Personal history
Patient was injured by falling down from the height of 1 meter. (when standing). 

Patient was injured by another person who hitted him with feast (with stick, solid object)

Patient was injured in a car accident. He was not wearing a seat belt in the car
Polytrauma or multitrauma
Patient remembers and can describe all events after head injury. (Patient was unconscious for 5 minutes. For that period he doesn`t remember and can not describe events after head injury.). He felt nausea and was vomiting. Now he feels strong headache. 
Brain CT doesn’t show traumatic lesions neither intracranial nor cranial.
Neurologic status

There is a laceration (stab, incised) wound, bruises, abrasion of epicranium in parietal region with length  3 cm. 

1. Site: The anatomical location

2. Size: Approximate length, width +/- depth (if able to assess)

3. Shape: linear, crescent shaped, stellate, irregular shaped, sclopetar enterance and exit wound
4. Orientation: vertical, horizontal, oblique

5. Margins: regular/smooth, irregular/rough, bruised, abraded

6. Wound type: laceration, incision, open wound

7. Other: direction of track, involvement of deeper structures (tendons, vessels), with palpable fracture
8. There is neither nasal nor  ear  leakage (discharge)
Patient is conscious, oriented x3, GCS 15. Neurological status is without obvious deficits.
There is no meningism.

There is no deficiency of cranial nerves. Pupils are equal and reactive to light and accommodation. There is neither strabismus nor  diplopia when moving eyes in all directions. Sensitivity of the face is intact. Facial movements are intact and symmetrical.
Patients hears well with both ears. He swallows without difficulties water as well as solid food.

He rotates head in all directions and elevates shoulders without difficulties.

There are no palsies in all extremities. (Muscle strength is intact and symmetrical in all extremities). Tendon reflexes are normal and symmetrical on the  arms as well as on the legs. There are no signs of pyramidal deficit.

Body sensitivity is intact.

There are no signs of cerebellovestibular insufficiency. There are no nystagmus, Romberg’s test is negative and finger-nose and heel-knee tests are normal.
Personal history and General  status
Past medical history: Patient denies any significant former or present illness or injuries (Patient has Dg and takes next therapy. Patient suffered hypertension 2 years ago. Patient had operation cholecystestomy 5 years ago). Patient denies smoking, alcohol abuse as well as allergies.
Family history: Patients denies any illness in the family that has hereditary importance.

General status: Patient is conscious and oriented x3. He has  normal body structure, he is eupnoic; afebrile, skin and visible mucosas are with normal color and consistency. The patient gives the impression of medium heavy patient. (light, medium, heavy and very heavy)
Head and neck: No visible signs of deformity, illness or injuries. Neck is freely movable in all direction. Thyroid gland is not palpable.

Thorax: Normal symmetrical respiration movements. Auscultatory normal respiratory sound without abnormal breath sounds.

Cardiovascular system: Auscultatory cardiac action is rhytmic, cardiac sounds are normal, BP  Puls  Palses of all major peripheral arteries are symmetrically well palpable. 
Abdomen is at level of thorax, it moves with respirations. Normal and deep palpation without pain, resistance or tumefaction. Liver and spleen are not palpable.
Urogenital system: no pain in region of kidneys on percussion. No visible signs of deformity, illness or injuries of genital organs.
Extremities: No visible signs of deformity, illness or injuries. The active movements are normal and symmetrical in all joints.
Types of neurotrauma

Skull fracture depressed, multifragmentar, opened, 

Subdural, epidural, cerebral, cerebellar  hematoma greatest width, midline shift, significantly compressive effect on surrounding brain

Brain contusions and edema. Blood in the lateral ventricles
DOKUMENTI

U pc se unose samo istorija bolesti, amb. nalazi (isti formular), op lista i otpusnica

Dekuzusi i terapija se posi na papiru rukom. (1. sprat sala i ICU), drugi sprat odeljenje. Sestre na spreme istorije iz fascikli za terapiju i dekurzus.
Fecha – datum i sat   Ipressio medica (detalji)

TH sve iv, mi pisemo koliko dnevno, sestre rasporedjuju

Tramadol 3X100 mg i uz njega Dramin 3x10 mg (metoklopramid, klometol)

Phenobarbiton 2x100 mg iv

Acamol (paracetamol) 3x1g

Na odeljenju pisemo i antibiotike i infuzije, za iskljucenje leka je SOS

Pacijenti se obidju pre sastanka ali i u 8.50 u soku i na odeljenju. Zove se setra i sa njom se dogovorimo.

CT snimanje- mi opisujemo nalaz. Uvek zapisati ime pacijentkinje da je nadjemo u bazi
Directory – 1 day ili 2 days…ili dvogled. Zatim CT view

ID none

Brain desni klik za razne projekcije i za Bone window. 

Volume za rekonstrukciju i rotacija

Planner – sve 3 prijekcije odjednom. povecava se kretanjem misa 
rotacija krug od dve strelice

Za angiografiju bi bilo Endo nakon davanja kontrasta

Density
Distance
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Upisivanje pacijenata u sistem Tafnil
Na salteru svaki pacijent dobije svoj broj i broj te posete

Upisujem moju sifru 10503  i biram doc. Reposrt activity i upisujem department 214 sto znaci NH
Condigio se pojavi i strikliram

F10 za implementac dokumenata

Patient file portal za sve pacijente

E disk scener

Archive Neurohirurgija

Share za starije pacijente????
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Departamento de Neurocirugia

Consulta Externa

Estenosis del canal raquideo Lumbosacro severo L4-L5 (operada)
HTA, DM

Revision

Entrevista Clinica | Paciente fem
Viene a la revision después de 1 mes de haber sido dado de alta. Refiere que s

buen estado en general, moviliza las extremidades. Ya no presenta constipacion. Se mantiene con

mejoria de la paraparesia. Se mantiene igual tratamiento.

Operaciones previas: N/R

APF: N/R J
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