Patient or Guardian) (Date)
Form#100362 09/2013
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=N SASKATOON HEALTH REGION
Saskatoon Saskatoon, Saskatchewan SK UNKNOWN
( Health MRN: RUH 1315031

FEHR, RICHARD NEIL
FEB-23-1981 40y P V#10521726 M
ATN: KANTHAN (CHANDRAKANTHAN), SELLIAH

CONSENT TO SURGERY FAM: FRASER,JILLIAN
DIAGNOSTIC & TREATMENT PROCEDURES

Pcge 1 of 2

o p/lf/}\,ﬂ/lfd I:/e\/‘/ consent to and authorize Dr. ng W

(Nome of patientor guardian)

R\Eion/ }’(UH QO SCH QOSPH O Other Admit Date: DEC-2-2021

—_

and/or such assistants as may be selected by the physician/dentist, to perform the following procedure(s)

on . Procedures):
{Narne of patient or MYSELF)

N . Tlube

2. The procedure(s) listed in paragraph 1 have been explained to me and | understand the nature of the
procedure(s).

3. lecognize that, during the procedure(s). unforseen or unknown conditions may require additional or
different procedures than those described in paragraph 1. | therefore further authorize and request that
the above named physician/dentist, his/her assistants, or his/her designate perform such procedurcs as
are in his/her professional judgement, immediately necessary and desirable, and such that delay is not
feasible aond would endanger my life or healih,

I consent to the administration of an appropriate anaesthetic.

ISLEE S

lacknowledge that no guarantees have been made to me as to the results of the procedure(s).

L agree to the refention of any fissug that may be removed during the procedure(s) for diagnosis, study
for quality assurance or improvement purposes, and the disposal of any removed tissue according to
approved SHR/SPH practice.

()

7. lacknowledge that this is a teaching facility and that my physician/dentist may allow professional
frainees to participate in the procedure(s) under supervision,

8. Inihe event a health care worker is exposed to my blood or bodily fluids, | consent to being tested for
blood borne pathogens (e.g.. HIV, Hepatitis B & C, etc.). lunderstand that the resulfs of the fest will be
used to provide appropriate freament for the health care worker. In the event of a paositive result, I will be
contacted by the appropriate health care personnel and offered follow up freament. | also understand
that the Saskatoon Health Region is obligated by law to inform Public Health in the event of a positive
result for the purposes of providing appropraite follow up.

FEB 0 9 2077

Signdture of pdtienkor guardian) (Date)

0

CERTIFICATION BY THE PHYSICIAN/DENTIST OBTAINING CONSENT

10. | hereby certify that the nature, effect, risks and altermnatives of the procedure(s) nomed in paragraph 1
have bepr explained fo the above named patient or guardian who has consented 1o it

FEB 09 2022

(Signoh(/re ﬁhysicior‘ﬁdenﬁst obtaining consent) (Date)

See Reverse Side for Facsimile, Lefter or Telephone Use; For Use in an Emergency Situation When Unable fo Obtain
Consent, or for o Mentally Incompetent Adull; Cedification by Inferprefer; and frealment for Non-Canadian Residents

Form #100362  09/2013



CONSENT TO SURGERY SK UNKNOWN
DIAGNOSTIC & TREATMENT PROCEDURES MRN: RUH 1315031

Page 2 of 27 FEHR, RICHARD NEIL :
FEB-23-1081 40y [P V#10521726 M
ATN: KANTHAN (CHANDRAKANTHAN), SELLIAH
FAM: FRASER JILLIAN

Indicate below ihe method of receiving consent, if received by facsimile, letter or telephone. In case of letter or facsimile please aftach.
In case of lelephone consent, there should be fwo witnesses' signalures obidined below, one of whom shall be a physician/dentist.

Consent Received by 3 Lefter 3 Facsimile O Telephone
From: (name) Relationship to patient;
Witness: Witness: (Physician)

A, | ceriify that delay in doing this procedure will seriously endanger the health
A. Foruse when unable o or life of the patient.
obtain consent in
emargency situations.

(15t Physician/Dentist) (2nd Physician/Dentist)

(Date) (Timein hours)

Medical-dental staff to indicate what efforts were made to oblain valid
consent and why unobtainable.

B. Icertify that this patient. who is a mentally incompetent adult, is in need

B. Foruse ‘”he"‘ Q dmle:maliy of freatment and to my knowledge has not previously withheld consent
'“°9mf°'.§‘“ C; u to this freatment. This freatment is necessary and in the best inferests of
patient without a this patient. To my knowledge, this patient does not have a legal
guarcian is in nead of guardian
treatment. )

(1st Physician/Dentist) (2nd Physicion/Dentist)
(Date) {Time in hours)

Medical-dental staff to indicate what efforts were made 1o obtain valid
consent and why unobtainable.

Mo Yl CERTIFICATION BY INTERPRETER

i hereby certify that | was present and interpreted consent by Dr.
who explained the procedure(s) described in pgrcgrqpr] 1 onreverse.

Signature of Interpreten . (Date)
TREATMENT FOR NON-CANADIAN RESIDENTS

The patient acknowledges that the treatment/service was performed in the Province of Saskatchewan and that the
Courts of the Province of Saskatchewan shall have jurisdiction to entertain any complaint, demand., claim, or cause
action, whether based on alleged breach of contract or aleged negligence arising out of the freatment. The patier - -
hereby agrees that he/she will commence any such legal proceedings in the Province of Saskatchawan and only in
the Province of Saskatchewan and hereby submifs 1o the jurisdiction of the Courts in the Province of Saskatchewan.

(Signatureof Patient or Guardicn) (Date)
Form#100362  09/2013



Sasm.‘on\ SASKATOON HEALTH REGION

SK UNKNOWN
Saskatoon, Saskatchewan
Health

( MRN: RUH 1315031
Regi Admit Date: DEC-2-2021
4 M?UH QSCH QSPH QOther R RICHARD aEn

) FEB-23-1981 41y P V#10521726 M
ATN: SHAW, JOHN

CONSENT TO SURGERY | FAM: UNKNOWN,FAMILY
DIAGNOSTIC & TREATMENT PROCEDURES

Page 1 of 2
QI\C—\Y\O&" A
10 F‘é}\r i consent to and authorize Dr. K S 46 LEeNSOM

(Name of patientor guardian)

and/or such assistants as may be selected by the physician/dentist, o perform the following procedure(s)
...on . Procedure(s):

(Narme of patient or MYSELF)
N.T Placement

2. The procedure(s) listed in paragraph 1 have been explained to me and | understand the nature of the
procedure(s).

3. Irecognize that, during the procedura(s), unforseen or unknown conditions may require additional or
different procedures than those described in paragraph 1. | therefore further cuthorize and request that
the above named physician/dentist, his/her assistants, or his/her designate pearform such procedures as
are in his/her professional judgement, immediately necessary and desirable, and such that delay is not
feasible and would endanger my life or health.

- 4. lconsent 1o the administration of an appropriate ancesthetic.

——

o 5. lacknowledge that no guarantees have been made to me as to the results of the procedure(s).

6. |l agree to the refention of any fissue that may be removed during the procedure(s) for diagnosis, study
for quality assurance or improvement purposes, and the disposal of any rermoved fissue according to
approved SHR/SPH practice.

7. lacknowledge that this is a teaching facility and that my physician/dentist may allow professional
trainees to participate in the procedure(s) under supervision,.

8. Inthe event a health care worker is exposed to my blood or bodily fluids, | consant to being tested for
blood borne pathogens (e.g.. HIV, Hepatitis B & C, etc.). | understand that the results of the test will be
used to provide appropriate freament for the health care worker. In the event of a positive result, | will be
contacted by the appropriafe health care personnel and offered follow up freament. | also understand
fhat the Saskatoon Health Region is obligated by law to inform Public Health in the event of a positive
result for the purposes of providing appropraite follow up.

o x MAR 0 8 2022
(Signc:fure' of patient or guardian) (Date)

CERTIFICATION BY THE PHYSICIAN/DENTIST OBTAINING CONSENT

10. | hereby gerify that the nature, effect, risks and alternatives of the procedure(s) named in paragraph 1
have n expldingd o the above-named patient or guardian who has consented 1o it

sanan, : MAR O 8 70722

(Signa{fure of ph\;’éét‘on/denﬂsf obtaining consent) (Date)

Ses Reverse Side for Facsimile, Letier or Telephone Use; For Use in an Emergency Situation When Unable to Obtlain
Consent, or for a Mentally Incompetent Adult; Cerification by Inferpreter; and treciment for Non-Conadian Residenis

Form #100362  09/2013
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CONSENT TO SURGERY SK UNKNOWN
DIAGNOSTIC & TREATMENT PROCEDURES MRN: RUH 1315031

Page 2of 2 FEHR, RICHARD NEIL
FEB-23-1981 41y P V#10521726 M
ATN: SHAW, JOHN
FAM: UNKNOWN,FAMILY

1

indicate below the method of receiving consent, if received by facdimile, letter or felephone. In case of lefter or facsimile please attach.
In case of telephone consent, there should be two wilnesses’ signatures obtained below, one of whom shall be a physicion/dentist.

Consent Receaived by: O Lefter 3 Facsimile O Telephone
From: (name) : Relationship to patient:
Witness: Witness: (Physician)

A. lcertify that delay in doing this procedure will seriously endanger the health
A. Foruse when unable fo or life of the patient,
obiain consent in
emergancy situations.

(1st Physician/Dentist) (2nd Physicicin/Dentist)

(Date) (Timeln hours)

Medical-dental staff to indicate what efforts were maode to obtain valid
consent and why unobtainable.

B F i tall B. | certify that this patient, who is a mentally incompetent adult, is in need .
+ roruse wt 9'; a dm;?” ally of freatment and to my knowledge has not previously withheld consent —
'"C"?mpe an C; u to this reatment. This freatment is necessary and in the best interests of
patient without a this patient. To my knowledge, this patient does not have a legal
guardian is in need of guardian
treatment. '
(1st Physician/Dentist) (Znd Physician/Dentist)
(Date) (Time in hours)

Medical-dental staff to indicate what efforts were made to obtain valid
consent and why unobtainable.

CERTIFICATION BY INTERPRETER

| hereby ceriify that | was present and interpreted consent by Dr.,
who explained the procedure(s) described in paragraph 1 on reverse.

o e —— — e e s

(Signature of Interpreter) (Date)
L TREATMENT FOR NON-CANADIAN RESIDENTS

The patient acknowledges that the treatment/service was performed in the Province of Saskatchewan and that the
Courts of the Province of Saskafchewan shall have jurisdiction fo entertain any complaint, demand, claim, or cause of
action, whether based on dlleged breach of contract or alleged negligence arising out of the treatment. The patient
hereby agrees that he/she will commence any such legal proceedings in the Province of Saskatchewan and only in
the Province of Saskatchewan and hereby submits to the jurisdiction of the Courts in the Province of Saskatchewan.

(Signatureof Patient or Guardian) (Date)
Form#100362  09/2013



SASKATCHEWAN HEALTH AUTHORITY
INPATIENT ADMISSION RECORD

ROYAL UNIVERSITY HOSPITAL

ADM CLERK: ANDRIAMIADANAN

PATIENT INFORMATION:

Name: FEHR, RICHARD NEIL

Address: PO BOX 38028
SASKATOON, SK S7N 1H2

Phone: (306)229-7259

Medical Record #: 1315031
Visit #: 10521726
HSN #: SK UNKNOWN
DOB: Feb-23-1981

Religion: Sex: ™
T T Alerts—VYRE-MDPRO _— Age: a1y
PRIMARY CONTACT: T
Name: FEHR. ANDREA Relationship:sPOUSE
Address: PO BOX 38028
SASKATOON,SK S7N 1H2
Home Ph: (306)229-7205 Work Ph:
Secondary Contact: Relationship: -
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MRN: 1315031

NAME: FEHR, RICHARD NEIL
DOB: 23-FEB-1981

VISIT ID: 10521726

HSN:

ATN PHYS: Dilip Gill, MD
FAM PHYS: FAMILY UNKNOWN
ADMITTED: 02-DEC-2021
DISCHARGED: 29-MAR-2022
Royal University Hospital
Discharge Summary/Transfer

MOST RESPONSIBLE DIAGNOSIS: Cardiac arrest secondary to occluded LAD. He had
a drug-eluting stent placed on December 2, 2021 and has been anticoagulated
since then.

SECONDARY DIAGNOSIS:

1. Ischemic colitis requiring a subtotal colectomy also on December 2, 2021.
2. HIT for which Hematology had been following. Infected intraabdominal
hematoma and sigmoid stump leak. Cultures from these collections have grown
VRE as well as Bacteroides.

3. Common bile duct stricture, likely secondary to ischemia.

4. Delayed gastric emptying, requiring a prolonged course of TPN as well as
nasojejunal feeds.

COURSE IN HOSPITAL: Richard is a 4l-year-old male who has been in hospital
since December 2, 2021 with a fairly complicated course in hospital. He
initially presented December 2, 2022 after a cardiac arrest outside the
hospital and received bystander CPR. His resuscitation continued in hospital
with ventral ROSC and it seems that he received approximately 9 rounds of CPR
and 8 defibrillations. This was found to be secondary to an anterior MI, with
an occluded LAD and a drug-eluting stent was placed and he was taken to the
CCU postprocedure. He was found to have a rising lactate, hemodynamic
instability and a CT showing extensive ischemic colitis with pneumatosis and
perforation. He was therefore taken to the operating room later that day on
December 2, 2021 for laparotomy, subtotal colectomy, washout and ABThera VAC
dressing.

He received ongoing care in the intensive care unit and on December 2, 2021
was taken for formation of an end ileostomy and abdominal closure. He
continued to receive care in the ICU for his ongoing sepsis, decreased cardiac
function and ventilation needs. On December 22, 2021 he was taken back to the
operating room for a relook laparotomy, evacuation of an infected hematoma and
repair of a sigmoid stump leak. He was transferred out of ICU to the General
Surgery ward on December 25, 2021. A brief summary of his issues in hospital
will be detailed below.

1. Cardiac: As detailed above, he had an MI secondary to an occluded LAD and
had a drug-eluting stent placed and was on dual antiplatelet therapy. At one
point, his echo post MI showed an ejection fraction of 10-15% and he did
require on dobutamine for an extended period of time in the ICU. A repeat
echo showed improved cardiac function and he was eventually able to be weaned
off of vasopressors and inotropes. He, unfortunately, developed HIT while on
heparin and fondaparlnux and was therefore, treated for a short perlod on
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Cardiology and Hematology were both consulted several times
throughout his stay for anticoagulation management periprocedure. Currently,
he has been on warfarin, aspirin and Plavix. His INR goal is 2-3 and he was
receiving daily dosing of warfarin while in hospital to achieve this goal now.
I should also note that he did require intermittent transfusions throughout
his stay, as our hemoglobin goal was greater than 90, given his post cardiac
arrest status.

2. GI: His surgeries are as detailed above and further details may be found
in operative reports; however in summary on December 2, 2021 he had the
laparotomy, subtotal colectomy and placement of an ABThera dressing and was
taken back to the operating room on December 7, 2022, for his relook abdominal
closure and end ileostomy. Subsequently, while he was in the ICU he also had
a left upper quadrant percutaneous drain placed into what was seen to be a
hematoma. He unfortunately had ongoing sepsis and was taken back to the
operating room on December 21, 2021, at which time, an infected hematoma was
evacuated and a sigmoid stump leak was oversewn. That previously placed
percutaneous drain was left in place at the time of that OR and continues to
be left in situ. There is ongoing purulent and feculent material being
drained and this percutaneous drain will continue to be left in place in the
meantime. At the time of his OR, his pancreas was also seen to be ischemic in
appearance, however, did not require much further intervention or therapies.
All the rest of the drains that had been placed at the time of the procedure
on December 21, 2021, have been removed and his only remaining drain is the
left upper quadrant percutaneous drain.

3. Intraabdominal sepsis and bacteremia: Infectious Disease has been closely
following Richard intermittently throughout his stay. They have very detailed
progress notes on SCM detailing of his cultures and changes in antibiotic
management, especially regarding multidrug resistant bacteria. Most recently,
he has grown VRE and Enterobacter cloacae, for which he will be continued on
meropenem and daptomycin. He has also struggled with PICC line infections and
Infectious Disease has given recommendations regarding his ongoing
antimicrobial therapy.

4. Common bile duct stricture thought to be secondary to ischemia: After his
transfer out of the intensive care unit to the ward, Richard began to develop
significant jaundice and increasing liver enzymes. There was a mixed picture
where this was thought to be potentially secondary to his prolonged course on
TPN. However, this was able to be weaned and he continued to have increasing
enzymes and jaundice. He did undergo some extensive investigations for this
including an ultrasound, which showed mild intrahepatic duct dilatation and a
common bile duct measuring 6 mm on January 17, 2022. Unfortunately, his
percutaneous drain was MRI incompatible and was exchanged on January 25, 2022.
He subsequently underwent an MRCP on January 28, 2022, which demonstrated a
fairly long common bile duct stricture. Gastroenterology was consulted, who
initially attempted ERCP on January 31, 2022, which was not successful due to
significant swelling. He therefore went on to have an internal external
biliary drain placed on February 2, 2022 by Interventional Radiology, which
did provide had the necessary biliary head decompression. This did need to be
revised on February 14, 2022 and on February 22, 2022, he had a repeat ERCP at
which time a common bile duct stent was placed and his PTC removed. He did
have repeat ERCP on March 25, 2022, at which time the CBD stent was removed;
however, at this time, the dictation from this procedure is pending.

5. Delayed gastric emptying: Richard did struggle significantly with
nutrition and delayed gastric emptying throughout his stay, after transfer out
of the ICU. He had not been fed in a very long time and was gquite hesitant to
begin eating again. This was slowly increased; however, he was unable to
tolerate any significant amount of oral intake to maintain his nutritional
status. Dietary was very involved in his care and he was continued on TPN for
a very long time, before this was eventually weaned a few weeks prior to his
discharge. He did struggle with ongoing intermittent vomiting and did not
tolerate NG feeds T sheould note that he was trialled on several prokinetics

vvvvvvvvvvv eds. I should note that he was trialled on prokin
during his stay, as well as a variety of antiemetics and did not seem to
receive much benefit from any of these. He therefore had an NG placed and
seemed to tolerate this better. Unfortunately, this needed to be replaced and
revised several times, both in the interventional radiology suite as well as
in endoscopy. Eventually, he was meeting his calorie count and protein count
goals, just with a regular diet and as he had no ongoing troubles with
vomiting, he was able to just be maintained on a regular diet, without the
help of tube feeds or parenteral nutrition in the week leading up to his
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6. Wounds: Richard also developed several superficial abscesses at the site
of his prior drain site replaced at his December 21st OR. These were
superficial and mostly did decompress spontaneously draining pus. He did get
daily packing changes to these areas and these did also dry up near the end of
his stay and did not require and any further intensive wound care.

7. Deconditioning: Richard was severely deconditioned coming out of his long
stay in the intensive care unit. I he did work quite intensively with the
physiotherapist and occupational therapy to regain his strength and again in
the several weeks leading up to his discharge, was ambulating well with no
additional support and there were no outstanding concerns regarding his
functionality to return home.

DISCHARGE PLAN:

1. From a General Surgery point of view, he will follow up with Dr. Gill in 6
weeks' time for review. His percutaneous drain is to remain in place at the
current time, pending upcoming reassessment.

2. We have spoken to Dr. Peermohamed from Infectious Disease, who has given
recommendations regarding his antibiotic management. Richard will require a
PICC line for long-term IV antibiotics including daptomycin and meropenem,
which are to continue for at least 4 weeks. Per Dr. Peermohamed's request, we
have arranged for an outpatient CT scan in 4 weeks' time to reassess his
intraabdominal collections. We have also arranged for weekly lab work.

3. Regarding follow-up from a Cardiology point of view from it had been
previously instructed from to follow up with Dr. Bree in 3 months' time.
Again, his INR goal is 2-3 and he has been given outpatient lab requisitions
to follow this. If he requires titrating of his warfarin, copies have been
sent to his family physician so that this can be adjusted if needed. There
were also instructions from earlier in his stay that he is to follow up with
Dr. Pearson from Hematology in 3 months' time and this note has also been
copied to him.

4. CPAS Home Care has also been arranged to continue providing ongoing support
and care for his percutaneous drain at home. His wife, Andrea, does have a
nursing background and is fairly comfortable managing this herself, as well as
some administration of the IV medications. However, Home Care and the Home IV
program have both been arranged, in case extra support is required.

5. Regarding follow-up from a gastroenterology point of view regarding his
common bile duct stricture, the procedure report from his ERCP March 25, 2022
is currently pending; however, we will leave any further followup at the
discretion of Dr. Bedi or Dr. Haimanot to perform these procedures.

It was a pleasure to be involved in Richard's care. We wish him all the best
going forward. Should he have any questions or concerns, especially
regarding increasing pain, nausea, vomiting, fevers or any other concerns, he
has been counselled to return to RUH as needed. He and his wife did not have
any further questions at this time.

Dictated by: Kendell Mackenzie Pon, RESIDENT

Dilip Gill, MD

This document has been dictated and may have been distributed before being
read. Any corrections to this document must be made within thirty (30) days
following the transcription date.
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z*‘““g MD Admission Note-ICU [Charted Location: RUH-ICU 3-3321-02] [Date of Service:
05-Dec-2021 23:27, Authored: 05-Dec-2021 23:27]- for Visit: 10521726, Incomplete, Revised,
Signed in Full, General

PATIENT HSN:
HSN: SKUNKNOWN 10SK

ASSESSMENT:

Service: ICU

Identification: 40M smoker post-cardiac arrest and ischemic bowel Sgx

History of Presenting lliness: Patient was admitted on December 2nd for a cardiac arrest and
brought to the cath lab in the context of an acute MI. He has 1 DES put in his LAD at the time.

From the cardiac arrest standpoint, he had CPR done with bystander and achieved ROSC. He
was shocked multiple times during ambulance transport has had no pulse and VT/VF signals.
He initially received amiodarone boluses, narcan, epi (multiple). AT ER, first pulse check was
PEA then ROSC. Defibrillated multiple times, CPR 30 seconds fur absent pulse and
amiodarone infusion started and lidocain given. Intubtion was grade 1 at ER. Unclear how long
he was CPR'ed for in the community. He was seen moving all 4 limbs when neuro status
checked with decreased sedation in CCU.

He was anticoagulated until now with heparin initially then DAPT until OR.

He arrived in ICU intubated and sedated post-E1 laparotomy. Handover (brief) and OR note
pertinent for necrotic colon (ascending, transverse and descending) with viable sigmoid, viable
small bowel although patchy areas of possible duodenal ischemia v. staining. There was also
evidence of areas of pancreatic necrosis. The surgery was a subtotal colectomy with VAC
placement and open abdomen.

Past Medical History: Current smoker

Past Surgical History: Unknown

Review of Systems: Non contributory

Social History: Wife is next of kin, she has a nursing background. Occasional ROH, no
drugs/IVDU. Works at U of S dairy.

Allergy Details: NKDA

Pre-Admission Medications: No active meds as per eHR.

Double vaccinated as seen in eHR (Pfizer)

Physical Exam: CNS: PEARL but constricted. RASS -3,-4. Propofol 30 Dilaudid infusion 1 mg/h
CV: HR 100-105 Sinus rhythm on monitor. Previously on amiodarone. Norepi 0.16, Dobutamine
2
RESP: PCV PEEP 10 RR 16 TV 500 FiO2 40%

Gl: VAC in place, abdomen distended but not hard
GU: Concentrated urine in Foley
Heme-ID: No sign of overt bleeding.

Relevant Investigations: Recent blood ICU pending
Post-op TEG normal. 24% of Ticagrelor activity.

CXR pending

TTE 2-12-2021: EF 15% Grade 1 DD, regional wall abnormalities. RV normal in size, systolic
function mod-sev reduced. No thrombus or effusion

MOST RESPONSIBLE DIAGONSIS:
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Most Responsible Diagnosis: Immediate post-operative for E1 laparotomy

PROBLEM LIST:
Active Issues and Plan: 1. Immediate post-operative period: Subtotal colon resection.
- Likely pancreatic ischemia +- necrosis.
- Will keep RASS -4,-5
- CV support, fluid and r/a of heart function. May be uptitrating Dobutamine if cardiogenic seems
to be culprit. Will resume amiodarone if Dobu increased.
- Keep on PSV for now as not planning extubation
- NPO strict and IV meds. R/A for TPN in morning
- Continue Tazocin for intra-abdominal SIRS

2. CV: Post-cardiac arrest and EF15%
- On Dobutamine 2 so far and increasing Norepi needs. Will follow up with SvcO2 and pending
labs including lactates

3. Pancreatic ischemia +- necrosis. Ringer's PRN and pain control. NPO

Dean Ferguson PGY5 Respirology

Electronic Signatures:
Ferguson, Dean (Resident) (Signed 06-Dec-2021 06:28)
Authored: Patient HSN, Physician Admission Note

Last Updated: 06-Dec-2021 06:28 by Ferguson, Dean (Resident)
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MRN: 1138380 FEHR, RICHARD NEIL  Royal University Hospital
 Visit: 10521726 ; Gender: Male Current Location:
Age: 41y (23-Feb-1981) o . RUH-5000-Unit 4-5039-01

MD Consultation Request-ID [Charted Location: RUH-5000 Unit 1-5005-03] [Date of
Service: 11-Mar-2022 11:30, Authored: 11-Mar-2022 11:30]- for Visit: 10521726, Complete,
Entered, Signed in Full, General

Health Issues:
ED HEALTH ISSUES:
Infection Cntrl:
VRE: Onset Date: 19-Dec-2021, Status: Active, Last Modified By: Matschke-Neufeld,
Rhianna

Referring Physician:

CARE PROVIDERS:
Kanthan (Chandrakanthan), Selliah(Attending): Royal University Hospital, General
Surgery Department, 103 Hospital Drive, Saskatoon, SASKATCHEWAN S7N 0WS8,
Business, 306 844-1082
Acute Care, Surgery(Consulting):
Unknown, Family(Family):

CONSULTING PHYSICIAN:
Consulting Physician:

e Service ID

PATIENT CONTACT INFORMATION:

e Patient Name FEHR, RICHARD NEIL

e Address PO BOX 38028, SASKATOON, SASKATCHEWAN,
S7N 1H2

e Phone Type Home

e Phone Number 306 2297259

e HSN SKUNKNOWN 10SK

Consultant Note:
CONSULTANT NOTE:
o Consultant Note: Asked to see patient regarding Candida albicans growth in drain.

From my previous consult:

40M admitted Dec 2 after presenting with out of hospital cardiac arrest secondary to ACS. Had
DES to LAD at that time. Resultant ischemic bowel requiring E1 laparotomy. Subtotal colectomy
with end-ileostomy and rectal stump. Evidence of necrotic colon as well as possible duodenal
ischemia and pancreatic necrosis. Admitted to ICU post op Dec 5. Was started on Piptazo then.

Taken back to OR Dec 7 for second look. Remaining bowel health but edematous.

In ICU was pancultured which demonstrated E. cloacae in sputum. Was changed from Piptazo
to Meropenem Dec 10. Started to notice around that time that he had what was described as
bilateral abdominal hematomas. Areas of erythema with central blackening occuring at
tinzaparin injection sites. Was changed to fondaparinux and HIIT assay ordered and positive.

Transferred to GenSx ward Dec 15. First mention of rash Dec 17 when noted to have a macular
rash to his trunk and arms bilaterally as well as low grade temp. ID consulted at that time and
suspected to have beta-lactam induced rash and changed to Cipro Metro Dec 17. Was having
tachycardia and fever at that time. Dec 18 started to develop increasing abdo pain along with
persistent fever. Had CT done Dec 17 that showed "collection near the pancreatlc tail has

_Requested by: Ko, Seon (HIMP), 23-Apr-2024 11:17 ~ Page 10f11



'MRN:1138390 FEHR, RICHARD NEIL  Royal University Hospital
Visit: 10521726 Gender: Male . Current Location:
_Age: 41y (23-Feb-1981) oo RUH-5000-Unit 4-5039-01

enlarged in size now measuring 7.2x 3.7 x 2.8 cm (AP x TV x CC); however there is no
peripheral enhancement to suggest an organized abscess."

Was transferred back to ICU Dec 18 and was started on Piptazo plus vanco and caspofungin.
Mentioned that he had rash in the ICU readmit note. Had IR guided drain insertion Dec 19
which grew VRE and bacteroides. Was started on Linezolid Dec 21 and vanco stopped. Had
repeat CT done Dec 21 that showed "worsening peripancreatic and retroperitoneal fluid
accumulation with probable fat necrosis and hemorrhagic pancreatitis. A large retroperitoneal
collection is seen at the level of the sigmoid staples with fluid and gas bubbles present in the
vicinity of the sigmoid colon staples. This is highly suspicious for anastomotic dehiscence. A gas
forming organism can also form bubbles. This fluid is also mixed density suggesting it has
hemorrhage within it. Generalized peritoneal fluid is now seen. Some of the new peritoneal fluid
has gas bubbles and air-fluid levels within it in the left lower quadrant. This could be either from
a gas-forming organism or from the bowel anastomotic dehiscence." Also noted to have
thrombosis so was changed to argatroban.

Went to the OR that night for laparotomy. Had evacuation of infected hematoma, wash out,
repair of sigmoid stump leak and repair of tear. Cultures collected at that time grew VRE and
parabacteroides species (swab, not tissue). Caspofungin stopped Dec 25 and continued on
Piptazo and Linezolid. Piptazo changed to Amoxiclav Dec 31 then stopped Jan 11. Linezolid
stopped Jan 5.

Mid January started to develop delirium in the context of elevated liver enzymes and E. cloacae
bacteremia. Was started on Cipro plus Metronidazole and Linezolid January 13. Linezolid
stopped Feb 12. Cipro and Metro are ongoing.

Elevated LE were thought to be due to ischemic stricture in the CBD. Failed ERCP due to too
much edema at the site. Therefore had a percutaneous biliary drain placed and had response in
LE's and eventually had ERCP for stent placement and biliary drain removed. Had a CT Feb 12
which showed There has been improvement of the abscess collection in the left abdomen with
presence of a pigtail catheter drain and intimate with suture line for the rectal stump and tail of
pancreas which was necrotic.

For some reason, March 6 he had bacterial fungal cultures sent off of a long standing pigtail
drain. | am not sure the reasoning. There was mention of patient having one episode of vomiting
the day prior. No other documentation regarding reasoning. Cultures growing E. cloacae which
was previously sensitive to Cipro and C. albicans (only on the fungal culture thus far). Looking
at vitals at the time, no documentation of fever, increased tachycardia or hypotension.

Patient states feels well. States has 1 episode of vomiting every 5 days. No fevers, chills or
sweats. Has some discomfort related to the NJ tube but no issues prior. No thrush.

On exam: Afebrile and vitals stable. Looks like has gained some weight as compared to when |
last saw him. Formed stool in ostomy. L sided pigtail draining small amount purulent fluid. Pt
states drainage has slowed down quite a bit. Abdomen soft and non tender. No oral thrush.

Labs:

ALP 260, AST, ALT, BiliN
CRP 14.8

CBC, CrN.

Micro:
March 6 old JP site: Mod PMN, Abundant GNB, mod E. cloacae
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'MRN:113830  FEHR, RICHARD NEIL  Royal University Hospital
Visit: 10521726 . Gender: Male . Current Location:
- Age: 41y (23-Feb-1981) __RUH-5000-Unit 4-5039-01

March 6 old JP site fungal culture: C. albicans

Imp/Plan:

41M with complicated course as outlined above. ID asked to see regarding C. albicans from
drain. Patient clinically well and not clear why drain culture was collected. Patient overall quite
well and responding to current therapy. Very common to have yeast colonize catheters
particularly in the context of broad spectrum antibiotic use. No evidence of disseminated
infection. Will do blood cultures given on TPN to insure no invasive candidiasis.

Suggest:

1. Do not need to treat the candida growth in drain at present.

2. Blood cultures to insure no candidemia. If blood culture positive for yeast, start Caspofungin,
get ECG to see what QTc is and call ID back.

3. FU susceptibilities of E. cloacae growth from pigtail drain. If it comes back Cipro R may need
to change to TMPSMX. Could do Meropenem but pt previously had ?rash to Meropenem
although not quite clear regarding details.

4. Repeat imaging of abdomen to assess size of abscess given last scan 4 weeks ago. If
abscess resolved then abx can be stopped.

ID will not actively follow. Please call back if yeast grows in blood or if any further questions.

Electronic Signatures:
Henni, Amina (Sarah) (MD) (Signed 11-Mar-2022 12:10)
Authored: Health Issues, Referring Physician, Consultant Note

Last Updated: 11-Mar-2022 12:10 by Henni, Amina (Sarah) (MD)
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'MRN:113830  FEHR, RICHARD NEIL  Royal University Hospital
- Visit: 10521726 : Gender: Male Current Location:
- Age: 41y (23-Feb-1981) { v o ‘ _ RUH-5000-Unit 4-5039-01

[Date of Service: 26-Jan-2022 00:00, Authored: 26-Jan-2022 00:00]Consultation [Charted
Location: RUH-5000 Unit 1-5013-01]- for Visit: 10521726, [Signed by: Ubhi, Charanpreeti
(MD) 26-Jan-2022 16:47]; [Entered by: Filed by, Interfaces (Other) 26-Jan-2022 16:44];
[Signed by: Yim, Carly (Resident) 26-Jan-2022 16:47] General, Complete, Entered, Signed in
Full, General

MRN: 1315031

NAME: FEHR, RICHARD NEIL

DOB: 23-FEB-1981

VISIT ID: 10521726

HSN:

CONS PHYS: Charanpreeti Ubhi, MD
FAM PHYS: Jillian Fraser, MD
DATE SEEN: 26-Jan-2022

LOCATION: 5001 IP ADM: 02-DEC-2021
Royal University Hospital
Consult

REASON FOR CONSULTATION: Confusion in the setting of increasing liver
enzymes, bilirubin, and INR, query hepatic encephalopathy.

PATIENT PROFILE: Prior to this hospital admission, Mr. Fehr was previously
healthy with no past medical history. He was admitted following an
out-of-hospital cardiac arrest and subsequently received a drug-eluting stent
to the LAD.

HISTORY OF PRESENTING COMPLAINT: Mr. Fehr was seen with his mother, Doreen,
at bedside. Mr. Fehr initially presented with an out-of-hospital cardiac
arrest with unknown down time and received several shocks. He eventually
achieved ROSC and received an LAD drug-eluting stent, but this was complicated
by distal LAD embolization. His course was subsequently complicated by
ischemic bowel requiring a subtotal colectomy and end ileostomy. He also
developed a postoperative left DVT on this admission and then subsequently
HIT, for which he was started on argatroban and is now anticoagulated with
warfarin. He, unfortunately, also developed intraabdominal sepsis that grew
VRE, bacteroides, and parabacteroides. He endorses that he has had visual and
auditory hallucinations since he woke up from his cardiac arrest. However,
these hallucinations only occur once he closes his eyes and is about to fall
asleep. These have been becoming worse and more frequent in the last week.

He denies having any hallucinations while he is awake and his mother
corroborates the same. He denies having any confusion while he has been
awake. His mother also states that this is his baseline, and her only concern
is the hallucinations that he experiences when he is about to fall asleep.
Otherwise, he has not had any infectious symptoms and has not had any fevers
or chills.

He states that in the last couple days, his appetite has gone down, and
yesterday on January 25th, he had not kept anything down because he was
vomiting. His nutrition is primarily through both a combination of NG and
oral intake. Overnight, due to his hallucinations and his ammonia level being
elevated, he received lactulose which allowed him to have some output through
his ostomy. He has not had any further nausea or emesis. However, his
hallucinations upon almost falling asleep have not subsided. He denies having
any abdominal pain. He does occasionally require 1 mg of Ativan just prior to
procedures, particularly this today when he went for a tube exchange to
facilitate an upcoming MRCP. But overall, Richard prefers to not have any
Ativan 1f possible.

Requested by: Ko, Seon (HIMP), 23-Apr-2024 1117 Page 40of 11



MRN: 1138390 " FEHR, RICHARD NEIL Royal University Hospital
- Visit: 10521726 : Gender: Male - Current Location:
_Age: 41y (23-Feb-1981)  RUH-5000-Unit 4-5039-01

CURRENT MEDICATIONS: IN HOSPITAL:

Metronidazole 500 mg g.8 h.

Ciprofloxacin 400 mg g.12 h.

Linezolid 600 mg b.i.d.

Aspirin 81 mg daily.

Plavix 75 mg daily.

Atorvastatin 80 mg at bedtime.

Pantoprazole 40 mg daily.

Ramipril 22.5 mg daily.

Metoprolol 12.5 mg b.i.d.

10. Gravol p.r.n., only requiring it once or twice a day, if at all.
11. Acetaminophen 975 mg g.6 h. p.r.n.

12. Dilaudid 0.5 to 1 mg IV g.2 h. p.r.n., which he requires quite frequently.

WO JoyUT i WN -

PHYSICAL EXAMINATION: Mr. Fehr's cardio respiratory examination was
unremarkable. His abdominal exam was benign and his stoma appeared healthy
and no evidence of purulence. There was no evidence of asterixis on
examination, though the patient did appear jaundice. Mr. Fehr was alert and
oriented x3 and was able to very confidently answer all orientation questions.

INVESTIGATIONS: The patient's hemoglobin was 109, but this was in the context
of having received 2 units of packed red blood cells the day prior for a
hemoglobin of 65. At present, it is unclear why the patient's hemoglobin
dropped so drastically as there does not appear to be any overt bleeding. The
patient's platelets were 318 and have been stable since being treated for HIT.
The patient's electrolytes were unremarkable. His ammonia levels on January
25th overnight was 86 which came down to 36 on the day of consult the day
after. His blood cultures were negative on January 18th. His liver enzymes
were elevated predominantly in a cholestatic pattern with his ALP being 1698,
GGT 7094, and total bilirubin 184. With regard to his INR, his INR began to
rise on January 21st, at which time, it rose to 3.3. At this time, his
warfarin dose was reduced from 4 mg to 3 mg and then on January 22nd, his INR
rose to 4.8 at which time his warfarin dose was decreased to 2 mg. The INR
continued to rise and peaked on January 25th at 6.8. However, his warfarin
was only held on January 24th and January 25th. On January 25th, he received
vitamin K following the peak INR of 6.8, and his INR decreased down to 2.2
following vitamin K administration.

His last CT abdomen on January 1lth did not show any evidence of liver or
gallbladder pathology. His abdominal ultrasound on January 17th did
demonstrate some gallbladder debris and sludge, but no cholecystitis. His
common bile duct was slightly dilated at the upper limit of normal of 6 mm and
there was evidence of some mild intrahepatic bile duct dilatation.

ASSESSMENT AND PLAN: Mr. Fehr is a 40-year-old gentleman who has had a very
complicated course in hospital following an out-of-hospital cardiac arrest,
who 1s now presenting with hypnagogic hallucinations as well as increasing
cholestatic liver enzymes, elevated INR.

1. Confusion: This is unlikely hepatic encephalopathy or delirium as his
hallucinations only occur in the context of just falling asleep. These are
more likely hypnagogic hallucinations. Furthermore, there is no evidence of
asterixis on exam, which further points away from hepatic encephalopathy.
While poor sleep cycle could indicate a low-grade hepatic encephalopathy, this
suspicion is low, especially given the ammonia level dropped quite
precipitously with very minimal doses of lactulose, no improvement of these
hallucinations following lactulose. Furthermore, given that his platelets
have remained stable and normal since being treated for HIT, hepatic
encephalopathy is less likely. There is also a low suspicion for infectious
cause given that he has been asymptomatic and with a normal white blood cell
count. We would suggest using Ativan sparingly, which is already the case and
a trial of melatonin to help him with sleep.

2. Elevated liver enzymes: This appears to be more likely a possible
intrahepatic cause. Currently, he has an MRCP pending. Again, as with above,
this is unlikely liver failure given that he has had a normal platelet count.
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3. Elevated INR: This is likely secondary to fluctuating oral intake given
that he has had a very good correction with vitamin K supplementation.
However, given that he did have a precipitous hemoglobin drop with no overt
bleed, we will order a hemolytic workup as well as a peripheral blood smear to
rule out any hemolysis.

Thank you very much for involving us in the care of Mr. Richard Fehr. GIM
will continue to follow this patient in hospital.

Dictated by: Carly Yim, RESIDENT

Charanpreeti Ubhi, MD

This document has been dictated and may have been distributed before being
read. Any corrections to this document must be made within thirty (30) days
following the transcription date.
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cc: Charanpreeti Ubhi, MD
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iﬂlfi MD Consultation Request-ID [Charted Location: RUH-6000-Obs-6025-03] [Date of
Service: 17-Dec-2021 13:39, Authored: 17-Dec-2021 13:39]- for Visit: 10521726, Complete,
Revised, Signed in Full, General

Referring Physician:
REFERRING PHYSICIAN:
e Reason for Referral Query pneumosepsis

CARE PROVIDERS:
Bree, Teresa Lee(Attending): 402 Queen Street, Saskatoon, SASKATCHEWAN S7K
OM3, Business, 306 975-0600
Acute Care, Surgery(Consulting):
Fraser, Jillian(Family): City Centre Family Physicians, 200-3211 Preston Avenue South,
Saskatoon, SASKATCHEWAN S7T 1C9, Business, 306 244-3016

CONSULTING PHYSICIAN:
Consulting Physician:

e Service ID

e Consultant Dr. Peermohamed

PATIENT CONTACT INFORMATION:

e Patient Name FEHR, RICHARD NEIL

e Address PO BOX 38028, SASKATOON, SASKATCHEWAN,
S7N 1H2

e Phone Type Home

e Phone Number 306 2297259

e HSN SKUNKNOWN 10SK

Consultant Note:

CONSULTANT NOTE:

e Date and Time of Consultant's Initial Assessment: 17-Dec-2021 13:40

e Consultant Note: ID: 40 M admitted currently to cardiology after OHCA complicated by
ischemic bowel and sepsis

Past medical history
- CAD (DES to LAD this admission)

Medications

- Metoprolol

-Fonda 7.5

- ASA

- Atorvastatin

- Pantoprazole

- Ticagrelor

- Meropenem 1 g q8h Dec 9 - present
- Tazo 3.375 Dec 6-9

Allergies/intolerances
- Heparin - positive anti-heparin antibodies (confirmation assay pending)

Social
~30 pack year smoker, no recent alcohol. Some marijuana, denies IVDU. No transfusions
before 1990.
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HPI

Patient was BIBEMS Dec 2 after an OHCA with bystander CPR for unknown time and had
pulseless VT/VF on transport. Achieved ROSC in ER. Found to have 95% lesion in LAD. Coded
several times in cath lab. Found to have ischemic bowel Dec 5 and underwent laparotomy Dec
5 and end-ileostomy Dec 7. Since then had been improving hemodynamically in ICU and
transferred up to ward Dec 15.

Over past 2 days developed a non-pruritic erythematous rash over chest and spreading to
abdomen and arms. Noticed chills/sweats yesterday. Denies new cough and hasn't been
choking. Denies abdo pain. Passing BMs, perhaps more watery than usual through his ostomy
and having it changed every several hours.

Physical

118/84 T 36.7 (Tmax 38.1 Dec 17 0620) 96% 4L NP

Abdo: Soft, nontender. 2 necrotic areas on abdomen corresponding to tinzaparin injection sites.
MSK: No sacral ulcer

CV: 81, S2 normal

Resp: non-specific upper airway sounds

Labs
WBC 16 plt 1152 Cr 73 INR 1.6
Eos 0.18

UA - negative nitrites, neg leuk esterase, 0-2 WBCs

Microbiology
Blood cultures
Dec 17 pending
Dec 10 NG
Dec 3 NG

Resp cx
Dec 10 - E cloacae, yeast
Dec 8 - E cloacae (sens to cipro)

Urine Cx
Dec 3 - NG

Imaging

CT A/P Dec 5 - pancreatic infarct, abdominal free air, pneumatosis intestinalis
CT A/P Dec 14 - more defined pancreatic lesion, colonic stump fluid vs abscess
CXR Dec 17 - possible retrocardiac opacity

I/P 40 M admitted post OHCA complicated by ischemic bowel with new fever and rash on
meropenem.

1. Wil test stool for C. diff due to high-output ostomy.

2. Developing foci in abdomen may be contributing to ongoing fevers, will suggest repeat CT
next week to reassess possible abscess.

3. Will switch meropenem to ciprofloxacin IV for E cloacae and metronidazole for
intra-abdominal organisms.
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Drew Zhang R3

ID Attending (Dr. S. Peermohamed): Agree with above. In summary, this is a 40 year old man
with cardiac arrest complicated by ischemic gut with suspected drug rash secondary to
beta-lactams. Thus, we recommend switching to ciprofloxacin and metronidazole for coverage
for hospital acquired pneumonia and possible early intra-abdominal infection. We will continue
to follow. Thank you for involving us in the management of this patient.

Electronic Signatures:

Peermohamed, Shagil (MD) (Signed 18-Dec-2021 05:53)
Authored: Consultant Note
Co-Signer: Referring Physician, Consultant Note

Zhang, Zhubo (Resident) (Signed 17-Dec-2021 14:46)
Authored: Referring Physician, Consultant Note

Last Updated: 18-Dec-2021 05:53 by Peermohamed, Shaqil (VD)
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[Date of Service: 05-Dec-2021 00:00, Authored: 05-Dec-2021 00:00]Consultation [Charted
Location: RUH-ICU 3-3321-02]- for Visit: 10521726, [Signed by: Gill, Dilip (MD)
06-Dec-2021 08:19]; [Entered by: Filed by, Interfaces (Other) 06-Dec-2021 02:59]; [Signed
by: Nocon, Christopher-Brian (Resident) 06-Dec-2021 08:19] General, Complete, Entered,
Signed in Full, General

MRN: 1315031

NAME: FEHR, RICHARD NEIL
DOB: 23-FEB-1981

VISIT ID: 10521726

HSN:

CONS PHYS: Dilip Gill, MD
FAM PHYS: Jillian Fraser, MD
DATE SEEN: 05-Dec-2021
LOCATION: ICU3 IP ADM: 02-DEC-2021
Royal University Hospital
Consult

It is my pleasure to see Mr. Fehr here at the CCU unit together with his wife.
He is a 40-year-old gentleman who you have requested for us and consulted us
to see him because of concerning features and CT findings of ischemic bowel.

This 40-year-old gentleman was admitted to the hospital December 2nd after
being found down and had bystander CPR. At that time, he was taken to the
cath lab and had a clot in the distal LAD, for which he was stented. The EF
is 20% to 25%. During his stay here in the hospital, it was noted that his
abdomen was getting quite tender with an elevation of his lactate. For this
reason, he was brought to the CT scanner to have his abdomen scanned. Then it
was noted that he had free air as well as ischemic bowel.

He is currently on heparin and this has been brought on to more prophylactic
levels, to try to minimize the effect of heparin at the moment considering
that he will need surgery. He is off of pressors and currently on a
dobutamine infusion. He is also not on propofol or any sedation. His last
bowel movement was December 3, 2021.

PAST MEDICAL HISTORY: Other than the medical history noted above, he was
otherwise healthy prior to this.

PAST SURGICAL HISTORY: He has had a tonsillectomy in the past. Otherwise, no
abdominal surgery.

CURRENT MEDICATIONS: He does not take any regular medications other than the
medication he is currently on.

ALLERGIES: No known drug allergies.

SOCIAL HISTORY: He smokes cigarettes, as well as marijuana. He is double
vaccinated and lives in Saskatoon.

PHYSICAL EXAMINATION: Abdominal examination noted that his abdomen was quite
distended and peritonitic to examination more so around the left lower and
upper quadrants and midline as well. His heart rate when I saw him was 101
with a blood pressure of 132/64. He is afebrile and currently intubated on a
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mechanical ventilator.

INVESTIGATIONS: Blood work done shows a white blood cell count of 7.2 with a
hemoglobin of 112, platelets 211. Electrolytes show a sodium of 131,
potassium 5.6, and creatinine of 167. Lactate is 3.9 (arterial).

A CT scan did show free air with pneumatosis of the ascending to transverse
colon. Small bowel was dilated. Pancreatic tail infarct. Origin of celiac
artery could not be seen, but downstream patent. Air in the iliac veins, but
no portal venous gas. SVC is flat and there is hyperattenuation of the
adrenals. All of this is reported verbally and was communicated to the team
by the radiology resident on call. Official report is pending.

IMPRESSION: This 40-year-old gentleman who has been in CCU post cardiac
arrest now has ischemic bowel and concern for perforation as well.
Considering the fact that he is young, we did talk to his wife Andrea that we
will need to take him for an emergency surgery. We will do a laparotomy and
examine his bowel and resect the bowel that is ischemic. We did communicate
to Andrea that this is a poor prognosis, but considering that he is young we
will be aggressive with this management.

Thank you very much for involving us in his care. We will bring him to the
operating room as soon as we are able to.

Dictated by: Brian Christopher Nocon, RESIDENT

Dilip Gill, MD

This document has been dictated and may have been distributed before being
read. Any corrections to this document must be made within thirty (30) days
following the transcription date.

BN/MODL

DD: 2021-Dec-05 20:47:25
DT: 2021-Dec-06 02:59:43
Job #: 527629/56528545

cc: Dilip Gill, MD
Jillian Fraser, MD
Janine Sara Eckstein, MD
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" MRN: 1138390
Visit: 10521726

Age: 41y (23-Feb-1981)

" FEHR, RICHARD NEIL  Royal University Hospital

Gender: Male - Current Location:
. RUH-5000-Unit 4-5038-01

ED Disposition [Charted Location: JPCH-ERT-G504] [Date of Service: 02-Dec-2021 09:22,
Authored: 02-Dec-2021 09:22]- for Visit: 10521726, Complete, Entered, Signed in Full, General

Triage Information:

Triage and Nursing Complaints:

Triage Complaint:
e Complaint Category

e Chief Complaint
e Triage Complaint
e Comments/Interventions

Cardiovascular

Cardiac Arrest (Non-Traumatic) "

Cardiac arrest (non-traumatic) ™

approx 40 yo male found uncx/unresp by bystander.
CPR initiated. ptin with EMS; LUCAS in progress.
multiple rounds ept/amio/cpr. pt direct to 504 on

arrival®

¢ CTAS Based on Chief Complaint 1M

e CTAS Calculated Score 10

e CTAS Overridden Score 10

ED VITAL SIGNS:

ED Triage Reassessment:

02-Dec-2021 08:22

Eye Opening (E1) none
Verbal Response (V1) none
Motor Response (M1) none

GCS Score

TRANSFER TO INPATIENT:

e Nursing Transfer Details

e Report Given

e Transfer Checklist

e Date and Time of Report

e Date and Time of Transfer
e Accompanied By

e Mode of Transport

3

Patient transferred to cath lab with physicians xs2,
RT, and multiple nurses. De-fib, cardiac arrest
medications and infusions taken with. Social work
speaking with family.

face to face

hospital meds sent; patient belongings sent
02-Dec-2021 09:10

02-Dec-2021 09:10

RN physician RT

stretcher

¢ Equipment Accompanying Patient defib cardiac monitor airway bag RSI kit suction

Electronic Signatures:

oxygen

Tuba, McKenzie (RN) (Signed 02-Dec-2021 09:26)
Authored: Triage Information, Transfer

Last Updated: 02-Dec-2021 09:26 by Tuba, McKenzie (RN)

References:

1. Data Referenced From "ED Nurse Triage" 12/2/2021 8:22 AM
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ED MD Assessment [Charted Location: RUH-Coronary Care Unit-CCU-09] [Date of Service:
02-Dec-2021 09:10, Authored: 02-Dec-2021 09:10]- for Visit: 10521726, Complete, Entered,
Signed in Full, General

Physician Documenation:
ASSESSMENT:
History: delayed note: patient was being resuscitated the entire time and is now in cath lab
HPI: patient brought in by EMS
found down on sidewalk unconscious
bystander cpr initiated
time of call was 0740
?ROSC, brought into back of ambulance and no longer had pulse, in VT/ VF, shocked multiple
times
received amio 300mg and 150mg
narcan 0.4mg |V (pupils were never pin point)
epi multiple rounds
unable to intubate as clenched
Past Medical History: healthy
Past Surgical History: none
Medications: none
Allergies: no known drug allergies
Immunizations: up to date, double vax
Social History: smoker, occasional EtOH, no drugs (incl no IVDU), works at U of S dairy
Physical: A - being bagged, some blood around airway, trachea midline
B - air entry equal bilaterally, no subcutaneous emphysema, no chest wall tenderness, no
bruising to chest wall aside form Lucas device area
C - heart sounds normal, extremities cool and mottled, abdomen soft and non-tender,
D - GCS 3, pupils but not reactive
E - no signs of trauma (never log rolled as CPR in progress for most of ED visit)

INITIAL IMPRESSION/PLAN:
Notes: Patient initiated ACLS protocol with CPR and epi
first pulse check was PEA
eventually obtained ROSC
VF/VT off on therefore defibrillated multiple times at 200 and 300 J
Amio started at 1mg/min infusion

Lines: had 1 AC IV, obtained second IV and then R tibial IO by ACP student under supervision
of Dr. Bouchard

Other treatments:

Rocuronium 200mg to achieve intubation

initially some blood obscuring the CMAC, cleared and then had grade 1 view, size 8 ETT place
by Dr. Bouchard (other ED physician) with RT

Initiated on propofol 20mcg/kg/min after paralytics given

sats difficult to obtain as patient shut down peripherally but read in the 80's then up to 90's
BP low so norepi initiated at 0.05mcg/kg/min and then increased to 0.07mcg/kg/min

ECG obtained and appeared wide with signif ST elevation in ant leads so cardio consulted
treated with calcium chloride and amp of sodium bicarb to treat any possible hyper K

labs in to draw, cardiac and tox workup ordered

Dr. Shavadia present almost immediately after called
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planned to take to cath lab, echo showed ?ant wall down

few further episodes of VF, lidocaine added to treatments and more defibrillations
once requiring approx 30 seconds of CPR

OG placed and ASA and Ticagrelor given

Heparin in but did not have time to give bolus, sent with team to cath lab

patient taken to cath lab by team with Dr. Shavadia present

| spoke with patient's wife Andrea in family room with social work and on speaker phone, the
patient's parents at the same time to inform them of his critical status, suspected diagnosis
(ACS) and current management plan

Andrea accompanied by social worker to CCU wait room

DISCHARGE:

e Final Diagnosis Cardiac arrest with ROSC, likely secondary to ACS,
?ant STEMI

PATIENT CONTACT INFORMATION:

e Patient Name FEHR, RICHARD NEIL

o Address PO BOX 38028, SASKATOON, SASKATCHEWAN,
S7N 1H2

e Phone Type Home

e Phone Number 306 2297259

e HSN SKUNKNOWN 108K

Electronic Signatures:
Ferguson, Janet (MD) (Signed 02-Dec-2021 09:37)
Authored: Physician Documenation, Patient Contact Information

Last Updated: 02-Dec-2021 09:37 by Ferguson, Janet (MD)
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ED Nurse Triage [Charted Location: JPCH-ERT-G504] [Date of Service: 02-Dec-2021 08:22,
Authored: 02-Dec-2021 08:22]- for Visit: 10521726, Complete, Entered, Signed in Full, General

COVID-19 SCREENING:

¢ TRIAGE ASSESSMENT FOR unable to screen - assumed positive
ISOLATING COVID-19 (and Other
Respiratory Viruses)

Triage:

e Complaint Category Cardiovascular

e Chief Complaint Cardiac Arrest (Non-Traumatic)

e Triage Complaint Cardiac arrest (non-traumatic)

e Comments/Interventions approx 40 yo male found uncx/unresp by bystander.

CPR initiated. ptin with EMS; LUCAS in progress.
multiple rounds ept/amio/cpr. pt direct to 504 on
arrival
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e |[solation Required

e Eye Opening

e Verbal Response
e Motor Response
e GCS Score

e First Order Modifier Summary
e Assessment Comment

e CTAS Based on Chief Complaint
e CTAS Calculated Score
e CTAS Overridden Score

e Transport Service
e Mode of Arrival

e Directed To
e CTAS Recheck

Electronic Signatures:

" FEHR, RICHARD NEIL

Gender: Male

 Royal University Hospital
Current Location:

- RUH-5000-Unit 4-5038-01

Droplet/Contact PLUS

(E1) none
(V1) none
(M1) none
3

Vital Signs deferred to bedside
cpr in progress no vitals @ this time

1
1
1

EMS - Saskatoon
stretcher

Bed
Reassessment Timer - Start

Turner, Lani D (RN) (Signed 02-Dec-2021 08:24)
Authored: COVID Screening, Triage

Last Updated: 02-Dec-2021 08:24 by Turner, Lani D (RN)
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EMERGENCY DEPARTMENT
SYSTEMIC PATIENT ASSESSMENT .
Page 1 of 4
Date: __ &L Q 1&\ Time of assessment: U g‘q

Presenting problem: C\’)U\J(U;i /imuﬂ (0N (:D}[[!u/ff(/ \D V. C/ﬁ

‘“f\ &k\:’fﬁ\;ﬂ‘i@ b’l hflS‘\_’[iY\(ﬂ.M‘ 0.oils g{tl‘vf// + d//Z:/‘(C/‘

O Restless O Irritable 0O Lethargy 0O Headache O Dizziness 0O Numbness
Describe/Other findings/Action: :

\ ] ' v :
Har] voumds of 0\ amd ' max dose of  amis
) T « -
\'(p\\'D ik Shoth x1.0x FOD
Pertinent past medical history:
RESPIRATORY - | Can the patient take a full, deep, relaxed breath: O Yes-rate ________~ S.0O.B: O No U Yes
Findings on exam: O3z saluration Q2 delivery method
Rhythm Depth Cuality Airway Adjuncts
0 Regular O Adeguate 0O Easy O Stridorous 0O Use of accessory 0O Oral airway
O Irregular 0 Shallow 0 Laboured O Moisl rauscles O Nasal airway
O Paradoxical O Deep Q Wheezing O Cheyne Stocke (3 Retractions 3 ET tube - size
O Kussmaul 0O Guarded O Hyperventilating O Cyanosis O Tracheostomy
Cough: : Sputum:
Auscultation/Other findings/Action:
CARDIOVASCULAR Are the radial pulses full, regular: O Yes - rate 0 No
Gther pulses/Findings: _ .
Are the extremities warm, skin dry and well perfused? O Yes DO No  Findings:
" O Edema - describe
U Chest pain - describe
Heart sounds/Other findings/Action:
CENTRAL NERVOUS SYSTEM Is the patient alert and orientated to three spheres? O Yes O No O See GCS

Form#701036  (Saskatoon Area)  12/2018
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SYSTEMIC PATIENT ASSESSMENT
Page 2 of 4 .

GASTROINTESTINAL 0 Not related to presenting problem
0O Nausea O Vomiting Describe

U Diarrhea O Constipation  Describe

U Dysphagia O Appetite O Lastmeal Describe

0 Weight change - describe

{0 Pain - describe

Findings on exam, include bowel sounds:

GENITOURINARY/REPRODUCTIVE O Not related to presenting prablem
& Urgency O Freguency 0 Hematuria O Incontinence O Distention 0 WNocturia 0O Indwelling catheter
LmP TPALG / / / / EDC FHR

(J Bleeding — describe

O Pain - describe

Findings on exam:

PESYCHOSOCIAL s this patient managing independently at home: O Yes [ No - describe

Emotional status:

MUSCULOSKELETAL/INTEGUMENTARY O Not related to presenting prablem
O Cramping O Tingling O Numbness 0O CSM O Bruising 0 Petechiae 0 Rash 0 Sores
O Pain - describe

Findings on exam:

EENT O MNot related to presenting problem

O Drainage 0O Bleeding - Foreign body 0O Pain .. Laceration [ _Tinnitus
Describe/Action:

Initiat assessment completed by:

Signature Status Initials

Form#101036 (Saskatoon Area) 12/2018
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EMERGENCY DEPARTMENT

SYSTEMIC PATIENT ASSESSMENT

SK UNKNOWN -

RUH 1315031 v#10521726
. FEHR, RICHARD NEIL

© Feb-23-1981 40y ER M
ADM: Dec-02-2021
FERGUSON, JANET

Page 3 of 4
Date. Time: (308 [T 0836 [ BBHO [(RUS
initial BGM Nurse ID 9,3
Temperature .
Pulse g4 nF ok 1o ?,3
‘Respiration ] ] \s7 ) 8 N 1<

-Blood Pressure

WG/ )0 A 5108/ €57 [R4TT

Oxygen Saturation

774

O, Delivery M- Massk  ETT - Endotrachesl tube  RA - Roomair | |, — m 67-7-' 6}—7"
P - Masal prengs BV - Bag valve magk ET/ -

C = Chest drainaye £ - Emesis

Output NG - Nasal gastric U - Urinary
4 - Spentaneously
Eyes Open 3 - Tovoice
. 2 -~ Te pain

C - Closed by swelling 1 - VWAll not opan

Best Verbal Response

ETT=El lubs

1 - None 1~ No respanse

{8 yes - adult) {2 - B yrs) (Less than 24 monthe}
5~ Orignialed S - Smiles, coos
4 = Confused $ - Orientated 4= Cres
3 - Inapprogriate words 4 ~ Inappropnale words 3 - (nappropriste crying,
2 - Incomprahensible 3 - Cries or screams screaming

30unds 1 - Grunts 2~ Grunis

1~ Norespanse

Best Motor Response
6 - Obeys corrmands.
& - Localizes pain

4 ~ Flexion wilhidmwal 1 - Noug

3 - Abnomnal flexion (rigidity)
2 - Abnormal extension (rigidity)

Glasgow Coma Scale

Pupil Reaction

Rt
N - Marmal & - Slugpish F - Fixed
Lt
3 - Sirong Rt
2 - Wioderate Arms Lt
Motor Power | - ioak Rt
X Legs
0 - Absen! Lt

Pain Scale (0-10)

Q- ho pain 19 ~ Worsl pain

Sedation Scale

$ - Nomal sleep, easy Lo rouse

0~ Alert

3 - Samnolent, difficuli 1o rousa
2 - Fraquently drowsy, sasy (0 rause
1 = Somatimes drowsy

O Initiated ED Medication Administration Record (MAR)

Time Needle Sizé & Site

Solution & Amount

Medication Added

Rate Commenis/Amount Absorbed | 1D

Caregivers:

. Dr. Yol Lerguson

2 QF Ml Btochard

3.

Signature & Status V'
Form#101036  (Saskatoon Area)

Initials
12/2018

Signature & Status

Initials Signature & Status initials
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Jehr, Jorcharat /0@J17Q(4

: 47
Saskatchewan b ' DOCUMENTATION ALERT. | 7
Health Authority THIS DOCUMENT WAS RECEIVED WITH |-
NO PATIENT ID, AND WAS FOUND

IN THE CURRENT CHART

«" 0 RUH O SCH 1 8PH O Other
71 RESPIRATORY THERAPY
EMERGENCY DEPARTMENT RESPIRATORY ASSESSMENT

Page 1 of 2

-, £ e I/-\ m——'c
Date [‘f’[/ ch{ A \ Time %’bf\ Signature V NN

Reason for assessment

CNS cvs
RAS /GC‘SjAVPU ;77 : Temperature °C | HR SL\‘O BP/MIBP

Medications Medications
Other Cther
RESPIRATORY
RA 0> therapy/FiQ- NPA/OI(A/ETI’/% i/!Afl’rach size QE\JO«C
SpO:; T % Position / t teeth gadult)/lip (pediatrics)
Auscultation Cuff pressure 20 emH0O
Cough
Work of breathing O Absent 0 Productive G Non-productive

QO Weak Q Strong O Hemoptysis O Not cbserved

T None O Tripoding O Nasal flaring Sputum colour
1 Paradoxical respirations [ Forced expiration Amount O Scant O Small O Moderate O Copious
1 Pursed lip breathing 0O Grunting Recommendations/intervention/Plan

Accessory Muscles/Refractions

1 None O Subcostal O Intercostal

1 Supraclavicular O Suprasternal O Substernal Goals
0 Scalene SpO, ETCG, pH PaQ; o
Time Progress Notes

10 laic entry px Burd v oy, R 0ospval, oy Sendts ¢ O €

DovgaF v inivkedad ain &”affﬁmD’r oy £r. Dy Boad

W VAGP a0 SeB OO NP « 567”7/ ian vaxidole

RO obotmned % (o, Vot Koeps oswne, intm ‘JMQ\n

. BOVGIT fo_Catn \ab. (¢ dond Ln r’/,ufh ab. —14,
. A <pop)

. as ’DWLSDCD W's Vaooed £
; r < oyind mw om]f/ Fiid. <per S w2

vecpver Yo/l AT, Cafin ko Drocodire.
s Plete. Bmnlat s coah on TV Spmcem
Plad c o SN yent. <

Form #104475  (Saskatoon Area)  01/2021




EMERGENCY DEPARTMENT RESPIRATORY

ASSESSMENT »i
Page 2 of 2 DOCUMENTATION ALERT=4
P " THIS DOCUMENT WAS RECEIVED WITH
m " NO PATIENT ID, AND WAS FOUND
- i . ) IN THE CURRENT CHART
Date: sz 7// Q“/\ Equipment: T } N h
Patient height: cm Patient weight: kg Interface and size:

Mask port and exhalation setting:

R A IVIGR Y,
Initial Né‘) Wﬁ‘l

Time Progress Notes

Mode {JV \f V\’ N

Flow m—“r —

FiO. I Oh 1oL

Rise/Ram, ’% :
» | A0

RASel | 9¢Y gﬂ

RR Total

<% |
mise |0 QL |0, GD

ETS%/E~-Cycle

Vi Set 4@ gc@

Vie %@\@

et 12.0[la0

[BIgB | [5 ME ez

PCIPIF/IFAP lﬁg S U

P35

PEEP/EPAPICPAP (0 (]ﬂ, )
T

i

-
I

Leak

7|

Trigger av Q‘\I

remparane | {1 ANE | YvE

Fila Alarms

/-m
High/Low Press 1Y) /C

High/Low Mve D[
ke

High/Low AR Q—O

sv0: |/ 14

7
ETCO; | —— / o

Time

Type

“pH- - [ P, - |- . - —

pCO2

pO2

HCO,

BE

Sa0,

Lactate

PaCy/FiO,

Form #104475  (Saskatoon Area) 01/2021




Saskatchewan
Health Authority

MRN: 1138390
Visit: 10521726
Age: 40y (23-Feb-1981)
Flowsheet Name: vED Assessment and Cére
[Charted Location: RUH-5000-Unit 4-5039-01]

[Authored By: Turner, Lani D]
[Authored Date/Time: Dec 2 2021 8:22AM] - for Visit: 10521726

FEHR, RICHARD NEIL

Gender: Male

ED Isolation

FEHR, RICHARD NEIL

ED Isolation

MRN: 1138390
Visit: 10521726
Age: 40y (23-Feb-1981)
Flowsheet Name: ED Triage Reassessment
[Charted Location: RUH-5000-Unit 4-5039-01]

[Authored By: Turner, Lani D]
[Authored Date/Time: Dec 2 2021 8:22AM] - for Visit: 10521726

Gender: Male

Glasgow Coma Scale

Triage Reassessment

MRN: 1138390

Visit: 10521726

Age: 40y (23-Feb-1981)
Flowsheet Name: ED Vital Signs
[Charted Location: RUH-5000-Unit 4-5039-01]

[Authored By: Turner, Lani D]
[Authored Date/Time: Dec 2 2021 8:22AM)] - for Visit: 10521726

Triage Reassessment

FEHR, RICHARD NEIL

Gender: Male

CTAS Reassessment CTAS Reassessment

Glasgow Coma Scale (GCS)

Patient Chart Flowsheets

Royal University Hospital
Current Location: RUH-5000-Unit 4-5039-01

Droplet/Contact PLUS

Royal University Hospital
Current Location: RUH-5000-Unit 4-5039-01

Eye Opening | | (E1) none
Verbal Response (V1) none
Motor Response (M1) none
GCS Score 3
| Cbmment Reassessment Timer - Start

Royal University Hospital
Current Location: RUH-5000-Unit 4-5039-01

Comment

Reassessment Timer - Start
Eye Opening ’ (E1) none
Verbal Response (V1) none
Motor Response (M1) none
GCS Score 3

é Requested: Apr 23, 2024 11:16 10f1

&

Requested By: SKHEALTH
\SKTNSCA?21Bcver

—
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MEDAVIE 3

HMEALTH SERMICES Waoasie

M.D. Ambulance Cate
Patient Care Report
Service : (177)

Page 26 of 102

(128250

Run Number: M2112020058
Service Date : 2021-Dec-02
Pationt 1 of 1

PCR Number : A29025

Finalized: Yes
PATIENT COMPLAINTS

g;c:;i::al Health 540228788 Chief (Primary) Cardiac Arrest
Patient Name FEHR, RICHARD Allergies
Date of Birth 2/23/1981 (40 Years - Actual) Crew Members
Address BOX 38028 Vincent, Fearghus 1547011

Saskatoon SK. S7N 1H2 Cameron, Teron 3514894
Telephone 306-229-7259

RESPONSIBLE PARTY

NOK Name FEHR, ANDREA
Relationship Spouse
Adidress

Saskatoon SK
Telephone 306-229-7529

COMMENTS

Echo response for an unconscious unresponsive 40 year old male patient, cardiac arrest. According to bystander, patient was making his
way home from work because he was feeting unwell. Patient collapsed and CPR was initiated. EMS armived on scene and a pulse was
confirmed at the Carotid. Patient was placed on a spine board, placed on stretcher and brought to unit. While in the unit and atternpting to
get a proper assessment and vitals on the patient, it was noted that patient was pulseless and apneic once again and CPR was initiated.
Pads were placed as well as an OPA, 100MM was inserted with no difficuliies and BVM was initiated with 15LPM O2.

PDO arrived shortly afier and Lucas was applied.

PMHX-UNKNOWN
Medications-UNKNOWN

O/A-Patient found outside on the ground with CPR ongoing. It was determined that patient had a pulse and CPR was stopped. However
once in the unit CPR was initiated.
A---Patent

B-Absent

C-Absent pulses

Skin-Picool/dry

Head-Patient unconscious and unresponsive
Neck-NAD

Chest-no signs of trauma noted

Abd-NAD

Pelvis-Stable

Extremitics-no trauma noted

-Patient found outside CPR in progress

-CPR stopped as carotid pulse was found

-Patient placed on spine board, moved to cot and brought to unit

-While in unit and attempting to oblain vitals and dSSES‘%an[, it was noted that patient was now unconscious and unresponsive and no
pulses present and that was when CPR was initiated.

-Pads placed on patient

-100mm OPA was inserted and BVM was initiated with 15LPM of O2

-18G LV initiated to Right AC and 500ml N/S was infusing

-Rhythm check revealed V-Fib and Defibrillation at 360J initiated

-PDO arrived on scene and Lucas was applied

-Lucas in place.

-Bagging wus ongoing by code 11 who had no difficulties

-PDO went to assess for difficult intubation, however patient was ¢lenched

-Patient had spontaneous respirations at times.

-Pulse check revealed an organized rhythm on the monitor, however no pulses present
-CPR with Lucas ongoing

-Patient presented with a pulse, however brief and reverted back into V-fib

TOTAL SHOCKS AND MEDICATIONS

-10 Shocks administered

-EPi 1mg/10mli (0. lmg/ml) administered® 5

-Narcan 2mg VP

-Amiodarone 150mg

FEHR, RICHARD

PCR : A29025
2021-Dec-02

https://siren412.mdambulance. com/EMS/BatchPrint.asp

HSN:
DOB : 2/23/1981

12/3/2021
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-Amiodarone 300mg

Patient transported Bravo to RUH and placed in 504
ABCD

Primary Survey Start time: 12/2/2021 08:57:14
Done by: Teron Cameron
Airway: Patent

Breathing: Absent
Circulation: Pulse Not Present
Disability: Unresponsive
Priority Scene: No Life Signs

VITAL SIGNS

lPain:
Pain: Wong-
IMAPISPO?IETCDZ COiGlucose Tem[.uamturemeevilc Baker |GCS

FACES®

Cs ) Done|
PositionjRASS By

2 a

HeartIRespiralory]EP IEF

Time Rate [Rate SystoliciDiastolic

92
M- 157 [vveak / mmol/L
12/2/2021|BPM|Agonal; u; - Off IV
07:54:33 Cathion;

TC

T <m
- s s

°|

LP- 123
12/2/2021|BPM| TC
07:56:38
LP- 278
12/2/2021|BPM TC
07:58:11
LP- 131
12/2/2021|BPM TC
07:59:01
LP- 187
12121202 1|BPIA TC
08:02:20
LP- 195
12/2/2021|8PM) TC
08:04:50
_P- 128
12/2/2021)8PM TC
08:05:38
LP- 128
12/212021|BPM TC
08.06:05
LP- 106
12{2/202 11 BFM TC
08:06:40
LP- 100 15 16
12/2/2021|BPM ey mmHg TC
08:08:23

LP- 84
12/2/2021{BPM ‘ TC
(8:09:37
LP- 57 25 19
12/2/2021{BPM BPM mmHg TC
08:10:06

LP- 103
1212/2021|BFPM TC
8:11:57
LP- 100 20 18
12/2/2021|BPM BPM mmHg TC
08:12:28

LP- 104 o, 21
1212/2021|8PM BPM mmHg TC
08:13:08

LP- 93
12/2/2021|BFPM TC
08.14:20

¥
PCR : A29025 FEHR, RlCiAsijQ

2021-Dec-02 DOB : 2/23/1981

https://siren412.mdambulance.com/EMS/BatchPrint.asp 12/3/2021



Page 28 of 102

LP- 30 12 16
12/2120211BPM BPM mmiHg TG
08:17:20
LP- 81
12/212021|BPM TC
08:19:16 _—
SCORES
Broselow Jump Done
Time CTAS Tape START % Burn APGAR a
. ¥
Category Triage
M- 1-AP;
121212021 ! TC
07:.48:41
ECG/{MONITOR
ECG ECG underiyin Dane
Time Leads Changes Type Rhyth "{ g IEctopy Report Cammenis By
ECGInterp )
- Paddles; yemnoutar Iritiat e
121212021 ’ Rhythim
07:53.47
. HISTORY OF PRESENT ILLNESS
Symptoms General: Unconscious;
Cardiovascular : Cardiac Arrest;
Assess / Plan
Start Time | Stop Time [ Section Item Description Done By
12/2/2021 Exams AVPU AVPU: Unresponsive Teron
07:48:22 Cameron
12/2/202} Exams Pulse Status [Site: Right Carotid Fearghus
07:49:03 Rate: Normal Vincent
Rhythm: Regular
Strength: Strong
12/2/2021 Procedures  |Attach/ Attach/ Menitor ECG: Monitoring With Pads Teron
07:53:47 Monitor Cameren
ECG
12/2/2021 Procedures |Electrical  [Defib Case 1D 202112020751450049632500 Teron
07:54:33 Therapy Type: Defibrillation Cameron
Pads Applied: Yes
12/2/2021 Procedures |Electrical  |Drefib Case ID: 20211202075 1450049639500 Teron
07:56:38 Therapy Type: Defibrillation Cameron
Pads Applied: Yes
12/2/2021 Procedures |Vascular Side: Right Teron
07.57.00 Access Site: Antecubital Cameron
Type: IV
Size: 18 Gauge
12/2/2021 Procedures |Drug Defith Case 1D: 202112020751450049639500 Teron
07:58:11 Therapy Drug Name: Epinephrine C. Img/ml Cameron
Route: Intravenous
12/2/2021 Procedures |Electrical  |Defib Case ID: 202112020751450049635500 Teron
07:59:01 Therapy Type: Defibriliation Cameron
Pads Applied: Yes
12/2/2021 Procedures |Electrical  {Defib Case 1D: 202112020751450049639500 Teron
08:02:20 Therapy Type: Defibrillation Cameron
Pads Applied: Yes
12/2/202] Procedures |Electrical  |Defily Case 1D: 2021120207514500496359500 Teron
08:04:50 Therapy Type: Defibrillation Camcron
Pads Applied: Yes
120272020 Procedures  |Flectrical Defib Case 1T 20211202(751450049639500 Teron
08:06:05 Therapy Type: Synchronized Cardioversion Cameron
Pads Applied: Yes
12/2/2021 Procedures |Drug Defib Case 1D: 202112020751450049639500 Teron
08:06:40 Therapy Drug Name: Amiodarone Cameron
Route: Intravenous
. FEHR, RICHARD
PCR : A28025 HSN -
202%-Dec-02

https://siren4 12. mdambulance.com/EMS/BatchPrint.asp

DOB: 2/23/11881

12/3/2021
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Amount: 150 mg
12722021 Procedures |Drug Defib Case ID: 202112020751450049639500 Teron
08:08:23 . Therapy Drug Name: Naloxone Cameron
Route: Intravenous
Amount: 2 mg
12/2/2021 Procedures |Electrical  |Defib Case ID: 202112020751450049639500 Teron
08:09:37 Therapy Type: Defibrillation Cameron
Pads Applied: Yes
12/2/2021 Procedures |Drug Defib Case ID: 202112020751450049639500 Teron
08:10:06 Therapy Drug Name; Epinephrine 0. lmg/ml Cameron
Route: [niravenous
12/2/2021 Procedures |Electrical  |Defib Case 1D: 202112020751450049639500 Teren
08:11:57 Therapy Type: Defibrillation Cameron
Pads Applied: Yes
12/2/2021 Procedures {Drug Defib Case 1D: 20211202075 1450049639500 Teron
08:12:28 Therapy Drug Name: Amiodarone Cameron
Route: Intravenous
Amount: 150 mg
12/2/2021 Procedures  {Drug Drug Name: Epinephrine 0. Img/m] Teron
08.13.08 Therapy Route: Intravenous Cameron
12/2/2021 Procedures  |Other Incomplete LIFEPAK: Generic Teron
08:13:08 Cameron
12/2/2021 Procedures |Electrical  |Defib Case 1D: 20211202075 1450049639500 Teron
08:14:20 Therapy Type: Defibrillation Cameron
Pads Applied: Yes
12/2/202] Procedures  {Drug Incomplete LIFEPAK medication not found Epinephrine Teron
08:17:20 Therapy Cameron
12/2/2021 Procedures |Electrical Incomplete LIFEPAK: Shock 10, 300 J Teran
08:19:16 ‘Therapy Cameron
121212021 Procedures |Drug Drug Name: Amiodarone Teron
(8:39:58 Therapy Route: Inravenous Cameron
Amount: 150 mg
12/2/202) Procedures |Oxygen Type. Other: BVM Teron
06:2539 Therapy Rate: 15 L/min Cameron
12/2/2021 Procedures IV Fluid Type: Normal Saline Teron
09:25:45 Fluid Bolus (ml): 500 Cameron
Total volume infused (ml): 500
12/2/2021 Procedures {Suctioning |Type: Oropharyngeal ‘Teron
09:25.50 . |Conients: Blood Camgron
12/2/2021 Procedures |CPR Start |Type: Pit Crew CPR Teron
06:25.5] Cameron

Times

tncident Date ¢ Time: 12/2/2021 07:40:38

Unit Dispatched
Enrouts

Unit Cancalled
Arrive Scene
Arrive Pationt
Depart Scene
Arrive Destination
Care Transfer
Available

PPE Used

Eye Proteciion Gloves Mask-N95 Mask-Burgical (Non-Fitted) Gown Eye Protection Gloves Mask-N95 Mask-Surgical (Non-Fitted) Gown

Attendant 2

12/2/2021 07:40:47
124212021 07:40:56

121212021 07:48:22
127212021 07:48:41
12/212021 08:10:58
12/212021 08:16:47
121212021 08:52:25
12/212021 09:58:36

Name of signer: Vincent, Fearghus
RS R

>

—

PCR : A23025
2021-Dec-02

SIGNATURE

https://siren412.mdambulance.com/EMS/BatchPrint.asp

FEHR, RICHARD

HSN:

DOB : 212311581

12/3/2021
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Attendant 1
Name of signer: Cameron, Teron

A O

ATTACHED WAVEFORMS
Initial Rhythm
FEHR, RICHARD
PCR : A29025 HSN ;
2021-Dec-02 DOR : 2/23/1981

https://siren412 . mdambulance.com/EMS/BatchPrint.asp 12/3/2021



SK HNKNOWN
RUH 13180351

Vi#10521726

> FEHR, RICHARD NEIL
Saskatchewa n’ &g Feb-23-1981 40y ER M
: "ADM: Dec-02-2021
askatchne . {FERGUSON, JANET . ==
Health Authority
0 RUH U SCH O SPH O Other h
ADULT/PEDIATRIC
CODE BLUE RECORD
Page 1 of 2
i Adult O Pediatric Weight:
pate: _Dec 7 /’7/{ Time: OZS ‘ l Location:
Diagnosis: s {
Events preceding: ﬁ_)/md A, on _ a\leas méhsmcﬁw COE N ﬁmf\)h‘is
Reason for initiation: Pulseless EB(pnelc Witnessed: OD Yes 0 No
Code Blue called at: _h_c;E[s_ _ _ Arrival of Code Blue Team: ___hours_ R e
-~ "7 ] CIRCULATION  Rat in BP H ff art
AIRWAY/VENTILATION 0 Spontaneous & Apsent CIRCULATION  Rale min _ mmHg cuff a
O Ineffective O Assisted Cap refil seconds
; ;O Pal le J weak O Absent
Do therapy: O NP O Mask 0 NRB J}mm 100% Op at /. Umin g‘::;?;'com reispiz: ;a fted ;j‘ senhom s
RR min  SpO2 % . Pr o Y_‘EJ’D“D N
Air entry Feedbac devrf;e used: e?s s} . " ‘ ,a/(l
0:7 E/ Rhythm: O Sinus rhythm U Bradycardia W V-fib . EA
Intubated at _{ 2% hours ETT insitu O Trach insitu _ N L
0 v-tach L1 Asystole O SVT O Other CL @S ©F
ETT size mm O Cuffed O Uncuffed
Person intubating Depth lip cm VascularAccess Q’ / 4 ,} S
EYCUs device: WU No Capnography O Colorimetric %‘1 WV site CGaUQQ Time [’ v,
Blood gas collected at hours 1V site @ P} ~ Gauge }ﬁ’ Time QB?D i
Anesthesia/RRT signature 10 site m 'h b Gauge I { Time OF Lf/
MEDICATIONS GIVEN
EPINEFPHrine FLUID BOLUS
Time Dose Route Solution Yolume Time
054 | laen | FV
J
¢
3
atropine DEFIBRILLATION/SYNC CARDIOVERSION
Time Dose Route Rhythm Joules Time Post Tx Rhythm
: Ol o PRB
Vhb oo 0930 |“'on%y
vah LOD DF3Y
amiodarone VF’b w() (DSH T
Time Dose Route \«‘KF‘I") 7.00 O 54 s
v b 200 (BS/
vl 300 D85 L
INFUSION STARTED
Other Medication Drug Dose/ﬂ@te Time
Time Medication Doss Route %% I ey / /"4/ min JE3n
; U 7 .
Arvj 2t | g [l i %36
betp Ji¥m é/“‘f)}hv"v O8O
EXTERNAL PACING Time '
Rate Jmin Output (MA)
Form #101264  (Saskatoon Area) 08/2018 Qriginal — Health Records Copy - CCUATU
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) SK UNKNOWN ik
CODE BLUE RECORD _ MRN:RUH 1315031 [
Page 2 of 2 ‘<. Admit Date: DEC-2-2021 P Bk
- - FEHR, RICHARD NEIL
& FEB-23-1981 40y V#10521726 M
e ATN: KANTHAN (CHANDRAKANTHAN), SE
FAM: FRASER,JILLIAN

ADDITIONAL INFORMATION RELATED TO CODE BLUE EVENTS

* See Nurse's Notes for additional information

INITIAL ECG RHYTHM @Q ,D} WS¥

Paste rhythm strip here
FINAL ECG RHYTHM
l Paste rhythm sirip here

PATIENT QUTCOME

3 Successful  Transferred to Time hours

Vital signs:  Time HR BP mmHg  Sa0; % ETCO2 ____

LOC Temp. °C

O Unsuccessful  Time expired hours

Family notified by Sbu & O?}L‘\ D at hours

Name Relationship

Attending Dr. Notified at

Recorder printed name Recorder signature

Physician printed name Physician signature

Code Bliue RN printed name ) Code Blue RN signature

Code Blue RN printed name Code Blue RN signature

Form #101264  (Saskatoon Area)  08/2018 QOriginal - Health Records Capy - CCU/NICU
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'MRN: 1138380  FEHR, RICHARD NEIL  Royal University Hospital
Visit: 10521726 : Gender: Male . Current Location:
_Age: 41y (23-Feb-1981) - . RUH-5000-Unit 4-5039-01

MD Progress Note-Brief-ID [Charted Location: RUH-5000-Unit 4-5039-01] [Date of Service:
25-Mar-2022 16:50, Authored: 25-Mar-2022 16:50]- for Visit: 10521726, /ncomplete, Entered,
Signed in Full, General

PATIENT HSN:
HSN: SKUNKNOWN 10SK

PROGRESS NOTE:

Service: ID

Progress Note: 41M post cardiac arrest and ischemic bowel, with ongoing intraabdo collections.
ID consulted for recurrent fever March 21.

Remains clinically well. On Mero/Dapto, tolerating. PICC cultures E> colcae (now pulled).
Peripheral blood cultures (March 21) negative. Repeat from March 23 pending.

Will leave on Mero/Dapto for now. We understand that he is likely going home next week.
Potential we can still tailor cultures, will await final blood cultures. Likely will need home IV none
the less.

Please phone ID prior to discharge to confirm discharge antibiotic plan. There will be no
inpatient ID coverage next week, therefore will need to phone for advice.

Electronic Signatures:
Jackson, Meghan (Resident) (Signed 25-Mar-2022 16:54)
Authored: Patient HSN, Physician Brief Progress Note

Last Updated: 25-Mar-2022 16:54 by Jackson, Meghan (Resident)

Fhkkkkkkkkkkikkkkkkkhkkikhkikkkkhkkkhkkkkkkkkkhkikkkikkkiikkkkkkihkkikkkikkihkkkkhikihkkhkkik

MD Progress Note-Brief-ID [Charted Location: RUH-5000-Unit 4-5039-01] [Date of Service:
23-Mar-2022 12:56, Authored: 23-Mar-2022 12:56]- for Visit: 10521726, Incomplete, Entered,
Signed in Full, General

PATIENT HSN:
HSN: SKUNKNOWN 10SK

PROGRESS NOTE:

Service: ID

Progress Note: 41M post cardiac arrest and ischemic bowel, with ongoing intraabdo collections.
ID consulted for recurrent fever March 21.

Clinically well. Afebrile since March 21. On Mero/Dapto, no rash developed with Mero.

PICC cultures positive for gram neg bacilli (March 22), with peripheral cultures from March 21
not yet reported. Have asked for repeat peripherals today to r/o systemic infection (hopefully
just contaminated line). PICC has already been d/c'd by primary team.

Requested by: Ko, Seon (HIMP), 23-Apr2024 1148 Page 10f26



'MRN: 1138390  FEHR, RICHARD NEIL  Royal University Hospital
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Keep on Mero/Dapto for now, and will follow-up on final cultures. As previous, intraabdo
collections improving based on last CT.

Electronic Signatures:
Jackson, Meghan (Resident) (Signed 23-Mar-2022 13:00)
Authored: Patient HSN, Physician Brief Progress Note

Last Updated: 23-Mar-2022 13:00 by Jackson, Meghan (Resident)
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Pharmacist Note-Medication Management... [Charted Location: RUH-5000-Unit 4-5039-01]
[Date of Service: 22-Mar-2022 10:59, Authored: 22-Mar-2022 10:59]- for Visit: 10521726,
Complete, Entered, Signed in Full, General

CHART TEXT:
e Pharmacy progress note Daptomycin/Atorvastatin Drug Interaction

Body Metrics:
INFORMATION:

e Pharmacy Service ID Pharmacist

Type of Document:
PHARMACY SERVICE PROVIDED:
e Type Medication Management

Plan/Recommendation:

CHART TEXT:
e Issue 1
41 yo male with |Al, spiked temp Mar 21, changed to meropenem and daptomycin as drain
cultures Mar 6 show resistant E cloacae and VRE. Patient also on atorvastatin 80 mg po daily,
which was initiated in December when patient presented with ACS.
Drug interaction between daptomycin and atovastatin exists - increased risk of rhabdomyolysis.
Usual recommendation would be to hold statin while on daptomycin therapy. However, given
patient presented with ACS in December, will opt to continue atorvastatin and monitor CK more
closely.
e Suggestion/Plan
1. Increase CK monitoring to twice weekly. If CK increases, hold atorvastatin.
e Pharmacist Contact Information Danielle Shmyr, BSP (Ph: 2975)

(Phone, Pager, etc.)

Electronic Signatures:
Shmyr, Danielle (Pharmacist) (Signed 22-Mar-2022 11:06)
Authored: CHART SECTION, Body Metrics, Type of Document, Plan/Recommendation

Last Updated: 22-Mar-2022 11:06 by Shmyr, Danielle (Pharmacist)
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;f“ MD Progress Note-Daily-ID [Charted Location: RUH-5000-Unit 4-5039-01] [Date of
Service: 22-Mar-2022 10:06, Authored: 22-Mar-2022 10:06]- for Visit: 10521726, Complete,
Revised, Signed in Full, General

PATIENT HSN:
HSN: SKUNKNOWN 10SK

PHYSICIAN DAILY PROGRESS NOTE:

e Service: ID

e Historical Information/Hospital Course: ID: 41M with prolonged hospital stay post cardiac
arrest, complicated by ischemic bowel and intraabdominal sepsis.

See previous ID consult from March 11, for full details. In summary, admitted to hospital Dec
2/21 post cardiac arrest. Has 1x stent to LAD. Complicated by hypoperfused/ichemic gut,
therefore to OR Dec 5 for colectomy. Repeat washout and end ileostomy creation Dec 7. Had
stay in ICU 2' intra-abdo sepsis Dec 18, on broad coverage antibx as previous and source
control with IR drain (thought to be a sigmoid stump leak). Course also complicated by biliary
stricture requiring ERCP and stent Feb 22, but no evidence of cholangitis. Now on ward
convalescing.

Called back today as patient febrile O/N with N/V and tachycardia. Not hypotense, and feels
well this AM. Working on increasing PO intake. Repeat CTAP yesterday shows pancreatic tail
collection to be improving along with the extension towards mid-line. Perc drain drains
~50mi/day.

March 6 drain culture grew candida (not treated), E. Cloacae (resistant to Cipro) and E.
Faecium. Blood cultures from March 11 negative.

WBC's elevated today with neutrophilia, mild increase in Cr. Otherwise, cholestatic enzymes
trending down. Remains tachy 90-100's, SBP 90-100 (typical for him). Afebrile this AM. Picc
and Perc drain site look well. No abdo tenderness, no murmurs heard.

Suggestions:

-Ensure blood cultures from PICC sent (only peripherals sent yesterday). With prolonged
antibiotics, risk of line infection (or now fungal involvement)

-D/C Cipro/Flagyl, start Mero based on previous resistances of E. cloacae. Add Dapto to cover
E. faecium. Notes potential previous rash with Mero, but not clear at the time. Will watch
closely. Will also need weekly CBC, lytes, CRP, CK for sure while on Dapto. Seemingly
improving from intra-abdo perspective based on imaging, but chance there is a set back as
antibiotics were not appropriate for the past week.

- We will follow-up with the above cultures and tailor/comment about ongoing management
needs after.

ID Attending (Dr. S. Peermohamed): Agree with above. This is a certainly a challenging
situation given the isolation of multi-drug resistant bacteria. Agree to expand coverage to
meropenem and daptomycin given the isolation of Enterobacter cloacae complex and VRE,
obtain blood cultures from his PICC line, and monitor clinical response He will need a
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prolonged course of antimicrobials, ongoing source control and drainage, and serial imaging to
guide duration of therapy. Please monitor bloodwork including CK levels twice weekly given risk
of rhabdomyolysis with daptomycin, and monitor for rash and eosinophilia given possible prior
drug reaction with meropenem. No prior history of anaphylaxis with carbapenems so will
monitor closely. Thank you for involving us in the management of this patient. We will continue
to follow.

Electronic Signatures:

Jackson, Meghan (Resident) (Signed 22-Mar-2022 10:42)
Authored: Patient HSN, Physician Daily Progress Note

Peermohamed, Shagqil (MD) (Signed 22-Mar-2022 11:03)
Authored: Physician Daily Progress Note

Last Updated: 22-Mar-2022 11:03 by Peermohamed, Shaqil (MD)
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[Date of Service: 03-Feb-2022 00:00, Authored: 03-Feb-2022 00:00]inpatient Progress Note
[Charted Location: RUH-5000 Unit 1-5005-03]- for Visit: 10521726, [Signed by: Pirani,
Fatima (MD) 05-Feb-2022 07:49]; [Entered by: Filed by, Interfaces (Other) 04-Feb-2022
16:57]; [Signed by: Tsybina, Polly (Resident) 05-Feb-2022 07:49] General, Complete,
Entered, Signed in Full, General

MRN: 1315031

NAME: FEHR, RICHARD NEIL
DOB: 23-FEB-1981

VISIT ID: 10521726

HSN:

CONS PHYS: Fatima Pirani, MD
FAM PHYS: Jillian Fraser, MD
DATE SEEN: 03-Feb-2022
LOCATION: 50U1 1IP ADM: 02-DEC-2021
Royal University Hospital
Inpatient Progress Note

IDENTIFICATION: Mr. Fehr is a pleasant 40-year-old man who has been initially
admitted to hospital after an out-of-hospital cardiac arrest. The General
Internal Medicine service has been following him for increased liver enzymes,
delirium, antiplatelet therapy management, and anticoagulation management.
This will serve as a sign-off note.

COURSE IN HOSPITAL: The GIM team has been following Mr. fair for increased
liver enzymes following MRCP. This has been progressive over the course of
about 2 weeks, going since January 10. MRCP done on January 28 revealed that
there was a stricture, likely ischemic stricture in the CBD. Subsequent to
this, ERCP was arranged; however, this failed as reportedly there was too much
edema at the site and the gastroenterology team was not able to do the ERCP or
deploy a stent. Following this, General Surgery arranged for percutaneous
biliary drain, which was successful. Essentially, at this point, the
management was given by General Surgery, and we will leave it in their capable
hands. The liver enzymes began to degrees quite quickly after the bilirubin
drain was inserted, which was reassuring. In the gastroenterology note from
ERCP, the gastroenterologist recommended trying to repeat ERCP in about 2
weeks, once the local edema has decreased, and we will leave this to the to
the General Surgery team to arrange.

In terms of antiplatelet management, we spoke with Cardiology, and this
patient had this patient had an occlusion in his LAD and use a drug-eluting
stent just in December of 2021, and notably, his presentation with this
particular pathology was quite dramatic with out of hospital cardiac arrest,
his dual antiplatelet therapy in the form of Plavix and aspirin should be
continued for minimum of 1 year from the stent placement. Specifically, the
dual antiplatelet therapy should be continued for the first 3 months after
stent placement, even when invasive procedures are planned. Of course, a
specific procedure being planned needs to be considered. Specifically, we
have advised doing ERCP as well as percutaneous drain. The dual antiplatelet
therapy is to be continued, as these procedures were done fairly recently, and
the stent was quite fresh. If there are further questions regarding potential
interruption of antiplatelets, please feel free to call us back.

Otherwise, this patient has also had a DVT. This occurred on December 21,
2021. This was in the context of a diagnosis of heparin-induced
thrombocytopenia, which was made some 2 weeks prior to the DVT. To that end,
patient is currently on warfarin. The patient will need a minimum of 3 months
of warfarin in total to treat the DVT, and after that, he is to follow up with
Hematology regarding further management of antlcoagulatlon We have llalsed
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with Hematology during this admission, and Dr.

suggested fondaparinux at a
prophylactic dose when warfarin needs to be interrupted. Therefore, again if
further invasive procedures are planned where interruption of warfarin is
needed, please do not hesitate to call us back. At this point, we have left
the patient on warfarin, which was restarted after the percutaneous drain was
placed. Once the INR reaches 2, fondaparinux can be stopped.

We thank you very much for involving us in the patient's care. Please do not
hesitate to contact us if you have any further questions.

Dictated by: Polly Tsybina, RESIDENT

Fatima Pirani, MD

This document has been dictated and may have been distributed before being
read. Any corrections to this document must be made within thirty (30) days
following the transcription date.

PT/MODL

DD: 2022-Feb-04 16:00:22
DT: 2022-Feb-04 16:57:48
Job #: 461388/57329199

cc: Fatima Pirani, MD
Jillian Fraser, MD
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Pharmacist Note-Medication Management... [Charted Location: RUH-5000 Unit 1-5005-02]
[Date of Service: 18-Jan-2022 14:43, Authored: 18-Jan-2022 14:43]- for Visit: 10521726,
Complete, Entered, Signed in Full, General

CHART TEXT:
e Pharmacy progress note Haloperidol QTc interaction and options for antiemetic

Type of Document:
PHARMACY SERVICE PROVIDED:

e Type Medication Management

e Reason for Intervention drug interaction

Plan/Recommendation:

COMMUNICATION:

e Pharmacist Suggestion/Plan General surgery resident (paged pharmacy for
Discussed With consult)

CHART TEXT:

e Issue 1

Patient receiving low dose haloperidol IV to manage nausea/vomiting. Haloperidol has the
following drug interactions:

-increased risk of QT prolongation with ciprofloxacin

-increased risk of serotonin syndrome/neuroleptic malignant syndrome with linezolid

e Rationale 1

Risk of experiencing QT prolongation and serotonin syndrome will increase if dose is increased
and if medication is used frequently to manage nausea. ECG today, QTc = 439. Patient has
experienced significant QT prolongation in the past (QTc has been 520).

e [ssue 2

In discussion with resident re: options for nausea management was asked about risks associated
with adding erythromycin as a prokinetic.

e Rationale 2

Erythromycin has the following interactions:

-atorvastatin: may increase serum concentration of atorvastatin

-clopidogrel: may diminish antiplatelet effects of clopidogrel

-ciprofloxacin: increased risk of QT prolongation

-haloperidol: increased risk of QT prolongation

e Suggestion/Plan

As discussed, may continue using haloperidol for now as patient did benefit from first doses.
Recommend closely monitoring QTc and serum electrolytes (ie. potassium) and discontinuing use
if QTc rises significantly (suggest using caution if QTc 470, discontinue if QTc rises to 480 or
greater). Replace electrolytes as needed to maintain optimal cardiac function. Monitor for signs of
serotonin syndrome and/or neuroleptic malignant syndrome while using with linezolid (eg.
mental status changes, autonomic instability, neuromuscular hyperactivity, muscle rigidity,
hyperthermia)
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Regarding erythromycin, may consider trial if haloperidol no longer providing benefit. Would not
suggest starting trial if haloperidol discontinued due to QT prolongation. If proceed with
erythromycin trial, suggest daily ECGs and discontinue use if no benefit after 2 days or QTc rises
to 480 or greater. Monitor liver function as jaundice and hepatic impairment have been reported
with use (more likely with prolonged therapy).
e Pharmacist Contact Information Pager # 12582

(Phone, Pager, etc.)

Electronic Signatures:
Rosen, Jennifer (Pharmacist) (Signed 18-Jan-2022 15:55)
Authored: CHART SECTION, Type of Document, Plan/Recommendation

Last Updated: 18-Jan-2022 15:55 by Rosen, Jennifer (Pharmacist)
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Pharmacist Note-Medication Management... [Charted Location: RUH-5000 Unit 1-5005-02]
[Date of Service: 14-Jan-2022 10:13, Authored: 14-Jan-2022 10:13]- for Visit: 10521726,
Complete, Entered, Signed in Full, General

CHART TEXT:
e Pharmacy progress note Ciprofloxacin + Qtc

Type of Document:
PHARMACY SERVICE PROVIDED:

e Type Medication Management
e Reason for Intervention investigation
Plan/Recommendation:

CHART TEXT:

e Issue 1

Ciprofloxacin can increase Qtc. Original ECG Jan 11 Qtc=520 - prolonged. Repeat ECG Jan 13th
prior to starting Ciprofloxacin Qtc 435 - within normal range. Repeat ECG Jan 14th after starting
Ciprofloxacin was 433 - no increase since starting Cirpofloxacin.

¢ Rationale 1

Ciprofloxacin has not shown to affect Qtc currently on initiation.

e Suggestion/Plan

Suggest

Repeat ECG periodically while on Ciprofloxacin and had prolonged Qtc in past.
Ensure electrolytes are replaced and maintained in normal range while on Ciprofloxacin.
Avoid additional Qtc prolonging medication in addition to Ciprofloxacin.
e Pharmacist Contact Information Amanda Tisdale pg 12582
(Phone, Pager, etc.)

Electronic Signatures:
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Tisdale, Amanda (Pharmacist) (Signed 14-Jan-2022 10:21)
Authored: CHART SECTION, Type of Document, Plan/Recommendation

Last Updated: 14-Jan-2022 10:21 by Tisdale, Amanda (Pharmacist)
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Pharmacist Note-Medication Management... [Charted Location: RUH-5000 Unit 1-5005-02]
[Date of Service: 14-Jan-2022 08:29, Authored: 14-Jan-2022 08:29]- for Visit: 10521726,
Complete, Entered, Signed in Full, General

CHART TEXT:
e Pharmacy progress note Linezolid + Metoclopramide Interaction

Type of Document:
PHARMACY SERVICE PROVIDED:

e Type Medication Management
e Reason for Intervention drug interaction
Plan/Recommendation:

CHART TEXT:

e Issue 1

Metoclopramide has significant interaction with linezolid.
e Rationale 1
As per Lexi - interaction risk X. Avoid combination. Linezolid is a weak MAOI. Combination with
metoclopramide can result in increased blood pressure and concurrent use is not recomended.
e Suggestion/Plan
Safest antinauseant although not ideal due to interactions, linezolid and metoclopramide and
ciprofloxacin and ondansetron is dimenhydrinate.
e Pharmacist Contact Information Amanda Tisdale pg 12582
(Phone, Pager, etc.)

Electronic Signatures:
Tisdale, Amanda (Pharmacist) (Signed 14-Jan-2022 08:36)
Authored: CHART SECTION, Type of Document, Plan/Recommendation

Last Updated: 14-Jan-2022 08:36 by Tisdale, Amanda (Pharmacist)
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Pharmacist Note-Medication Management... [Charted Location: RUH-5000 Unit 1-5005-02]
[Date of Service: 13-Jan-2022 13:31, Authored: 13-Jan-2022 13:31]- for Visit: 10521726,
Complete, Entered, Signed in Full, General
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CHART TEXT:

e Pharmacy progress note Antibiotics and Issues

Type of Document:
PHARMACY SERVICE PROVIDED:

e Type Medication Management
o Reason for Intervention adverse reaction, drug interaction
LAB INFORMATION:

Microbiology:

11-Jan-2022 08:00, Blood Culture.
e Blood Culture.

Collected: 11/01/22 08:00 - Received : 11/01/22 09:04
Source: Blood - venipuncture
Site:

Blood Culture PRELIM 12/01/22 15:47
ORGANISM 01 Enterobacter cloacae complex
(Growth in both aerobic and anaerobic bottles)

Resistance to cephalosporins, extended-spectrum penicillins
and beta-lactam/beta-lactamase inhibitor combinations MAY
develop during therapy with these agents. For serious
infections, these agents should be avoided. Please contact
the Microbiologist-on-call, via RUH Switchboard, if further
consultation is required.

This organism is intrinsically resistant to cefazolin.
11-Jan-2022 08:30, Wound Culture
e Wound Culture
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Collected: 11/01/22 08:30 Received : 11/01/22 09:03

Source: Drainage

Site: chest tube peritoneal

Gram Stain  FINAL 11/01/22 13:31

Abundant polymorphonuclear white blood cells
Few squamous epithelial cells

Abundant mixed flora including:

Abundant gram negative bacilli

Abundant gram positive bacilli

Few gram positive cocci

Wound Culture PRELIM 13/01/22 10:54
Commensal flora (moderate)
ORGANISM 01 Enterobacter cloacae complex
(moderate)

Resistance to cephalosporins, extended-spectrum penicillins
and beta-lactam/beta-lactamase inhibitor combinations MAY
develop during therapy with these agents. For serious
infections, these agents should be avoided. Please contact
the Microbiologist-on-call, via RUH Switchboard, if further
consultation is required.

This organism is intrinsically resistant to cefazolin.

ORGANISM ORG# 01
ANTIMICROBIAL MIC INT DAILY COST

Amoxicillin/Clav >=32 R PO $%

Ampicillin R IV $$
PO $
Cefixime >=4 R PO $3%
Ceftriaxone R IV $$$
Ciprofloxacin 0.25 S IV $33%%
PO $
Ertapenem 2 R IV$3$3$3
Gentamicin <=1 S IV$$

Piperacillin/tazobactam >=128 R IV $$$$
Trimethoprim/Sulfa <=20 S IV $$3%
PO $

$=<§2 $$=82-310 $33=9$11-$40 $$$$=541-390 $$$$$>$90

S=Susceptible = SDD=Susceptible Dose Dependent NS=Non-susceptible
R=Resistant MIC values in mcg/mL

SYN-S: susceptible result indicates synergy is likely with a susceptible penicillin or a
susceptible glycopeptide.

SYN-R: resistant result indicates synergy is NOT likely.
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e Wound Culture
Collected: 11/01/22 08:30 Received : 11/01/22 09:04
Source: Jackson Pratt drainage
Site: abdominal
Gram Stain  FINAL 11/01/22 13:34
Abundant polymorphonuclear white blood cells
Scant squamous epithelial cells
Abundant mixed flora including:
Abundant gram negative bacilli
Few gram positive bacilli
Scant gram positive cocci
Wound Culture PRELIM 13/01/22 10:59
ORGANISM 01 Enterobacter cloacae complex
(moderate)
Organisms from this specimen appear identical to
organisms isolated from another specimen.
See Micro. order V3111367 collected on 11/01/2022.
ORGANISM 02 Enterococcus faecium - (Group D)
(few)
Organisms from this specimen appear identical to
organisms isolated from another specimen.
See Micro. order V3111367 collected on 11/01/2022.
General Laboratory: '
13-Jan-2022 10:57, PT + PTT
¢ INR T 3.3 [0.8-1.2]
IMPORTANT: The Na Citrate ("blue top") sample tubes
required for coagulation testing are in short supply
world-wide for the foreseeable future. As applicable,
appropriately selected patients should be prescribed
a DOAC instead of warfarin, to minimize dependence on
coagulation testing for anticoagulant management.
Recommended Ranges for Therapeutic Oral Anticoagulant

INDICATION INR
Mechanical Prosthetic Heart Valves  2.5-3.5
Recurrent Systemic Embolization 2.5-3.5
Most Other Indications 2.0-3.0
Plan/Recommendation:
CHART TEXT:

e [ssue 1

Patient started on Ciprofloxacin & Metronidazole.

e Rationale 1

Both Ciprofloxacin and Metronidazole can increase INR. Regular monitoring and dose
adjustment is required. During therapy and when stopped.

e [ssue 2

Ciprofloxacin can prolong Qtc. ECG Jan 11 Qtc=520.

e Rationale 2

ECG baseline Jan 11. Qtc=520.

e [ssue 3

Linezolid if started has no interaction with current medications
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e Suggestion/Plan
Warfarin interaction - will continue daily INR + warfarin dosing. INR=3.2 Jan 13. Reduce dose to

2mg today. Assess further dosing as per daily INR.

Qtc - repeat ECG today and Jan 14th for new baseline + Ciprofloxacin effect on Qtc. Will also stop
ondansetron to ensure receiving no other Qtc prolonging medication. Reassess Jan 14th.

Linezolid if started is safe with current medications.
e Pharmacist Contact Information Amanda Tisdale pager 12582
(Phone, Pager, etc.)

Electronic Signatures:
Tisdale, Amanda (Pharmacist) (Signed 13-Jan-2022 13:46)
Authored: CHART SECTION, Type of Document, Plan/Recommendation

Last Updated: 13-Jan-2022 13:46 by Tisdale, Amanda (Pharmacist)
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MD Progress Note-Brief-ID [Charted Location: RUH-5000 Unit 1-5005-02] [Date of Service:
07-Jan-2022 12:02, Authored: 07-Jan-2022 12:02]- for Visit: 10521726, Complete, Entered,
Signed in Full, General

PATIENT HSN:
HSN: SKUNKNOWN 10SK

PROGRESS NOTE:

Service: ID

Progress Note: 40M with complications post cardiac arrest and resultant ischemic bowel and
pancreatic necrosis. Developed infected hematomal/collections that have since been source
controlled Dec 21. Cultures grew VRE (Dapto and Linezolid S) as well as bacteroides and
parabactereoides species.

Had been on piptazo Dec 18-31 then Amoxiclav Dec 31-pres and Linezolid Dec 21-Jan 5.

Was having some increased abdominal pain a couple days ago but this has been improving. CT
scan showed amorphous collections without discernable wall.

Plan:

Has been stable off Linezolid. Would monitor for few more days then suggest stopping
Amoxiclav. Collections don't have wall or rim enhancement to suggest abscess. If deterioration
off antibiotics then suggest IR guided aspirate of same.

Will sign off but please call back if any questions or concerns.

Electronic Signatures:
Henni, Amina (Sarah) (MD) (Signed 07-Jan-2022 12:06)
Authored: Patient HSN, Physician Brief Progress Note
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Last Updated: 07-Jan-2022 12:06 by Henni, Amina (Sarah) (MD)
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ﬁ:ffi MD Progress Note-Brief-ID [Charted Location: RUH-5000 Unit 1-5005-02] [Date of
Service: 06-Jan-2022 11:10, Authored: 06-Jan-2022 11:10]- for Visit: 10521726, Complete,
Revised, Signed in Full, General

PATIENT HSN:
HSN: SKUNKNOWN 10SK

PROGRESS NOTE:

Service: ID

Progress Note: 40M with complications post cardiac arrest and resultant ischemic bowel and
pancreatic necrosis. Developed infected hematoma/collections that have since been source
controlled Dec 21.

Doing well on Antibiotics step down to PO Amoxiclav. Following complaints of abdominal
discomfort, trial to stop linezolid was recommended yesterday (Jan 5). Abdominal discomfort
improved, was able to pass gas and ambulate today.

Labs
WBC- 7.40 Pt - 344
Urea- 5.9,Cr- 39; eGFR - 142

CT abd/pelvis still show considerable fluid in the upper abd, redistribution of collections, some
sub hepatic collections.

Imp:

40M with complications of cardiac arrest. No fever /chills, doing well on step down antibiotics
coverage. CT shows some redistributed fluid collection but no sign of worsening infection. Very
much improved with attempts at ambulating today.

Plan:

Continue Amoxiclav

Monitor for signs of worsening infection -Vitals, WBC

Electronic Signatures:
Onaemo, Vivian (Resident) (Signed 06-Jan-2022 16:56)
Authored: Patient HSN, Physician Brief Progress Note

Last Updated: 06-Jan-2022 16:56 by Onaemo, Vivian (Resident)
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MD Progress Note-Brief-ID [Charted Location: RUH-5000 Unit 1-5005-02] [Date of Service:
05-Jan-2022 09:46, Authored: 05-Jan-2022 09:46]- for Visit: 10521726, Complete, Entered,
Signed in Full, General

PATIENT HSN:
HSN: SKUNKNOWN 10SK

PROGRESS NOTE:

Service: ID

Progress Note: 40M with complications post cardiac arrest and resultant ischemic bowel and
pancreatic necrosis. Developed infected hematomal/collections that have since been source
controlled Dec 21. Growth of VRE, bacteroides and parabacteroides species (was on Mero and
then Piptazo in time before/during aspirate/OR).

Had been stepped down to PO Amoxiclav last week and continued Linezolid. Has done
relatively well. With increase in diet has noticed some increased abdominal bloating/cramping.
No fevers or chills. Some liquid output in ileostomy but not clear if this is a change. No nausea
or vomiting.

Plan:
Trial stop of Linezolid
Continue Amoxiclav

Electronic Signatures:
Henni, Amina (Sarah) (MD) (Signed 05-Jan-2022 09:50)
Authored: Patient HSN, Physician Brief Progress Note

Last Updated: 05-Jan-2022 09:50 by Henni, Amina (Sarah) (MD)
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MD Progress Note-Brief-ID [Charted Location: RUH-5000-Obs-5021-03] [Date of Service:
31-Dec-2021 13:02, Authored: 31-Dec-2021 13:02]- for Visit: 10521726, Complete, Entered,
Signed in Full, General

PATIENT HSN:
HSN: SKUNKNOWN 10SK

PROGRESS NOTE:
Service: ID
Progress Note: Continues to clinically improve. Currently on Piptazo plus Linezolid.

Plan:
Will change Piptazo to amoxiclav and continue Linezolid
Monitor CBC for any signs of bone marrow suppression.

Electronic Signatures:
Henni, Amina (Sarah) (MD) (Signed 31-Dec-2021 13:03)
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Authored: Patient HSN, Physician Brief Progress Note

Last Updated: 31-Dec-2021 13:03 by Henni, Amina (Sarah) (MD)
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MD Progress Note-Brief-ID [Charted Location: RUH-5000-Obs-5021-03] [Date of Service:
28-Dec-2021 16:22, Authored: 28-Dec-2021 16:22]- for Visit: 10521726, Complete, Entered,
Signed in Full, General

PATIENT HSN:
HSN: 540228788 10SK

PROGRESS NOTE:

Service: ID

Progress Note: 40M admitted Dec 2 after presenting with out of hospital cardiac arrest
secondary to ACS. Had DES to LAD at that time. Resultant ischemic bowel requiring E1
laparotomy. Subtotal colectomy with endileostomy and rectal stump. Evidence of necrotic colon
as well as possible duodenal ischemia and pancreatic necrosis. Admitted to ICU post op Dec 5.
Was started on Piptazo then.

Taken back to OR Dec 7 for second look. Remaining bowel health but edematous.

In ICU was pancultured which demonstrated E. cloacae in sputum. Was changed from Piptazo
to Meropenem Dec 10. Started to notice around that time that he had what was described as
bilateral abdominal hematomas. Areas of erythema with central blackening occuring at
tinzaparin injection sites. Was changed to fondaparinux and HIIT assay ordered and positive.

Transferred to GenSx ward Dec 15. First mention of rash Dec 17 when noted to have a macular
rash to his trunk and arms bilaterally as well as low grade temp. ID consulted at that time and
suspected to have beta-lactam induced rash and changed to Cipro Metro Dec 17. Was having
tachycardia and fever at that time. Dec 18 started to develop increasing abdo pain along with
persistent fever. Had CT done Dec 17 that showed "collection near the pancreatic tail has
enlarged in size now measuring 7.2x 3.7 x 2.8 cm (AP x TV x CC); however there is no
peripheral enhancement to suggest an organized abscess."

Was transferred back to ICU Dec 18 and was started on Piptazo plus vanco and caspofungin.
Mentioned that he had rash in the ICU readmit note. Had IR guided drain insertion Dec 19
which grew VRE and bacteroides. Was started on Linezolid Dec 21 and vanco stopped. Had
repeat CT done Dec 21 that showed "worsening peripancreatic and retroperitoneal fluid
accumulation with probable fat necrosis and hemorrhagic pancreatitis. A large retroperitoneal
collection is seen at the level of the sigmoid staples with fluid and gas bubbles present in the
vicinity of the sigmoid colon staples. This is highly suspicious for anastomotic dehiscence. A gas
forming organism can also form bubbles. This fluid is also mixed

density suggesting it has hemorrhage within it. Generalized peritoneal fluid is now seen. Some
of the new peritoneal fluid has gas bubbles and air-fluid levels within it in the left lower quadrant.
This could be either from a gas-forming organism or from the bowel anastomotic dehiscence."
Also noted to have thrombosis so was changed to argatroban.
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Went to the OR that night for laparotomy. Had evacuation of infected hematoma, wash out,
repair of sigmoid stump leak and repair of tear. Cultures collected at that time grew VRE and
parabacteroides species (swab, not tissue). Caspofungin stopped Dec 25 and continued on
Piptazo and Linezolid.

Since transferred out to the ward and doing fairly well. Still some ongoing tachycardia but rest of
vitals stable. He denies any abdominal pain. Had VAC changed and wound has some sang
ooze related to his anticoagulation but no surrounding erythema on exam.

WBC normal. CRP Dec 27 100 from >300.

Imp/Plan

40M with complications post cardiac arrest and resultant ischemic bowel and pancreatic
necrosis. Developed infected hematoma/collections that have since been source controlled Dec
21. Cultures grew VRE (Dapto and Linezolid S) as well as bacteroides and parabactereoides
species. He has been on piptazo since Dec 18 and Linezolid since Dec 21 and doing well.

Generally can stop abx for intra-abdominal sepsis 48-72hours post source control. Given
protracted course will continue for now. Will need to continue monitoring CBC as Linezolid can
cause myelosuppression but usually not till around 2 weeks. Eventually will plan to titrate
antibiotics off. Discussed with patient and mother who is at bedside and both agreeable and
happy with plan.

Electronic Signatures:
Henni, Amina (Sarah) (MD) (Signed 28-Dec-2021 17:21)
Authored: Patient HSN, Physician Brief Progress Note

Last Updated: 28-Dec-2021 17:21 by Henni, Amina (Sarah) (MD)
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f” MD Progress Note-Daily-ICU [Charted Location: RUH-5000-Obs-5021-03] [Date of
Service: 25-Dec-2021 11:13, Authored: 25-Dec-2021 11:13]- for Visit: 10521726, Complete,
Revised, Signed in Full, General

PATIENT HSN:
HSN: SKUNKNOWN 10SK

PHYSICIAN DAILY PROGRESS NOTE:

e Service: ICU

» Historical Information/Hospital Course: 40 year old gentleman with out of hospital cardiac
arrest on December 2 with DES to LAD, complicated by cardiogenic shock (SCAI E) requiring
dobutamine, ischemic bowel received subtotal colectomy with end ileostomy on Dec 6, and
evacuation of hematoma on Dec 22, HIT on fondaparinux (currently held), and deep femoral
vein DVT on Lt side with no PE.

He has persistent tachycardia, febrile episodes consistent with spesis, went to OR again
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overnight (Dec 22) for evacuation of infected hematoma and repair of sigmoid stump leakage.
Multiple drains put in. Drain culture grew VRE sensitive to daptomycine, VRE. He has been
switched to linezolid + pip tazo + caspofungin for intraabdominal sepsis since Dec 21.

Rounds this am:

CNS: GCS 15/15, RASS 0 CAM -.

Resp: SV on RA 92%

CV: Sometimes HTN, MAP adequate HR 120, SR. Metoprolol
Gl: TPN at 90, NPO with NG

GU: FB +1.2L/24h, 3.4L cumulative

Heme/ID: Afebrile. On linezolid, pip-tazo, caspofungen, agatroban for AC, ASA
Art line

Drainage

1. Perc drain 75

2. L-flank 100

3. JP nothing

Meds:
Argatroban
lanso
Tazo jan 7, linezolid jan 7, caspo last day,
Plavix
TPN
Metoprolol 12.5
Dilaudid schedule + PRN
e Active Issues and Plan: 1. Intraabdominal sepsis
Sepsis improving, surgery is happy with current progress and ok with start trickle feed
continue with linezolid + pip taz + caspofungin

2. CAD

Previously only on ASA, will restart plavix

off dobutamine infusion now

restart on metoprolol 12.5mg BID

echo shows much improved LV function with normal EF, mild pulm HTN

3. DVT
argotogan and PCD for VTE

4. Respiratory
Extubated, on RA

5. 1CU Care

Feeds: TPN, start trickle feed promote 20mL/h
Analgesia: dilaudid 0.5-1 gq1h prn + acetaminophen
Sedation: none

Thromboprophylaxis: PCDs, agotraban infusion for DVT
Head Position: At 30 degrees

Ulcer Prophylaxis: Pantoprazole 40mg IV BID

Glycemic Control: Humulin R Low Dose Correction

Rounds plan:
1. discontinue dose limit to agatroban

Requested by: Ko, Seon (HIMP), 23-Apr-202411:18  Page 180f26 |



MRN: 1138390 " FEHR, RICHARD NEIL  Royal University Hospital
Visit: 10521726 ‘ Gender: Male . Current Location:
Age: 41y (23-Feb-1981) o |  RUH-5000-Unit 4-5039-01

2. Sticker to ward
Dean Ferguson PGY5 Respirology

RN concerns about escalating dose of agatroban with decreasing aPTT, spoke with hematology
on call Dr. Kodab, maximum dose 10mcg/kg/min, recommending continuing with normogram if
therapeutic anticoagulation to be achieved. | ordered repeat CBC and monitor drain output to
ensure patient no having hemorrhage overnight.

Electronic Signatures:
Ferduson, Dean (Resident) (Signed 26-Dec-2021 01:27)
Authored: Patient HSN, Physician Daily Progress Note

Last Updated: 26-Dec-2021 01:27 by Ferguson, Dean (Resident)
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ﬂ;:? MD Progress Note-Daily [Charted Location: RUH-ICU 3-3321-02] [Date of Service:
24-Dec-2021 11:28, Authored: 24-Dec-2021 11:28]- for Visit: 10521726, Complete, Appended
Only, Signed in Full, General

PATIENT HSN:
HSN: SKUNKNOWN 10SK

PHYSICIAN DAILY PROGRESS NOTE:

e Historical Information/Hospital Course: 40 year old gentleman with out of hospital cardiac
arrest on December 2 with DES to LAD, complicated by cardiogenic shock (SCAI E) requiring
dobutamine, ischemic bowel received subtotal colectomy with end ileostomy on Dec 6, and
evacuation of hematoma on Dec 22, HIT on fondaparinux (currently held), and deep femoral
vein DVT on Lt side with no PE.

He has persistent tachycardia, febrile episodes consistent with spesis, went to OR again
overnight (Dec 22) for evacuation of infected hematoma and repair of sigmoid stump leakage.
Multiple drains put in. Drain culture grew VRE sensitive to daptomycine, VRE. He has been
switched to linezolid + pip tazo + caspofungin for intraabdominal sepsis since Dec 21.

Rounds this am:
CNS: GCS 15/15, RASS 0
Resp: SV on RA 92%
CV: MAP adequate HR 120, SR. Metoprolol
Gl: TPN at 90, NPO with NG
GU: FB +1.2L/24h, 3.4L cumulative
Heme/ID: linezolid, pip-tazo, caspofungen, agatroban for AC, ASA
e Active Issues and Plan: 1. Intraabdominal sepsis
Sepsis improving, surgery is happy with current progress and ok with start trickle feed
continue with linezolid + pip taz + caspofungin
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2. CAD

Previously only on ASA, will restart plavix

off dobutamine infusion now

restart on metoprolol 12.5mg BID

echo shows much improved LV function with normal EF, mild pulm HTN

3. DVT
argotogan and PCD for VTE

4. Respiratory
Extubated, on RA

5.1CU Care

Feeds: TPN, start trickle feed promote 20mL/h
Analgesia: dilaudid 0.5-1 gq1h prn + acetaminophen
Sedation: none

Thromboprophylaxis: PCDs, agotraban infusion for DVT
Head Position: At 30 degrees

Ulcer Prophylaxis: Pantoprazole 40mg IV BID

Glycemic Control: Humulin R Low Dose Correction

Rounds plan:

1. Feed: disucssed with surgery, happy with progress from surgical perspective, can start trickle
feed. start on promote 20/h keep same rate.

2. discontinue dose limit to agatroban

3. restart on plavix

4. restart on metoprolol 12.5mg BID

Electronic Signatures for Addendum Section:

Wu, Nan (Resident) (Signed Addendum 25-Dec-2021 01:03)
RN concerns about escalating dose of agatroban with decreasing aPTT, spoke with
hematology on call Dr. Kodab, maximum dose 10mcg/kg/min, recommending continuing
with normogram if therapeutic anticoagulation to be achieved. | ordered repeat CBC and
monitor drain output to ensure patient no having hemorrhage overnight.

Electronic Signatures:

Wu, Nan (Resident) (Signed 24-Dec-2021 19:31)

Authored: Patient HSN, Physician Daily Progress Note

Last Updated: 25-Dec-2021 01:03 by Wu, Nan (Resident)
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ﬁ"“e MD Progress Note-Daily-ICU [Charted Location: RUH-ICU 3-3321-02] [Date of Service:
23-Dec-2021 07:56, Authored: 23-Dec-2021 07:56]- for Visit: 10521726, Complete, Revised,
Signed in Full, General

PATIENT HSN:
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HSN: SKUNKNOWN 10SK

PHYSICIAN DAILY PROGRESS NOTE:

e Service: ICU

e Historical Information/Hospital Course: 40 year old gentleman with out of hospital cardiac
arrest on December 2 with DES to LAD, complicated by cardiogenic shock (SCAI E) requiring
dobutamine, ischemic bowel received subtotal colectomy with end ileostomy on Dec 6, and
evacuation of hematoma on Dec 22, HIT on fondaparinux (currently held), and deep femoral
vein DVT on Lt side with no PE.

He has persistent tachycardia, febrile episodes consistent with spesis, went to OR again
overnight (Dec 22) for evacuation of infected hematoma and repair of sigmoid stump leakage.
Multiple drains put in.

Today one of drain culture grew VRE, resistent to ampicillin. Other sensitivity pending. He has
been switched to linezolid + pip tazo + caspofungin for intraabdominal sepsis since Dec 21.

CT chest/abdo also shows non-occlusive clots from Rt common femoral vein to IVC. no PE.

Rounds:
CNS: CAM negative, PEARL T max 37.9 AM, 39.1 overnight. Propofol off x 30 minutes.
CV:
Resp: Strong cough, PS 12/8 O/N now 8/8 0.30 RR 30-40.
Gl: on TPN, multiple chest/abdo drains, overnight drains:
- chest tube 500/24
- LUQ JP irrigated 10 cc/h
- Perc 75/24h sang
- L-malacot 50/24h; old sang
-LLQ?
- midline JP 10 O/N serosang
- rectal tube ?
-vac?
- NG to suction
GU: U/O 40-250 mi/h. +700/24h, +2L. cummulative
Heme/ID: + VRE, resistent to amicillin, Abx switched to linezolid + pip tazo + caspofungin,
febrile overnight
e Active Issues and Plan: 1. Intraabdominal sepsis
- likely from leaky rectal stump and Enterococcus resistant to vanco
- discussed with surgery, will continue monitoring drain output
- Spoke with microbiology to add extended sensiivity to VRE (including daptomycin)
- continue with linezolid + pip taz + caspofungin

2. CAD

- only on ASA right now, plavix held since OR

- Continue dobutamine infusion @ 2.5mcg/kg/min

- yesterdays echo shows much improved LV function with normal EF, mild pulm HTN
- argotogan started yesterday, still a HGB drop from yesterday (87-79)

-No Plavix today, will reassess tomorrow

3. DVT

CT abdo confirms Rt deep femoral vein DVT, no PE

- spoke with gen surg, ok with restarting anticoag from surgical perspective
- spoke with hematology, agree with agatroban infusion
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- PCD for VTE ppx
- started on agatroban infusion yesterday, small Hgb, some oozing from drains however no
evidence of overt abdominal bleeding today

4. Respiratory
- intubated post op, PS 17/8, RR 38, Fi02 0.35
- Extubate today to high flow

5. 1CU Care

Feeds: TPN, NPO with NG on suction

Analgesia: Dilaudid PRN + acetaminophen

Sedation: ppf infusion off, will D/C when extubated
Thromboprophylaxis: PCDs, agotraban infusion for DVT
Head Position: At 30 degrees

Ulcer Prophylaxis: Pantoprazole 40mg IV BID

Glycemic Control: Humulin R Low Dose Correction

Rounds plan:

1. Extubation

2. Plavix tomorrow if Hb stable

3. D/C ET tube and if heart tolerates, D/C dobutamine
4. Await sensitivities of E. Faecium in drain culture

Angela Hodgson R2 Anesthesia

Electronic Signatures:

Ferguson, Dean (Resident) (Signed 23-Dec-2021 10:39)
Authored: Physician Daily Progress Note

Hodgson, Angela Jean (Resident) (Signed 23-Dec-2021 14:56)
Authored: Patient HSN, Physician Daily Progress Note

Last Updated: 23-Dec-2021 14:56 by Hodgson, Angela Jean (Resident)
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,*‘:e MD Progress Note-Daily [Charted Location: RUH-ICU 3-3321-02] [Date of Service:
22-Dec-2021 09:39, Authored: 22-Dec-2021 09:39]- for Visit: 10521726, Complete, Revised,
Signed in Full, General

PATIENT HSN:
HSN: SKUNKNOWN 10SK

PHYSICIAN DAILY PROGRESS NOTE:

e Historical Information/Hospital Course: 40 year old gentleman with out of hospital cardiac
arrest on December 2 with DES to LAD, complicated by cardiogenic shock (SCAI E) requiring
dobutamine, ischemic bowel received subtotal colectomy with end ileostomy on Dec 6, and
evacuation of hematoma on Dec 22, HIT on fondaparinux (currently held), and deep femoral
vein DVT on Lt side with no PE.
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He has persistent tachycardia, febrile episodes consistent with spesis, went to OR again
overnight (Dec 22) for evacuation of infected hematoma and repair of sigmoid stump leakage.
Multiple drains put in.

Today one of drain culture grew VRE, resistent to ampicillin. Other sensitivity pending. He has
been switched to linezolid + pip tazo + caspofungin for intraabdominal sepsis since Dec 21.

CT chest/abdo also shows non-occlusive clots from Rt common femoral vein to IVC. no PE.

Rounds:
CNS: RASS -2, sedation with PPF 50 and dilaudid prn
CV: MAP 80s, stable, HR 120 sinus tachy. On dobutamine 2.5
RESP: PS 17/8 RR 38, 0.35
Gl: on TPN, multiple chest/abdo drains, overnight drains:
- chest tube 20
-LUQ JP 60
- Perc 15
- L malacot 130
-LLQ none
- midline JP 110
- rectal tube none
-vac 50
- NG 100 since OR
GU: U/O > 100/h
Heme/ID: + VRE, resistent to amicillin, Abx switched to linezolid + pip tazo + caspofungin,
febrile overnight
e Active Issues and Plan: 1. Intraabdominal sepsis
- likely from leaky rectal stump and Enterococcus resistant to vanco
- discussed with surgery, will continue monitoring drain output
- Spoke with microbiology to add extended sensiivity to VRE (including daptomycin)
- continue with linezolid + pip taz + caspofungen

2. CAD

- only on ASA right now, plavix held since OR

- Continue dobutamine infusion @ 2.5mcg/kg/min

- Echo today

- Competing need for AC with DVT, and DAPT for DES, will continue hold plavix and start
anticoag, continue with ASA

3. DVT

CT abdo confirms Rt deep femoral vein DVT, no PE

- spoke with gen surg, ok with restarting anticoag from surgical perspective
- spoke with hematology, agree with agatroban infusion

- PCD for VTE ppx

- started on agatroban infusion

4. Respiratory
- intubated post op, PS 17/8, RR 38, Fi02 0.35
- wean down sedation and check for cuff leak today, possibly extubate tomorrow

5. ICU Care
Feeds: TPN, NPO with NG on suction
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Analgesia: Dilaudid PRN + acetaminophen

Sedation: ppf infusion

Thromboprophylaxis: PCDs, agotraban infusion for DVT
Head Position: At 30 degrees

Ulcer Prophylaxis: Pantoprazole 40mg IV BID

Glycemic Control: Humulin R Low Dose Correction

Rounds plan:

- start agotraban, hold plavix

- request for VRE sensitivity

- Echo today

- possibly wean down on sedation and vent support

Electronic Signatures:
Wu, Nan (Resident) (Signed 22-Dec-2021 14:22)
Authored: Patient HSN, Physician Daily Progress Note

Last Updated: 22-Dec-2021 14:22 by Wu, Nan (Resident)
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,ar‘ MD Progress Note-Daily [Charted Location: RUH-ICU 3-3321-02] [Date of Service:
21-Dec-2021 08:40, Authored: 21-Dec-2021 08:40]- for Visit: 10521726, Complete, Revised,
Signed in Full, General

PATIENT HSN:
HSN: SKUNKNOWN 10SK

PHYSICIAN DAILY PROGRESS NOTE:

e Historical Information/Hospital Course: 40 year old gentleman with out of hospital cardiac
arrest on December 2 with DES to LAD, complicated by cardiogenic shock (SCAI E), ischemic
bowel (subtotal colectomy with end ileostomy), and HIT on fondaparinux

PMHx:
Smoker

Called on Dec 18 by cardiology (Dr. Bree) for ongoing tachypnea, soft hemodynamics and
tachycardia. CT abdomen found enlarging collection near pancreatic tail, ascites both of which
have nil to suggest abscess at this time, R>L atelectasis and small pleural effusion.

Clinically, tachy 130, tachypneic >30 RR, febrile, SBP 100, sats 95% on NP. Looks unwell.

Eschar to abdomen from subcut heparin. Ostomy pink, but output lower, lower UO. Bedside
echo showed VTI 8-10 and E/e of 10, with A lines bilaterally. Macular rash on (torso from B
lactams).

See previous admission note to ICU for more details.

RoundsHL: . , /
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CNS - stable,

CV - sBP well over 120, stable. HR 130 sinus tachy
RESP 2.5 Lpm Sp02 94%
NG on suction. Staples look good. Pig tail draining sang.
+450/24h, -64 total ICU. 30 cc/h overnight
38.8 Fever last night, R-1J, received
e Active Issues and Plan: - Active Issues and Plan:
1) Shock
- Combination of cardiogenic shock post-arrest + distributive for query intra-abdo sepsis
- Briefly on norepinephrine, currently on dobutamine 2.5mcg/kg/min IV infusion
- Central venous saturation in 59.8%, down from 69
-Lactate 2.0 today up from 1.2

Plan:

1. Continue dobutamine infusion @ 2.5mcg/kg/min

2. Conyinue ASA, hold ticagrelor, will start Plavix instead of Ticagrelor
3. Hold fondaparinux, will not start agatroban at this time

4. PCDs for VTE proph

2) Abdominal collection

- General surgery following to bedside

- Peritoneal signs night of Dec 18

- Aware of pancreatic tail collection and abscess brewing. Regardless, not wishing to open via
OR

- On Piperacillin-Tazobactam + Vancomycin + Caspofungin

- Would be high risk operation, option of last resort

Plan:

1. Drain culture grew Enterococcus, sensitivities not back yet, however could add VRE
coverage until speciation because of no improvement

2. Re-image abdo 48-72 hours after last CT

3) Respiratory failure

- Sp0O2 96% on 2LNP. overall oxygen requirements are not increasing

- Remains tachypneic in 30's-40s

- Not requiring escalation to non-invasive ventilation nor intubation at this time
Plan:

1. Continue antimicrobials as above

4) Heme
- Hgb 64 this am, transfused 1 unit PRBC
-repeat ABG later today

5. Pain
-Oral dilaudid prn for pain

6. Replace calcium

4) ICU Care

Feeds: Restarting TPN

Analgesia: Dilaudid 0.5-1mg IV q3hrs PRN + acetaminophen 325-650mg PO g4hrs PRN (max
4g/day)
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Sedation: None

Thromboprophylaxis: PCDs, fondaparinux on hold
Head Position: At 30 degrees

Ulcer Prophylaxis: Pantoprazole 40mg IV BID
Glycemic Control: Humulin R Low Dose Correction
SBT: N/A

Rounds plan:

1. pRBC and control labs 2 h after +- re-transfuse

2. Switch Vanco to Linezolid pending E. faecium sensitivity
3. Add Dilaudid to PO tomorrow

4. D/C norepi

5. Repeat TTE

6. CTPE and CT abdo
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'MRN:1138390  FEHR, RICHARD NEIL  Royal University Hospital
 Visit: 10521726 ' Gender: Male Current Location:
Age: 41y (23-Feb-1981) | ____ RUH-5000-Unit 4-5039-01

Pharmacist Note-Medication Management... [Charted Location: RUH-ICU 3-3321-02] [Date
of Service: 20-Dec-2021 14:26, Authored: 20-Dec-2021 14:26]- for Visit: 10521726, Complete,
Entered, Signed in Full, General

Type of Document:
PHARMACY SERVICE PROVIDED:

e Type Medication Management
e Reason for Intervention drug interaction
Plan/Recommendation:

CHART TEXT:

e Issue 1

40 yo male admitted 18 days prior for cardiovascular event and subsequent intrabdominal
ischemia following resuscitation, further complicated by development of HITT with dermal
necrosis at site of tinzaparin subcutaneous injections. Previously on DAPT ASA + ticagrelor with
DES at LAD, however experienced bleeding event, ticagrelor stopped in favour of clopidogrel
(holding anticoagulant therapy at present). Also initiated on fluconazole for broad coverage of
intrabdominal organisms on setting of pancreatitis (not a surgical candidate at present).

Fluconazole is a strong CYP 2C19 and 3A4 inhibitor; clopidogrel is metabolized from pro-drug to
active form via both enzymes. Combination of two will reliable reduce or inhibit efficacy of
clopidogrel.
e Rationale 1
DAPT is preferred in context of recent DES, however ticagrelor is less preferred given recent
bleeding event.
e Suggestion/Plan
Select caspofungin as antifungal alternative to fluconazole.
e Pharmacist Contact Information Vocera 0202

(Phone, Pager, etc.)

Electronic Signatures:
Berry, Cynthia (Pharmacist) (Signed 20-Dec-2021 14:36)
Authored: Type of Document, Plan/Recommendation

Last Updated: 20-Dec-2021 14:36 by Berry, Cynthia (Pharmacist)
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PATIENT HSN:
HSN: SKUNKNOWN 10SK
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MRN: 1138390 " FEHR, RICHARD NEIL Royal University Hospital
Visit: 10521726 Gender: Male - Current Location:
Age:41y(23-Feb1981) " RUH-5000-Unit4-5039-01

PHYSICIAN DAILY PROGRESS NOTE:

e Service: ICU

e Historical Information/Hospital Course: 40 year old gentleman with out of hospital cardiac
arrest on December 2 with DES to LAD, complicated by cardiogenic shock (SCAI E), ischemic
bowel (subtotal colectomy with end ileostomy), and HIT on fondaparinux

PMHx:
Smoker

Called on Dec 18 by cardiology (Dr. Bree) for ongoing tachypnea, soft hemodynamics and
tachycardia. CT abdomen found enlarging collection near pancreatic tail, ascites both of which
have nil to suggest abscess at this time, R>L atelectasis and small pleural effusion.

Clinically, tachy 130, tachypneic >30 RR, febrile, SBP 100, sats 95% on NP. Looks unwell.

Eschar to abdomen from subcut heparin. Ostomy pink, but output lower, lower UO. Bedside
echo showed VTI 8-10 and E/e of 10, with A lines bilaterally. Macular rash on (torso from B
lactams).

See previous admission note to ICU for more details.

Rounds highlights:
CNS RASS 0 GCS 15
CV - Sinus tach Sp0O2 95%+, dobutamine 2.5; norepi. ASA, other held
RESP - RR 30's, weak non prod. cough. Stable on 2L via NP
Gl - NG tube. L-flank drain 270
GU - Urine 70-100 cc/h. -644/24, -500 since ICU
Heme-ID; afebrile, R-1J, R-art line. Tazocin. fluconazole.
e Active Issues and Plan: 1) Shock
- Combination of cardiogenic shock post-arrest + distributive for query intra-abdo sepsis
- Briefly on norepinephrine, currently on dobutamine 2mcg/kg/min IV infusion
- Central venous saturation in 60s
Plan:
1. Continue dobutamine infusion @ 2.5mcg/kg/min
2. Continue ASA, hold ticagrelor, will start Plavix instead of Ticagrelor
3. Hold fondaparinux, will not start agatroban at this time
4. PCDs for VTE proph

2) Abdominal collection

- General surgery following to bedside

- Peritoneal signs night of Dec 18

- Aware of pancreatic tail collection and abscess brewing. Regardless, not wishing to open via
OR

- On Piperacillin-Tazobactam + Vancomycin + Caspofungin

- Would be high risk operation, option of last resort

Plan:

1. Continue current antibiotic regime

2. Likely reimage in 48 hours

3) Respiratory failure
- SpO2 96% on 2LNP. overall oxygen requirements are not increasing
- Remains tachypneic, however improved from yesterday
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'MRN: 1138380  FEHR, RICHARD NEIL Royal University Hospital
Visit: 10521726 ! Gender: Male Current Location:
_Age: 41y (23-Feb-1981) __ RUH-5000-Unit 4-5039-01

- Not requiring escalation to non-invasive ventilation nor intubation at this time
Plan:
1. Continue antimicrobials as above

4) ICU Care

Feeds: Restarting TPN

Analgesia: Dilaudid 0.5-1mg IV g3hrs PRN + acetaminophen 325-650mg PO g4hrs PRN (max
4g/day)

Sedation: None

Thromboprophylaxis: PCDs, fondaparinux on hold

Head Position: At 30 degrees

Ulcer Prophylaxis: Pantoprazole 40mg IV BID

Glycemic Control: Humulin R Low Dose Correction

SBT: N/A

Rounds plan:

1. Repeat CT abdo in 48-72h

2. Not for surgery now as inflammatory abdomen and risk of perforation
3. TPN to restart

4. Restart plavix, hold prophylaxis, d/c fondaparinux

5. ABG/VBG SpcvO2 4 PM

6. Pending drain culture

Angela Hodgson R2 anesthesia

Electronic Signatures:

Ferquson, Dean (Resident) (Signed 20-Dec-2021 09:46)
Authored: Patient HSN, Physician Daily Progress Note

Hodgson, Angela Jean (Resident) (Signed 20-Dec-2021 15:16)
Authored: Physician Daily Progress Note

Last Updated: 20-Dec-2021 15:16 by Hodgson, Angela Jean (Resident)
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f”t MD Progress Note-Daily-ICU [Charted Location: RUH-ICU 3-3321-02] [Date of Service:
19-Dec-2021 08:38, Authored: 19-Dec-2021 08:38]- for Visit: 10521 726, Complete, Revised,
Signed in Full, General

PATIENT HSN:
HSN: SKUNKNOWN 108K

PHYSICIAN DAILY PROGRESS NOTE:

e Service: ICU

« Historical Information/Hospital Course: 40 year old gentleman with out of hospital cardiac
arrest on December 2 with DES to LAD, complicated by cardiogenic shock (SCAI E), ischemic
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MRN: 1138390 | FEHR, RICHARD NEIL  Royal University Hospital |
- Visit: 10521726 ; Gender: Male - Current Location:
Age: 41y (23-Feb-1981) .. RUH-5000-Unit 4-5039-01

bowel (subtotal colectomy with end ileostomy), and HIT on fondaparinux

PMHx:
Smoker

Called on Dec 18 by cardiology (Dr. Bree) for ongoing tachypnea, soft hemodynamics and
tachycardia. CT abdomen found enlarging collection near pancreatic tail, ascites both of which
have nil to suggest abscess at this time, R>L atelectasis and small pleural effusion.

Clinically, tachy 150, tachypneic >40 RR, febrile, SBP 100, sats 95% on NP. Looks unwell.
Eschar to abdomen from subcut heparin. Ostomy pink, but output lower, lower UO. Bedside
echo showed VTI 8-10 and E/e of 10, with A lines bilaterally. Macular rash on (torso from B
lactams).

See previous admission note to ICU for more details.
e Active Issues and Plan: 1) Shock
- Combination of cardiogenic shock post-arrest + distributive for query intra-abdo sepsis
- Briefly on norepinephrine, currently on dobutamine 2mcg/kg/min 1V infusion
- May need volume, elected to use albumin and RL
- Central venous saturation in 60s
Plan:
1. Continue dobutamine infusion @ 2.5mcg/kg/min
2. Continue ASA, hold ticagrelor
3. Hold fondaparinux, will not start agatroban at this time
4. PCDs for VTE proph

2) Abdominal collection

- General surgery following to bedside

- Peritoneal signs night of Dec 18

- Aware of pancreatic tail collection and abscess brewing. Regardless, not wishing to open via
OR

- On Piperacillin-Tazobactam + Vancomycin + Caspofungin

- Would be high risk operation, option of last resort

Plan:

1. General surgery reassessed this am, suggest drain sample lipase

2. Continue antimicrobials, switch caspofungin to fluconazole 400mg IV daily

3) Respiratory failure

- Sp0O2 96% on 3LNP

- Tachypnea could be due to poor oxygen delivery and increased oxygen consumption from
brewing sepsis

- Not requiring escalation to non-invasive ventilation nor intubation at this time

Plan:

1. Continue antimicrobials as above

4) ICU Care

Feeds: For r/a this afternoon

Analgesia: Dilaudid 0.5-1mg IV g3hrs PRN + acetaminophen 325-650mg PO g4hrs PRN (max
4g/day)

Sedation: None

Thromboprophylaxis: PCDs, fondaparinux on hold

Head Position: At 30 degrees

Ulcer Prophylaxis: Pantoprazole 40mg IV BID
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MRN: 1138390 " FEHR, RICHARD NEIL Royal University Hospital
Visit: 10521726 ! Gender: Male Current Location:
_Age: 41y (23-Feb-1981) e ... RUH-5000-Unit 4-5039-01

Glycemic Control: Humulin R Low Dose Correction
SBT: N/A

-- Garrett Robson R2

Electronic Signatures:
Robson, Garrett (Resident) (Signed 19-Dec-2021 12:33)
Authored: Patient HSN, Physician Daily Progress Note

Last Updated: 19-Dec-2021 12:33 by Robson, Garrett (Resident)
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MD Progress Note-Brief-ICU [Charted Location: RUH-ICU 3-3321-02] [Date of Service:
18-Dec-2021 19:43, Authored: 18-Dec-2021 19:43]- for Visit: 10521726, Complete, Entered,
Signed in Full, General

PATIENT HSN:
HSN: SKUNKNOWN 10SK

PROGRESS NOTE:

Service: ICU

Related to: attending note

Progress Note: 40 OHCA Dec 2 with DES to LAD, complicated by cardiogenic shock (SCAI E)
complicated by ischemic bowel (subtotal colectomy edn ileostomy), HIT on fondaparinux

Called tonight by cardiology Dr Bree for ongoing tachypnea, soft hemodynamics and
tachycardia. CT abdomen found enlarging collection near pancreatic tail, ascites both of which
have nil to suggest abscess at this time, R>L atelectasis and small pleff.

Clinically, tachy 150, tachypneic >40 RR, febrile, SBP 100, sats 95% on NP. Looks unwell.

Eschar to abdomen from subcut heparin. Ostomy pink, but output lower, lower UO. Bedside
echo showed VTI 8-10 and E/e of 10, with A lines bilaterally. Macular rash on (torso from B
lactams)

PLAN:

1. Shock: start noradrenaline and dobutamine. May need volume; elected to use albumin and
RL. SvO2 and lactate to be assessed

2. Respiratory failure: SpO2 96% on NP. Tachypnea could be due to poor oxygen delivery and
increased oxygen consumption from brewing sepsis.

3. Infection: abx changed to cipro/flagy! by ID for B lactam rash. Consulted with Dr Shumilak
who suggested tazocin and vanco. Cdiff negative.

4. Abdominal collection: called GSx to bedside. No peritoneal signs...yet. Aware of pancreatic
tail collection and abscess brewing. Regardless, not wishing to open via OR. Broad spectrum
antibiotcs at this time.

5. No feeds at this time

6. Prophylaxis with fondaparinus full dose.

Electronic Signatures:
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Gebhardt, Colin Robert (MD) (Signed 18-Dec-2021 19:54)
Authored: Patient HSN, Physician Brief Progress Note

Last Updated: 18-Dec-2021 19:54 by Gebhardt, Colin Robert (MD)
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MD Progress Note-Daily-ICU [Charted Location: RUH-ICU 3-3321-02] [Date of Service:
15-Dec-2021 07:54, Authored: 15-Dec-2021 07:54]- for Visit: 10521726, Complete, Entered,
Signed in Full, General

PATIENT HSN:
HSN: SKUNKNOWN 10SK

PHYSICIAN DAILY PROGRESS NOTE:

e Service: ICU

e Historical Information/Hospital Course: 40 year old gentleman admitted to ICU post cardiac
arrest/MI/DES to LAD with ischemic bowel.

PMHx:
Smoker

This patient presented to hospital as an out of hospital cardiac arrest. He had bystander CPR
and in hospital resuscitation with VT/VF storm and there was eventual ROSC. Down time was
minimal. He was moving all four limbs after the arrest however he was sedated soon after this.
He was taken to the cath lab given his history and it was found he had an anterior MI; he had a
clot retrieved and a drug eluting stent placed and was sent to CCU post procedure. From my
understanding he developed more hemodynamic instability and a rising lactate and so his
abdomen was scanned showing ischemic bowel. He was taken to the OR for emergency
laparotomy and ended up getting a subtotal colectomy. He was transferred to the ICU postop
with an open abdomen. A second look done on Dec 7 showed that the remaining bowel was
healthy but ++ edematous; abdomen was closed and patient was returned to the ICU. Currently
he has an end ileostomy and a rectal stump.

Round highlights:
e Active Issues and Plan: 1) Shock
- Initially likely Cardiogenic that has been mixed with distributive shock secondary to bowel
ischemia/necrosis
- ECHO post Ml showed EF of 10-15%
- Patient had been on dobutamine, now off for 4 days
- Bedside cardiac ultrasound showed improved contractility
- Dec 10, lactate normal, LVOT VTl = 19.5
- CXR Dec 12 - improved bibasilar atelectasis and pleural fluid
- Patient is out of shock now and holding MAP without pressors
Plan:
1. Cont. to monitor MAP, cardio/CCU to follow when out of ICU

2) Heparin-induced skin necrosis
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- Visit: 10521726 ‘ Gender: Male - Current Location:
Age: 41y (23-Feb-1981) I RUH-5000-Unit 4-5039-01

- Second site appeared over past weekend, approx. 7 cm diameter

- Areas of erythema with central blackening that have extended to border

- Occurring at site of tinzaparin injections, wonder about LMWH-induced skin necrosis

- Hematology seen Dec 12 - Ordered HIT assay, Tinzaparin stopped, Fondaparinux started
- Plts now improving 77-- 289

- HIT assay POSITIVE on Dec 12

- Discussed with Dr. Pearson - erythema represents thrombosis, need therapeutic level
anticoagulation

Plan:

1. Increase Fondaparinux to 7.5mg SC daily

3) Ischemic bowel

- Likely secondary to hypotension, not felt to be clot

- Abdomen is now closed with ++edematous bowel; lactate today remains normal; good U/O,
abdomen feels firm but not tense

- Diuresis to reduce bowel ischemia; may have over-diuresed

- General Surgery following

- Good ileostomy output

Plan:

- Sticker to Sgx.

4) MI

- Patient has received DES post anterior Ml

- OK to use gut for meds therefore patient on DAPT with asa + ticagrelor + Atorvastatin 80mg
PO HS today

Plan:

1. Continue ASA + Ticagrelor + atorvastatin

2. D/c telemetry

5) AKI

- Due to intrarenal/hypoperfusion

- Creatinine peaked and normalized

Plan:

1. Cont. to monitor urine output and creatinine

6) Ischemic pancreas

- Pancreatic bed showing signs of insufficiency on second operation
Plan:

1. CT Abdomen as per Gen Surg

7) ICU care

Feeds - TPN

Analgesia - d/c dilaudid infusion; Add dilaudid prn

Thromboprophylaxis - Therapeutic Fondaparinux + compression stockings
Gl prophylaxis - Yes

Transfer to Gen Surg ward today

Rounds plan:

Dean Ferguson PGY5 Respirology in ICU

Electronic Signatures:
Ferguson, Dean (Resident) (Signed 15-Dec-2021 08:00)
Authored: Patient HSN, Physician Daily Progress Note
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o i MD Progress Note-Daily-ICU [Charted Location: RUH-ICU 3-3321-02] [Date of Service:
14-Dec-2021 07:58, Authored: 14-Dec-2021 07:58]- for Visit: 10521726, Complete, Revised,
Signed in Full, General

PATIENT HSN:
HSN: SKUNKNOWN 10SK

PHYSICIAN DAILY PROGRESS NOTE:

e Service: ICU

e Historical Information/Hospital Course: 40 year old gentleman admitted to ICU post cardiac
arrest/MI/DES to LAD with ischemic bowel.

PMHXx:
Smoker

HPI: this patient presented to hospital as an out of hospital cardiac arrest. He had bystander
CPR and in hospital resuscitation with VT/VF storm and there was eventual rosc. Down time
was minimal from my understanding. He was moving all four limbs after the arrest however he
was sedated soon after this. He was taken to the cath lab given his history and it was found he
had an anterior MI; he had a clot retrieved and a drug eluting stent placed and was sent to CCU
post procedure. From my understanding he developed more hemodynamic instability and a
rising lactate and so his abdomen was scanned showing ischemic bowel. He was taken to the
OR for emergency laparotomy and ended up getting a subtotal colectomy. He was transferred
to the ICU postop with an open abdomen. A second look done on Dec 7 showed that the
remaining bowel was healthy but ++ edematous; abdomen was closed and patient was returned
to the ICU. Currently he has an end ileostomy and a rectal stump.

Round highlights:
Suspect high normal COZ2 related to increased dead space
e Active Issues and Plan: 1) Shock
- Initially likely Cardiogenic that has been mixed with distributive shock secondary to bowel
ischemia/necrosis
- ECHO post Ml showed EF of 10-15%
- Patient had been on dobutamine, now off for 4 days
- Bedside cardiac ultrasound show improved contractility
- Dec 10, lactate normal, LVOT VTl = 19.5
- CXR Dec 12 - improved bibasilar atelectasis and pleural fluid
- Patient is out of shock now and holding MAP without pressors
Plan:
1. Cont. to monitor MAP

2) Heparin-induced skin necrosis
- Second site appeared over past weekend, approx. 7 cm dlameter
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- Areas of erythema with central blackening that have extended to border

- Occurring at site of tinzaparin injections, wonder about LMWH-induced skin necrosis

- Platelets not thrombocytopenic on Dec 12

- Hematology seen Dec 12 - Ordered HIT assay, Tinzaparin stopped, Fondaparinux started
- Plts now improving 77-- 289

- HIT assay POSITIVE on Dec 12

- Discussed with Dr. Pearson - erythema represents thrombosis, need therapeutic level
anticoagulation

Plan:

1. Increase Fondaparinux to 7.5mg SC daily

3) Ischemic bowel

- Likely secondary to hypotension, not felt to be clot

- Abdomen is now closed with ++edematous bowel; lactate today remains normal; good U/O,
abdomen feels firm but not tense

- Diuresis to reduce bowel ischemia; may have over-diuresed

- General Surgery following

- Good ileostomy output

Plan:

- Cont. to monitor for signs of abdominal compartment syndrome

4) Ml

- Patient has received DES post anterior Ml

- OK to use gut for meds therefore patient on DAPT with asa + ticagrelor + Atorvastatin 80mg
PO HS today

Plan:

1. Continue ASA + Ticagrelor + atorvastatin

2. D/c telemetry

5) AKI

- Due to intrarenal/hypoperfusion

- Creatinine peaked and normalized

- Ringer's Lactate @ 50mL/hr IV infusion
Plan:

1. Cont. to monitor urine output and creatinine
2. D/c metolazone

6) Ischemic pancreas

- Pancreatic bed showing signs of insufficiency on second operation
Plan:

1. CT Abdomen as per Gen Surg

7) ICU care

Feeds - TPN

Analgesia - d/c dilaudid infusion; Add dilaudid prn

Sedation - None

Thromboprophylaxis - Fondaparinux + compression stockings
Gl prophylaxis - Yes

Glucose Control - No Concern

SBT - Did well with SBT today and extubated

Transfer to Gen Surg ward tomorrow

-- Garrett Robson R2
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,#7:3 MD Progress Note-Daily-ICU [Charted Location: RUH-ICU 3-3321-02] [Date of Service:
13-Dec-2021 09:10, Authored: 13-Dec-2021 09:10]- for Visit: 10521726, Incomplete, Revised,
Signed in Full, General

PATIENT HSN:
HSN: SKUNKNOWN 10SK

PHYSICIAN DAILY PROGRESS NOTE:

e Service: ICU

e Historical Information/Hospital Course: 40 year old gentleman admitted to ICU post cardiac
arrest/MI/DES to LAD with ischemic bowel.

PMHXx:
Smoker

HPI: this patient presented to hospital as an out of hospital cardiac arrest. He had bystander
CPR and in hospital resuscitation with VT/VF storm and there was eventual rosc. Down time
was minimal from my understanding. He was moving all four limbs after the arrest however he
was sedated soon after this. He was taken to the cath lab given his history and it was found he
had an anterior MI; he had a clot retrieved and a drug eluting stent placed and was sent to CCU
post procedure. From my understanding he developed more hemodynamic instability and a
rising lactate and so his abdomen was scanned showing ischemic bowel. He was taken to the
OR for emergency laparotomy and ended up getting a subtotal colectomy. He was transferred
to the ICU postop with an open abdomen. A second look done on Dec 7 showed that the
remaining bowel was healthy but ++ edematous; abdomen was closed and patient was returned
to the ICU. Currently he has an end ileostomy and a rectal stump

Rounds highlights
Neuro: GCS 11/11
Resp: PS 1-/14 fio2 30%
Gl: Staples look good, JP in situ
GU: FB -1557/24 hours
e Active Issues and Plan: 1) Shock
- Initially likely Cardiogenic that has been mixed with distributive shock secondary to bowel
ischemia/necrosis
- ECHO post MI showed EF of 10-15%
- Patient has been on dobutamine, now off for 3 days
- Bedside cardiac ultrasound show improved contractility
- Dec 10, lactate normal, LVOT VTl = 19.5
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MRN: 1138390 " FEHR, RICHARD NEIL Royal University Hospital
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- Cxray Dec 12 - improved bibasilar atelectasis and pleural fluid
Plan:
Patient is out of shock now and holding MAP without pressors. Monitor

2) Bilateral abdominal hematomas

- Second site appeared over past 24hrs, approx. 7 cm diameter

- Areas of erythema with central blackening that have extended to border

- Occuring at site of tinzaparin injections, wonder about LMWH-induced skin necrosis
- Platelets not thrombocytopenic on Dec 12

- Hematology seen Dec 12 - Ordered HIIT assay to be done today, Tinza stopped,
Fondaparinux started

- plts now improving 77-- 289

Plan:

1. continue Hold tinzaparin

2. Continue Fondaparinux 2.5mg SC daily for VTE proph as per heme

3. Compression stockings as well for VTE proph

4. Await Hiit assay results

3) Ischemic bowel

- Likely secondary to hypotension, not felt to be clot

- Abdomen is now closed with ++edematous bowel; lactate today remains normal; good U/O,
abdomen feels firm but not tense

- Diuresis to reduce bowel ischemia; may have over-diuresed

- General Surgery following

Plan:

- Cont. to monitor for signs of abdominal compartment syndrome

4) MI

- patient has received DES post anterior Ml

- OK to use gut for meds therefore patient on DAPT with asa + ticagrelor + Atorvastatin 80mg
PO HS today

Plan:

1. Continue ASA + Ticagrelor + atorvastatin

5) AKI

- Due to intrarenal/hypoperfusion

- Creatinine peaked and normalized

- Trial of albumin and Lasix on Dec 10

- Ringer's Lactate @ 50mL/hr IV infusion

- scr improving now 75

Plan:

1. Cont. to monitor urine output and creatinine

6) Ischemic pancreas

- Pancreatic bed showing signs of insufficiency on second operation
Plan:

1. May need repeat CT abdomen early this week to reassess

7) ICU care

Feeds - TPN

Analgesia - d/c dilaudid infusion; Add dilaudid prn

Sedation - Propofol 20mcg/kg/min 1V infusion
Thromboprophylaxis - Fondaparinux + compression stockings
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Gl prophylaxis - Yes
Glucose Control - No Concern
SBT - Did well with SBT today and extubated

PGY2 Im Jake Towriss

Electronic Signatures:

Ferguson, Dean (Resident) (Signed 13-Dec-2021 12:06)
Authored: Physician Daily Progress Note

Towriss, Jacob Lewis (Resident) (Signed 13-Dec-2021 16:00)
Authored: Patient HSN, Physician Daily Progress Note

Last Updated: 13-Dec-2021 16:00 by Towriss, Jacob Lewis (Resident)
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MD Progress Note-Daily-ICU [Charted Location: RUH-ICU 3-3321-02] [Date of Service:
12-Dec-2021 20:45, Authored: 12-Dec-2021 20:45]- for Visit: 10521726, Complete, Entered,
Signed in Full, General

PATIENT HSN:
HSN: SKUNKNOWN 10SK

PHYSICIAN DAILY PROGRESS NOTE:

e Service: ICU

e Historical Information/Hospital Course: 40 year old gentleman admitted to ICU post cardiac
arrest/MI/DES to LAD with ischemic bowel.

PMHXx:
Smoker

HPI: this patient presented to hospital as an out of hospital cardiac arrest. He had bystander
CPR and in hospital resuscitation with VT/VF storm and there was eventual rosc. Down time
was minimal from my understanding. He was moving all four limbs after the arrest however he
was sedated soon after this. He was taken to the cath lab given his history and it was found he
had an anterior MI; he had a clot retrieved and a drug eluting stent placed and was sent to CCU
post procedure. From my understanding he developed more hemodynamic instability and a
rising lactate and so his abdomen was scanned showing ischemic bowel. He was taken to the
OR for emergency laparotomy and ended up getting a subtotal colectomy. He was transferred
to the ICU postop with an open abdomen. A second look done on Dec 7 showed that the
remaining bowel was healthy but ++ edematous; abdomen was closed and patient was returned
to the ICU. Currently he has an end ileostomy and a rectal stump

e Active Issues and Plan: 1) Shock
- Initially likely Cardiogenic that has been mixed with distributive shock secondary to bowel
ischemia/necrosis
- ECHO post MI showed EF of 10-15%
- Patient has been on dobutamine, now off for 2 days
- Bedside cardiac ultrasound show improved contractility
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- Dec 10, lactate normal, LVOT VTl = 19.5
Plan:
1. Chest X-ray to reassess for pleural effusions and prolonged ventilation

2) Bilateral abdominal hematomas

- Second site appeared over past 24hrs, approx. 7 cm diameter

- Areas of erythema with central blackening that have extended to border

- Occuring at site of tinzaparin injections, wonder about LMWH-induced skin necrosis
- Platelets not thrombocytopenic on Dec 12

Plan:

1. Hold tinzaparin

2. Start Fondaparinux 2.5mg SC daily for VTE proph

3. Compression stockings as well for VTE proph

4. Hematology consult

3) Ischemic bowel

- Likely secondary to hypotension, not felt to be clot

- Abdomen is now closed with ++edematous bowel; lactate today remains normal; good U/O,
abdomen feels firm but not tense

- Diuresis to reduce bowel ischemia; may have over-diuresed

- General Surgery following

Plan:

- Cont. to monitor for signs of abdominal compartment syndrome

4) MI

- patient has received DES post anterior Ml

- OK to use gut for meds therefore patient on DAPT with asa + ticagrelor
Plan:

1. Restart Atorvastatin 80mg PO HS today

5) AKI

- Due to intrarenal/hypoperfusion

- Creatinine peaked and normalized

- Trial of albumin and Lasix on Dec 10

- Ringer's Lactate @ 50mL/hr IV infusion
Plan:

1. Cont. to monitor urine output and creatinine

6) Ischemic pancreas

- Pancreatic bed showing signs of insufficiency on second operation
Plan:

1. May need repeat CT abdomen early this week to reassess

7) ICU care

Feeds - TPN

Analgesia - dilaudid +/- ketamine

Sedation - Propofol 20mcg/kg/min 1V infusion
Thromboprophylaxis - Fondaparinux + compression stockings
Gl prophylaxis - Yes

Glucose Control - No Concern

SBT - on PS/CPAP FiO2 30% 14/10, wean to PSV 5/5

-- Garrett Robson R2
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PATIENT HSN:
HSN: SKUNKNOWN 10SK

PHYSICIAN DAILY PROGRESS NOTE:

e Service: ICU

e Historical Information/Hospital Course: ID: 40 year old male admitted to ICU post
arrest/Ml/stent with ischemic bowel.

PMHx: smoker

HPI: this patient presented to hospital as an out of hospital cardiac arrest. He had bystander
CPR and in hospital resuscitation with VT/VF storm and there was eventual rosc. Down time
was minimal from my understanding. He was moving all four limbs after the arrest however he
was sedated soon after this. He was taken to the cath lab given his history and it was found he
had an anterior MI; he had a clot retrieved and a drug eluting stent placed and was sent to CCU
post procedure. From my understanding he developed more hemodynamic instability and a
rising lactate and so his abdomen was scanned showing ischemic bowel. He was taken to the
OR for emergency laparotomy and ended up getting a subtotal colectomy. He was transferred
to the ICU postop with an open abdomen. A second look done on Dec 7 showed that the
remaining bowel was healthy but ++ edematous; abdomen was closed and patient was returned
to the ICU. Currently he has an end ileostomy and a rectal stump

e Active Issues and Plan: 1) Shock which is likely a mixture of cardiogenic and distributive
shock
Cardiogenic shock
-echo post Ml showed EF of 10-15%; patient has been on dobutamine; bedside echoes show
improved contractility; no scvo2 today, lactate normal, LVOT VTI = 19.5
-plan to continue dobutamine until after extubation; once there is no more PPV then turn off
dobutamine and assess how hemodynamics respond to reduced afterload reduction and
decreased contractility; consider another followup echo once the dobutamine is off to assess
heart function
Distributive shock - due to bacterial translocation or systemic inflammatory state from dead
bowel
-blood cultures have not grown anything; sputum culture has grown E.Cloacae; pip tazo
changed to meropenem given saskatoon area antibiogram. Would treat for a total of 10 days.
-lactate is normal, ScvO2 is good, kidney function is good; organs are perfused.
-horepi and vasopressm are now off; will target sllghtly Iower MAP/SBP afterload reduction to
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aid LV; however must watch out for poor gut perfusion, trend lactate and serial exams.

2) Ischemic bowel

-likely secondary to hypotension, not felt to be clot.

-abdomen is now closed with ++edematous bowel; lactate today remains normal; good U/O,
100-150 per hour; abdomen feels firm but not tense

-diuresis to reduce bowel ischemia; may have overdiuresed - decreased vti, rising Cr/urea,
?hypotension; consider albumin

-decreasing sedation to wake up

-general surgery following regarding stoma site

3) MI
-patient has received DES post anterior MI; OK to use gut for meds therefore patient on dapt
with asa+ticagrelor

4) post arrest

-patient has had a VT/VF arrest and received bystander CPR and had ROSC; as per the history
downtime was minimal and patient was seen moving all four limbs afterwards; patient is able to
open eyes and move all four limbs while being sedated; no changes today

5) AKI

-AKI due to intrarenal/hypoperfusion; Cr peaked and normalized; planned for -1 to -1.5L
overnight however may have overdiuresed due to rising cr/bun; will attempt albumin/ +/-lasix to
achieve balance today

6) Ischemic pancreas
-pancreatic bed was not healthy looking during his second look; this was not touched on Dec 7
and will be monitored. May need serial re-imaging in 1-2 weeks.

7) ICU care

-feeds - TPN

-analgesia - dilaudid +/- ketamine for analgesia/sedation if required
-sedation - propofol, dilaudid +/- ketamine

-Thromboprophylaxis - LMWH

-Gl prophylaxis - yes

-Sugars - OK

-SBT - not yet

Electronic Signatures:
Liu, Shui (Resident) (Signed 10-Dec-2021 16:34)
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PATIENT HSN:

HSN: SKUNKNOWN 10SK

PHYSICIAN DAILY PROGRESS NOTE:

e Service: ICU

e Historical Information/Hospital Course: ID: 40 year old male admitted to ICU post
arrest/Ml/stent with ischemic bowel.

PMHx: smoker

HPI: this patient presented to hospital as an out of hospital cardiac arrest. He had bystander
CPR and in hospital resuscitation with VT/VF storm and there was eventual rosc. Down time
was minimal from my understanding. He was moving all four limbs after the arrest however he
was sedated soon after this. He was taken to the cath lab given his history and it was found he
had an anterior MI; he had a clot retrieved and a drug eluting stent placed and was sent to CCU
post procedure. From my understanding he developed more hemodynamic instability and a
rising lactate and so his abdomen was scanned showing ischemic bowel. He was taken to the
OR for emergency laparotomy and ended up getting a subtotal colectomy. He was transferred
to the ICU postop with an open abdomen. A second look done on Dec 7 showed that the
remaining bowel was healthy but ++ edematous; abdomen was closed and patient was returned

to the ICU.

Current issues are the stoma site looks dusky.

e Active Issues and Plan: 40M with recent STEMI, VT storm requiring PCI to LAD and bowel
resection for ischemic gut. Pt also with ischemic pancreatic bed. Patient is status post
resection with endoileostomy with a rectal stump.

1) Shock which is likely a mixture of cardiogenic and distributive shock

Cardiogenic shock

-echo post MI showed EF of 10-15%; patient has been on dobutamine; bedside echoes show
improved contractility; LVOT VTl is 22 cm today; SCVO2 = 85% today; lactate remains normal
-plan to continue dobutamine until after extubation; once there is no more PPV then turn off
dobutamine and assess how hemodynamics respond to reduced afterload reduction and
decreased contractility; consider another followup echo once the dobutamine is off to assess
heart function

Distributive shock - due to bacterial translocation or systemic inflammatory state from dead
bowel

-blood cultures have not grown anything; sputum culture has grown E.Cloacae; pip tazo
changed to meropenem given saskatoon area antibiogram. Would treat for a total of 10 days.
-lactate is normal, ScvO?2 is good, kidney function is good; organs are perfused.

-norepi and vasopressin are now off; will target slightly lower MAP/SBP; afterload reduction to
aid LV, however must watch out for poor gut perfusion, trend lactate and serial exams.

2) Ischemic bowel

-likely secondary to hypotension, not felt to be clot.

-abdomen is now closed with ++edematous bowel; lactate today remains normal; good U/O,
100-150 per hour; abdomen feels firm but not tense.

-stoma looks somewhat dusky; gen surge is aware and following

-plan to keep asleep today as bowel is still likely edematous; focus on diuresis - PRN lasix for
balance of -1to-1.5L

-if looking well, plan to decrease sedation tomorrow; otherwise keep synchronous to vent today
but does not need RASS of -5.
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-general surgery following regarding stoma site.

3) M

-patient has received DES post anterior MI; Gen Surg note today says they are OK with using
gut for medications therefore we will DC eptifibatide and start DAPT with ASA and ticagrelor to
prevent in stent thrombosis.

4) post arrest

-patient has had a VT/VF arrest and received bystander CPR and had ROSC; as per the history
downtime was minimal and patient was seen moving all four limbs afterwards; patient is able to
open eyes and move all four limbs while being sedated; no changes today.

5) AKI

-the patient did have rise in Cr after arrest which may be due to renal hypoperfusion and ATN
from shock; Cr has peaked and is returning to normal; patient had U/O 100-150 per hour
overnight and made himself negative; plan for negative balance of -1 to -1.5 L with PRN lasix to
achieve.

6) Ischemic pancreas
-pancreatic bed was not healthy looking during his second look; this was not touched on Dec 7
and will be monitored. May need serial re-imaging in 1-2 weeks.

7) ICU care

-feeds - TPN

-analgesia - dilaudid +/- ketamine for analgesia/sedation if required
-sedation - propofol, dilaudid +/- ketamine

-Thromboprophylaxis - OK for DVT proph with LMWH

-Gl prophylaxis - yes

-Sugars - OK

-SBT - not yet

Note ammended, agree with above.
lan Schoonbaert, MD, FRCPC
Critical Care Medicine

Electronic Signatures:
Liu, Shui (Resident) (Signed 09-Dec-2021 16:04)
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PATIENT HSN:

HSN: SKUNKNOWN 10SK

PHYSICIAN DAILY PROGRESS NOTE:

e Service: ICU

e Historical Information/Hospital Course: ID: this is a 40 year old male who is admitted to the
ICU with shock

PMHx: smoker

HPI: this patient presented to hospital as an out of hospital cardiac arrest. He had bystander
CPR and in hospital resuscitation with VT/VF storm and there was eventual rosc. Down time
was minimal from my understanding. He was moving all four limbs after the arrest however he
was sedated soon after this. He was taken to the cath lab given his history and it was found he
had an anterior MI; he had a clot retrieved and a drug eluting stent placed and was sent to CCU
post procedure. From my understanding he developed more hemodynamic instability and a
rising lactate and so his abdomen was scanned showing ischemic bowel. He was taken to the
OR for emergency laparotomy and ended up getting a subtotal colectomy. He was transferred
to the ICU postop with an open abdomen. A second look done on Dec 7 showed that the
remaining bowel was healthy but ++ edematous; abdomen was closed and patient was returned
to the ICU

e Active Issues and Plan: 1) Shock which is likely a mixture of cardiogenic and distributive
shock
Cardiogenic shock
-echo post Ml showed EF of 10-15%; patient has been on dobutamine; bedside echoes show
improved contractility; LVOT VTl is 21 cm today; SCVO2 = 68% today; lactate remains normal
-plan to continue dobutamine until after extubation; once there is no more PPV then turn off
dobutamine and assess how hemodynamics respond to reduced afterload reduction and
decreased contractility; consider another followup echo once the dobutamine is off to assess
heart function
Distributive shock - due to bacterial translocation or systemic inflammatory state from dead
bowel
-cultures have not grown anything; patient remains on piptazo; source control has been
achieved
-lactate is normal, SCVO2 is good, kidney function is good; organs are perfused adequately
-norepi requirements have been reduced significantly overnight; from 0.22 to < 0.1 now, vaso
0.04
-Plan today would be to turn off vasopressin; may improve bowel perfusion as well

2) Ischemic bowel

-abdomen is now closed with ++edematous bowel; lactate today remains normal

-stoma looks somewhat dusky; gen surge is aware and following

-given signifcant edema and closed abdomen, we anticipate abdominal pressures to be high;
will monitor for rising lactate, poor urine output, and have low threshold to check bladder
pressures if patient appears sicker

-plan to keep asleep for today as increased abdominal pressures likely pushes on chest
resulting in discomfort and air hunger if the patient were awake and trying to breathe on
spontaneous mode; will reduce sedation to rass -2 to -3 and target ventilator synchrony
-must balance afterload; higher perfusion pressures may be required to perfuse bowel given
edema and high venous pressures; however lower afterload would be required for improved
heart function

3) M
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-patient has received DES post anterior MI; current this is being protected with eptifibatide as
the patient was previously on a strict NPO by GSX

-gen surge note today says they are OK with using gut for medications therefore we will DC
eptifibatide and start DAPT with ASA and plavix to prevent in stent thrombosis

4) post arrest

-patient has had a VT/VF arrest and received bystander CPR and had ROSC; as per the history
downtime was minimal and patient was seen moving all four limbs afterwards; patient is able to
open eyes and move all four limbs while being sedated which is positive; will not attempt other
significant interventions now; next step is to wake up and examine which can be done when
abdomen permits.

5) AKI

-the patient did have rise in Cr after arrest which may be due to renal hypoperfusion and ATN
from shock; Cr has peaked and is returning to normal; patient is making good urine however
was 1500 ml positive in the last 24 hours; given ++ edematous bowel will plan to make the
patient neutral to +500 ml with lasix to achieve

6) Ischemic pancreas
-pancreatic bed was not healthy looking during his second look; this was not touched on Dec 7
and will be monitored.

7) ICU care

-feeds - TPN

-analgesia - dilaudid +/- ketamine for analgesia/sedation if required
-sedation - propofol, dilaudid +/- ketamine

-Thromboprophylaxis - OK for DVT proph with LMWH

-Gl prophylaxis - yes

-Sugars - OK

-SBT - not yet

Electronic Signatures:
Liu, Shui (Resident) (Signed 08-Dec-2021 15:30)
Authored: Patient HSN, Physician Daily Progress Note

Last Updated: 08-Dec-2021 15:30 by Liu, Shui (Resident)
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PATIENT HSN:
HSN: SKUNKNOWN 10SK

PHYSICIAN DAILY PROGRESS NOTE:
e Service: ICU
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e Historical Information/Hospital Course: ID: this is a 40 year old male who is admitted to the
ICU with shock

PMHx: smoker

HP!: this patient presented to hospital as an out of hospital cardiac arrest. He had bystander
CPR and in hospital resuscitation with VT/VF storm and there was eventual rosc. Down time
was minimal from my understanding. He was moving all four limbs after the arrest however he
was sedated soon after this. He was taken to the cath lab given his history and it was found he
had an anterior MI; he had a clot retrieved and a drug eluting stent placed and was sent to CCU
post procedure. From my understanding he developed more hemodynamic instablity and a
rising lactate and so his abdomen was scanned showing ischemic bowel. He was taken to the
OR for emergency laparotomy and ended up getting a subtotal colectomy. He was transferred
to the ICU postop with abdomen open with plans for a second look and closure after 24-48
hours.

e Active Issues and Plan: 1) shock - secondary to likely a combination of cardiogenic shock and
distributive shock (primarily distributive) due to sepsis.
sepsis - presumed with intraabdominal source given ischemic gut, bacterial translocation.
Cultures are pending. Patient is on tazocin for coverage. MAP is maintained at 65 on norepi
0.21 vaso 0.04. SCVO2 = 70's. Lactate has been downtrending since operation. Doing OK from
this perspective although will still require a second look and removal of more dead gut if there is
any and closure.
Cardiogenic - patient is on dobutamine 2. SCVO2 = 70's. LVOT VTI on bedside cardiac
ultrasound = 19.8 cm. Previous TTE done shows EF 10-15%; on norepi and dobutamine the EF
appears better today; globally qualitatively it looks moderately reduced, definitely not 10%.
Patient is still at risk of hemodynamic instability post abdominal closure due to edematous
bowel and raised intraabdominal pressure, as well as possible hemodynamic instability from 3rd
spacing into the bowel; will treat with crystalloids as there is no advantage of albumin in this
situation

2) MI - post Ml the patient was revascularized. Unable to use oral antiplatelets therefore the
patient was on integrilin (eptifibatide); this has been off in preparation for a repeat operation; the
patient is at high risk for in stent thrombosis given fresh stent and inflammatory state; IST would
result in significantly worse outcome than surgical bleeding therefore plan would be to restart
integrilin asap when the patient returns from OR.

3) Cardiac arrest - patient was seen moving all 4's after ROSC which is reassuring but
neurologic status has been a backburner issue as the patient cannot be assessed at this time
due to the need to repair the abdomen first; After abdomen is closed and patient is stable on
antiplatelets, will lighten the sedation to see what the patient does.

4) AKI - mild ATN vs prerenal insult from poor perfusion and low flow state; Cr has now
normalized and we will continue to follow

5) Ischemic pancreas - reported on CT abdomen from time of admission; will continue to
monitor for this at this time

6) Feeds - TPN

Analgesia - dilaudid infusion

Sedation - propofol

Thromboproph - PCDs +/- integrilin, will start chemical DVT proph later
Ulcer - on

Glycemic - OK
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SBT - not time yet.
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PATIENT HSN:
HSN: SKUNKNOWN 10SK

PHYSICIAN DAILY PROGRESS NOTE:

e Service: ICU

e Historical Information/Hospital Course: 40 year old gentleman post-cardiac arrest and
ischemic bowel requiring subtotal colectomy

History of Presenting lliness: Patient was admitted on December 2nd for a cardiac arrest and
brought to the cath lab in the context of an acute MI. He has 1 DES put in his LAD at the time.
From the cardiac arrest standpoint, he had CPR done with bystander and achieved ROSC. He
was shocked multiple times during ambulance transport has had no pulse and VT/VF signals.
He initially received amiodarone boluses, narcan, epi (multiple). AT ER, first pulse check was
PEA then ROSC. Defibrillated multiple times, CPR 30 seconds fur absent pulse and
amiodarone infusion started and lidocain given. Intubation was grade 1 at ER. Unclear how long
he was CPR'ed for in the community. He was seen moving all 4 limbs when neuro status
checked with decreased sedation in CCU.

He was anticoagulated until now with heparin initially then DAPT until OR.

He arrived in ICU intubated and sedated post-E1 laparotomy. Handover and OR note pertinent
for necrotic colon (ascending, transverse and descending) with viable sigmoid, viable small
bowel although patchy areas of possible duodenal ischemia v. staining. There was also
evidence of areas of pancreatic necrosis. The surgery was a subtotal colectomy with VAC
placement and open abdomen.

Past Medical History: Current smoker

Pre-Admission Medications: None

Social History: Wife is next of kin, she has a nursing background. Occasional ROH, no
drugs/IVDU. Works at U of S dairy.

Allergy Details: NKDA
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TTE 2-12-2021: EF 15% Grade 1 DD, regional wall abnormalities. RV normal in size, systolic
function mod-sev reduced. No thrombus or effusion

e Active Issues and Plan: 40M with recent history of Cardiac Arrest with a short downtime due
to an LAD lesion that required DES, his stay has been complicated by ischemic bowel and he is
POD#1 from a total colectomy left in discontinuity.

1) Post-Operative/Gl:

- Subtotal colectomy

- Likely pancreatic ischemia +/- necrosis

- Made NPO strict and IV meds

- On Piperacillin-Tazobactam for intra-abdominal SIRS

- Given Ringer's boluses PRN

Plan:

1. Start TPN

2. Will need to back to OR in 48 hours for reanastomosis.

2) CVS:

- Post-cardiac arrest and EF 15%

- Post recent DAPT

- On Dobutamine 2mcg/kg/min IV infusion.

- Lactate 3.7 on Dec 6 (Prev. 3.8 also on Dec 6)

- Amiodarone on hold.

- Scv02 of >70%.

Plan:

1. Cont. dobutamine

2. Integrelin IV (unable to use PO meds due to Gl).

3) Distributive Shock:

- Post of from extensive surgery for ischemic bowel.
- On Piperacillin/Tazobactam.

- No micro yet.

Plan:

1. Fluids as above.

2. NE for distributive component.

3. Vasopressin added.

4) Post arrest hypoxic brain injury?

- Unfortunately will need to keep sedated for open abdo, was moving all four extremities prior to
OR.

Plan:

1. Target RASS -5

2. Propofol infusion.

3. HM infusion.

5) AKI:

- Creatinine 134 on Dec 6, AKI

- Suspect pre-renal secondary to poor perfusion related to cardiac arrest

- Creatinine peak 184, trending down since

Plan:

1. Cont. Ringer's Lactate IV boluses keeping in mind that his LV function is very poor.
2. Trend creatinine and urine output.
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6) Ischemic pancreatitis:

- Not sure if this was due to poor perfusion or to embolic phenomenon, same goes for the
abdominal injury.

- Will need to monitor LFTs/lipase.

Plan:

1. Daily LFTs/lipase.

6) Heparin 5000 units SubQ BID for VTE proph
Lansoprazole 30mg PO/OG daily for Gl proph
Mobilize as able

Feeds: Start TPN today

-- Garrett Robson R2
Modifications made to above note.

lan Schoonbaert, MD, FRCPC
Critical Care Medicine.

Electronic Signatures:
Robson, Garrett (Resident) (Signed 06-Dec-2021 07:55)
Authored: Patient HSN, Physician Daily Progress Note
Schoonbaert, lan (MD) (Signed 06-Dec-2021 15:05)
Authored: Physician Daily Progress Note

Last Updated: 06-Dec-2021 15:05 by Schoonbaert, lan (MD)
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MRN: 1315031

NAME: FEHR, RICHARD NEIL
DOB: 23-FEB-1981

VISIT ID: 10521726

HSN:

CONS PHYS: Dilip Gill, MD
FAM PHYS: Jillian Fraser, MD
DATE SEEN: 05-Dec-2021
LOCATION: CCUl IP ADM: 02-DEC-2021
Royal University Hospital
Inpatient Progress Note

We were called to assess Richard Fehr, who is a 40-year-old gentleman,
currently admitted to the CCU at Royal University Hospital.

Please see my resident's full dictation regarding consultation details.

This note is for his RUH chart as I carried out a family meeting with
Richard's wife, Andrea.

I explained that we were called within the past hour regarding CT findings as
noted in our consultation. In brief, he was found unresponsive by bystanders
and CPR was initiated and he was brought in to the Royal University Hospital
on December 2, 2021. He was resuscitated and taken to the cath lab for
management. Currently, he is intubated in the CCU and I was told that he was
being weaned off his propofol and did seem to have abdominal distention and
tenderness to the abdomen, which ultimately led to a CT scan. This was also
in the setting of a rising lactate on arterial blood gas.

Preliminary CT report does report extensive pneumatosis throughout the
ascending, transverse and proximal descending colon. There is the appearance
of extraluminal air outside of the colon in the region of the splenic flexure.
Furthermore, there does appear to be an infarct involving the pancreas as
well as report of gas within the systemic vascular circulation. The IVC
appears collapsed and he does have imaging suggestive of shock.

I had the opportunity to discuss this with Andrea. I informed her that given
the findings and clinical situation, he will require an emergent laparotomy
and management. I explained that given the circumstances that the prognosis
is currently dire and he will likely require extensive bowel resection. Given
his instability, this may require a damage control laparctomy and a future
second-look depending on his clinical status over the next 24 to 48 hours. I
explained that he may require a stoma as part of his definitive operation, but
he may be taken back to the CCU with an open abdomen with plans for a second
look.

We also briefly discussed the possibility of extensive ischemic bowel
throughout the small bowel as well which may require extensive small bowel
resection, which could ultimately lead to significant morbidity as well as
mortality. Nevertheless, she was agreeable to an emergent El laparotomy and
management as we saw see fit and I explained that we will do our best.
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We have mobilized the OR team and they are currently preparing at the theatre
and we will expedite his laparotomy in the coming minutes.

Consent was obtained from his wife, Andrea, in the presence of the CCU care
team and my resident, Dr. Brian Nocon.

Dilip Gill, MD

This document has been dictated and may have been distributed before being
read. Any corrections to this document must be made within thirty (30) days
following the transcription date.

DG/MODL

DD: 2021-Dec-05 20:53:39
DT: 2021-Dec-05 21:19:20
Job #: 56528576/56528576

cc: Dilip Gill, MD
Jillian Fraser, MD
Janine Sara Eckstein, MD
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