
Miss D 
DOB: 00/00/00 

 
MEDICAL CHRONOLOGY 

 
19/03/04 14 23.00pm – Road traffic accident at 

Harchester. 
20/03/04 13a CT Head = Verbal report – no change & no 

new haematoma. Diffuse brain injury 
CT Cervical spine = No bony injury but soft 

tissue injury not excluded 
CT Abdo/Pelvic = Pelvic fractures & 

haematoma. No obvious intra-abdominal organ 
injury 

For transfer to Neurosurgical unit 
immediately 

20/03/04 12 – 13 
 

Transfer letter from Hospital after initial 
resuscitation as no Neurosurgical unit at  

Hospital (NOTES MISSING). Indicates a 
pedestrian hit by a car at 50mph & thrown 

50 metres away. According to London 
Ambulance Service (RECORD MISSING), Glasgow 

coma score was 3/15, pupils normal on 
rights die, but dilated & non-reactive on 

the left side. Creps on right side of chest 
evident? Aspiration. 

20/03/04 12 – 13 
 

Transfer letter from Hospital indicates on 
arrival rescusitated & intubated. No 

obvious chest & abdominal injuries. CT scan 
performed of brain, cervical spine, chest & 
abdomen. No abnormality in chest & abdomen 
& CT brain showed diffuse brain injury & 

intra-Parenchymal haematoma, 
intraventricular bleed & sub arachnoid 

haemorrhages. Gross brain oedema. CT pelvis 
showed fractured pubic ramii & sacral – 

conservative management for pelvis.  
20/03/04 85 06.15am – Attended A & E as transfer from  

Hospital after RTA.  
20/03/04 94 & 97 07.20am – Reviewed in A & E. For CT scans & 

full spinal x-ray  & x-rays of femur, knee, 
ankle & left foot.  & then for transfer to 

ITU. 
20/03/04 353 Trauma report states that during RTA head 

hit windscreen on impact  
20/03/04 14 09.00am – Admitted to ITU at Hospital 2. 

States injuries as #pelvis, splenic 
intracapsular haematoma, left thigh 

haematoma, skull lacerations & diffuse 
axonal injury with thalamic haemorrhage. No 

blood transfusion prior to transfer  



20/03/04 16 09.00am - Clinical notes indicate HB 14 at 
Hospital, but & at Hospital 2. Repeat CT 
scans performed.  Needs blood transfusion 

to get HB to 10.  
20/03/04 17 & 

354 
CT Head = Verbal report – no change & no 

new haematoma.  
 

20/03/04 20 11.15am – Review of CT abdomen done in 
Hospital shows ruptured spleen with splenic 

haematoma  
20/03/04 104 – 

105 
 

Operation performed of Laparotomy & 
Splenectomy. Bladder swollen but otherwise 

normal. Spleen sent for histology 
25/03/04 34 21.00pm – Ultrasound Thorax & Abdomen = 

Left pleural effusion & loculated 7 x 7 x 5 
cm collection in the splenic bed. (REPORT 

MISSING) 
26/03/04 37  &  

106 - 
108 

Operation of Percutaneous Tracheostomy 
performed  

29/03/04 44 – 45 
 

Reviewed. Elevated white cell count & 
platelets. Full septic screen performed 

(RESULTS MISSING). Chest X-ray & Abdominal 
X-ray performed (RESULTS MISSING). Foot 

drop noted on right side. ? Splenic 
collection the cause of infection 

30/03/04 48 – 49 
 

Reviewed. Pyrexial. Repeat septic screen 
performed. (RESULTS MISSING). ? Abdominal 

sepsis  
30/03/04 52  Awaiting CT abdomen (REPORT MISSING). Chest 

x-ray shows /small effusion on left lower 
lobe. (REPORT MISSING). Splenic drain 

removed. 
31/03/04 3 – 6  Admission letter to Hospital 2 for Neuro 

Disability (NOTES MISSING). Indicates 
referral to Miss S at Hospital 1 for 

continuing care (NOTES MISSING) & to  Rehab 
unit (NOTES MISSING) 

31/03/04 55 CT Head improving – (REPORT MISSING) 
01/04/04 58 Reviewed. Obeying commands & spontaneous 

eye opening, Tachycardic. Awaiting transfer 
to Hospital.  

01/04/04 59 Reviewed by OT & Physiotherapist. Arousable 
but tires easily. Showing extensor 

movements. Foot drop splints not suitable 
as has some voluntary movement patterns of 

movement  
01/04/04 356 CT Abdo & Pelvis = Bilaterla pleural 

effusions (larger on left) with low 
attenuation collection in left sub phrenic 



region in the splenic bed. Collection 
drained. Bilateral pubic forami fractures 

as previously described  
02/04/04 62 Sepsis. For repeat chest X-ray, blood 

culture & urine culture. (RESULTS MISSING).  
14/04/04 75 Reviewed. Referred to speech & language 

therapy (SALT). No need for PEG feed – 
cancel procedure & chase transfer.  

15/04/04 76 Reviewed by SALT. Swallow function appears 
safe – need to monitor results of swallow 
test for 24 hours & check swallow function 

then.  To continue NBM at present 
19/04/04 78 - 79 Reviewed by SALT team. Can have soft diet & 

normal fluids with supervision & ensure 
patient upright for all oral intake. 

Tracheostomy tube removed.  
 
 

21/04/04 80 Reviewed by OT. Provided with wheelchair 
for mobility within hospital & commenced 
walking with physiotherapist with 2 x 

assistants 
23/04/04 81 Reviewed. Moving all limbs. Eyes open 

spontaneously, talking well. Reviewed by 
physiotherapist & walking with assistance 

of 1 & stairs with supervision  
28/04/04 7 & 84 Discharge summary from Hospital 2 to 

Hospital following admission for polytrauma 
after RTA 

 


