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Supplementary Material 1 for

Research Article

The neuro-inflammasome in Alzheimer’s disease and cerebral stroke

Jong-hoon Lee?, Chul Joong Leeb, Jungwuk Parks, So Jeong Lee?, Su-hee Choi®

Materials and Methods: The Patient’s Medical Records
This study is based on the results of the Seoul cohort. The patient’s medical records were issued legally

according to Korean medical law. All medical records in this supplement are copies of the patient’s
original medical charts. (English translations were added to some parts of the record written in Korean
when needed.) On 10 May 2020, the patient presented abnormal behaviours such as restlessness and
crawling rather than walking; she took 2 tablets (total 200 mg) of DDS p.o.. The next morning, the patient
took 200 mg of DDS as scheduled, and on May 11, 2020, she visited the emergency room of Deahan
Hospital due to continuing abnormal behaviour but normal conversation and orientation. The computed
tomography (CT) examination revealed a few lacunar infarctions in the bilateral basal ganglia but were
otherwise unremarkable. Magnetic resonance imaging (MRI) revealed acute infarction in the left parietal
white matter and forceps major with a few lacunar infarctions in the bilateral basal ganglia.

The patient was transferred to the intensive care unit (ICU). The neurosurgeon in the ICU stopped the
patient’s usual medications, including DDS. On the morning of 12 May 2020, the patient showed normal
conversion and a 4+/5 rating scale for both extremities in the muscle strength test, but it later changed to a
1+/5 rating scale for the right extremities. Diffusion and perfusion MRI showed an increased area of acute
infarction in the left postero-superior temporal lobe and decreased perfusion in the left MCA and PCA
territories. On 13 May 2020, the patient underwent other radiological examinations, including chest CT
showing patchy pneumonia in the left lower lobe, minimal pneumonia in the right lower lobe, a small
calcified granuloma in the left upper lobe, dependent atelectasis in the bilateral lower lobe, and small left
pleural effusion. From May 2020 18:00 to 14 May 2020 08:50, the patient had not taken DDS according to
the neurosurgeon’s order. The patient’s guardian (son), a physician who graduated from Seoul National
University College of Medicine and had been taking of her, persistently asked that DDS be added to her
regimen again. The patient resumed taking DDS at 200 mg p.o. three times a day. Thereafter, her

symptoms became stable and improved gradually.
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Table 1
Date Cerebral infarct | DDS intake CT exam MRI exam culture
10-05-2020 04:00 | Abnormal 2T po
behaviour Bid/ibuprofen 2T
11:00 (suspicious) po
Restless,
crawling rather
than walking
11-05-2020 Suspicious Morning 9:00 2T, A few lacunar
Cerebral stroke, infarctions in
abnormal bilat basal
behaviour, 18:00 Stop ganglia.
normal Otherwise
conversation & unremarkable.
orientation
12-05-2020 Morning: verbal (Diffusion MR)
conversation, Stop Increased area
bilateral of acute
extremities — infarction in left
gravity 4+ postero-sup.
temporal lobe
Noon: (perfusion MR)
confirmed, Decreased
hemiparesis, perfusion of left
right extremities MCA and PCA
— gravity 1+ territories.
13-05-2020 Confirmed Stop (CT of abdomen
& pelvis)
No abnormality
in liver, Gb,
spleen and BK.
(Chest CT)
Patchy
pneumonia in
LLL. R/o
Minimal
pneumonia in
RLL. A small
calcified
granuloma in
LUL. Dependent
atelectasis in
BLL. Small 1t.
pleural effusion.
Cardiomegaly.
R/o Pul arterial
hypertension.
14-05-2020 Confirmed - Stop,
08:50 Restart
2T po Tid
20-05-2020 2T po Tid P. pneumoniae &

H. influenzae
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Copy of Medical Records

Patient Name:
Social Security Number or Personal Number:

Medical Record Number:

Access to this medical record is available only to the
person with legal permission because it includes the
patient’s medical treatment and personal information.

@ This copy is certified to be the same as the original
medical record.

Name of Hospital Seal
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Emergency Medical Records

Record Number : 00011408 Name : Gender/Age : F / 86 SSN or Personal No :
Doctor Information : NS xxx Date of Hospitalization : 20200511 ICD :163.8 110.9 F00.9
Address : Phone No :

Date Prescribed : 2020-05-11

PN Doctor name J H Kim
**Neurosurgery ER note on 2020.5.11**
CC: Rt. lateral weakness (2 days ago)
PI) Pt. is a senior citizen who lives alone. The patient was admitted when she presented with rt-side
paralysis that started at approximately 4 am on May 10th.
pmhx) Old CVA
AD (Dapsone 200 mg BID)
Anti-HTN Med + Amlodipine 2.5 mg : BP at arrival 140/70
Social hx) Difficulty eating yesterday

PEx and NEXx)

Alert, drowsy (time, person, place)—intact

Pupil 3/2 intact

Motor : right side weakness — Gr 1

Sensory : decreased

DTR : rt side decreased (brachioradialis, knee jerk)

Face motor/sensory : rt side weakness, sensory change
Imp) acute infarction, left side

r/o AD with VD

r/o HTN

Plan) admission and fluids
MR study and brain CT
Consider internal medicine referral
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Emergency Medical Records

Record Number : 00011408 Name : Gender/Age : F / 86 SSN or Personal No :
Doctor Information : NS xxx Date of Hospitalization : 20200511 ICD :163.8 110.9 F00.9 J18.9
Address : Phone No :

Date Prescribed : 2020-05-11

PN Doctor name J H Kim
**Neurosurgery ICU note on 2020.5.12**
CC : Rt. lateral weakness (2 days before ER visit)
PI) Pt. is a senior citizen who lives alone. The patient was admitted when she presented with rt-side
paralysis that started at approximately 4 am on May 10th.
pmhx) Old CVA
AD (Dapsone 200 mg BID)
Anti-HTN Med + Amlodipine 2.5 mg : BP at arrival 140/70
Social hx) Difficulty eating before visit

PEx and NEXx)
Alert drowsy (time person place)- intact
Pupil 3/2 intact
Motor : right side weakness — Improvement to Gr 4
Sensory : decreased
DTR : rt side decreased (brachioradialis, knee jerk)
Face motor/sensory : rt side weakness, sensory change
Imp) acute infarction, left side
r/o AD with VD
r/o HTN

Plan) Guardian (son) meeting — difficulty with cooperation.

Guardian wants to continue previous medication (Dapsone) — explained possible side effects.
Agreement to L-tube feeding

Permit Dapsone medication

Plan2) Displays progression of 1t side weakness

. Additional MR check for diffusion/perfusion due to Rt side motor 4->2 or 3

Image result) Increased in left PCA-MCA borderzone infarction
Add Novastan
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Emergency Medical Records

Record Number: 00011408 Name: Gender/Age: F/86 SSN or Personal No:
Doctor Information: NS xxx Date of Hospitalization: 20200511 1CD: 163.8 110.9 F00.9 J18.9
Address: Phone No:

Date Prescribed: 2020-05-11

PN Doctor name J H Kim
**Neurosurgery ICU note on 2020.5.12**

CC: Rt. lateral weakness (2 days before ER visit)

PI) Pt. is a senior citizen who lives alone. The patient was admitted when presented with rt-side paralysis

that started at approximately 4 am on May 10%. Acute infarction, left PCA-MCA borderzone -> present

ICU care

pmhx) Old CVA

AD (Dapsone 200 mg BID)

Anti-HTN Med + Amodipin 2.5 mg: BP at arrival 140/70

Social hx) Difficulty eating before visit

PEx and NEXx)

Alert drowsy —stupor (time person place)- not intact

Pupil 3/3 intact

Motor: right side weakness — decreased to Gr 1

Sensory: uncheckable d/t poor cooperation

DTR: rt side decreased (brachioradialis, knee jerk)

Face motor/sensory: rt side weakness, sensory change

Study result)

2020.5.12 image result) Increase in left PCA-MCA borderzone infarction density

Imp) acute infarction, left side
r/o AD with VD
r/o HTN

Plan) Guardian (son) meeting — difficulty with cooperation.

Guardian wants to continue previous medication (Dapsone) — explained possible side effects.
Agreement to L-tube feeding

Permit Dapsone medication

Maintain Novastan
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Nursing Record

Printing Period: May 11%, 2020 -  May 20, 2020
Patient Name F/86 NS Dr Joon Hak Kim May 11%, 2020
HD: 10 OP: Unspecified ICU-01-03
Address:
Phone:
Date/Time Nursing Activities

20-05-11 16:32

20-05-11 16:32

20-05-11 17:16
20-05-11 17:21

20-05-11 17:21
20-05-11 17:26

20-05-11 17-30
20-05-11 17:30
20-05-11 17:32
20-05-11 18:07

20-05-11 18:08

20-05-11 18:10

20-05-11 18:30

20-05-11 19:00
20-05-11 20:00
20-05-11 21:00

Admitted via ER by str-car Nr. Name
C/C: Rt weakness, dysarthria
PI: symptom started around 4am before ER visit. Symptom continued until ER adm
Phx: DM/HTN/Tbc/hepatitis(-/+ more than 10 yrs/-/-), Dementia diagnosed in 2008, previous
visit history in 2014 due to stroke(?), leg oedema more than 10 yrs
F/Hx: DM/HTN/Tbc/hepatitis (-/-/-/-)
Alcohol: none
Smoking: never
Pneumonia vaccine injection history: none
Fall down hx within 3 months: 20.05.11
Allergy: none
BW/HT: 58 kg/160 cm
V/S: 162/89-89-88-22-36.0C
Mental: drowsy
Pupil: +/+/(ovoid)
Eye opening well
Motor localize.

Autonomous movement but no cooperation.

Right hand: good response to stimulation

Bruises on both knees.

Continuous yelling.

Difficult to communicate.
Oz administered at 5 L/min (via nasal prong)
Unaided respiration stable
Repeated self-removal of Oz mask.
Only responds correctly to name.
EKG monitor application
Explained the need for ICU care to pt.
Explained manual for ICU.
Meeting with guardian.
Repeated self-removal of Oz mask. Nr. Name
Yelling and kicking of both legs.
Used restraints on both hands and legs.
Checked blood circulation.
Order from IM Nr. Name
Continuous complaining Nr. Name
SpO: check: 91%
Notified attending Dr
ABGA (including Lactic Acid, Ca++)
No cooperation when water given.
No cooperation with PO medication. Notify Dr Kim.
Dr Kim made rounds
Maintain fast
Message ordering application of L tube (for p.o. medication)
Meeting with guardian.
Explained the necessity of L-tube to guardian.
PO medication with guardian’s help.
Coughed a little.
Preparation for p.o. self-administration
Dapsone 100 mg 4T #2 (20T), Lodien 2.5 mg 1T (6day)
Guardian asked for Dr Kim’s email address.
Explained that physician cannot give out personal email address.
Delivered guardian’s email address to Dr Kim.
Confirmation from Dr Kim about patient’s medication.
Order from Dr Kim to take only Lodien.
Position change & back care were performed
BT 37.6 C check

1/0O 650/700 check
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Nursing Record

Printing Period: May 11,2020 -  May 20%, 2020

Patient Name F/86 NS Dr Joon Hak Kim May 11%, 2020
HD: 10 oP: Unspecified ICU-01-03
Address: Phone:

Date/Time Nursing Activities

BT 37.7°C check Nr. Name
20-05-11 22:00 Nr. made rounds
Mental: drowsy
Eyes opening well
Pupil: +/+ (ovoid)
O:2 5 L inhalation state, via simple mask
Self RR mild deep.
Answers questions but difficult to understand
Motor: localizing
Maintain usage of restraints
Blood circulation checked
BT 37.9°C check
Foley cath kept
Elevation of head (30°)
20-05-11 22:44 Pt. called for help wanting to go outside and refuses being restraint. Explained the need for
bed rest but was not cooperative.
HR 120-130 check
20-05-11 23:00 Position change and back care was done
BT 37.4°C check
20-05-12 01:00 Unable to fall asleep and shows irritability
BP 170/90 mm Hg check
Prn) hydralazine 0.5 A iv injection was done.
20-05-12 01:30 F/U BP 134/81 mmHg check
20-05-12 03:00 Position change and back care was done.
20-05-12 04:00 Oral care and facial cleansing was done
Gum bleeding sign: none.
20-05-12 05:00 BP 171/86 mmHg, HR 112/min check
Manual BP 180/100 check
Prn) hydralazine 0.5 A iv injection was done
20-05-12 06:00 1/O 700/750, total I/O 1350/1450(stool*0) check
BT 37.1°C check. Still unable to fall asleep and shows irritability
20-05-12 08:00 Nr. made rounds
Mental: drowsy
Pupil: +/+
Eye opening to pain.
Shows autonomous movement but is not cooperative.
Use of restraints on both arms maintained.

Checked for blood circulation

Oz 5 L/min inhalation state (via mask)

Unaided respiration stable

Mumbles and answers to questions but hard to understand.

Gave medication with a little of bit water but started coughing so stopped.

Foley cath kept

Elevation of head (30°)
20-05-12 08:05 Guardian (son) called and asked for update on pt.’s condition.
20-05-12 08:18 Guardian (son) called.

Verified medication and diagnosis.
Helped to schedule a meeting with Dr Kim in the morning.

20-05-12 08:25 Guardian (son) called and double-checked PO.

Helped to schedule a meeting with Dr Kim in the morning
20-05-12 08:43 Informed Dr Kim about the calls from the guardian.

Monitor showed SpO: of 91%; ABGA was performed accordingly.
20-05-12 08:55 Dr Kim made rounds.

Verified ABGA result.

Switched to O nasal prong.
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Printing Period: May 11%, 2020 -  May 20, 2020
Patient Name F/86 NS Dr Joon Hak Kim May 11%, 2020
HD: 10 OP: Unspecified ICU-01-03
Address: Phone:
Date/Time Nursing Activities

20-05-12 09:00
20-05-12 09:09

20-05-12 09:21
20-05-12 09:30
20-05-12 10:30

20-05-12 10:49
20-05-12 10:53

20-05-12 11:00
20-05-12 11:05
20-05-12 11:33

20-05-12 12:00
20-05-12 12:15
20-05-12 13:00
20-05-12 13:30
20-05-12 13:35

20-05-12 13:47

20-05-12 14:15

20-05-12 14:20
20-05-12 15:00

20-05-01 16:00
20-05-12 16:01
20-05-12 17:01
20-05-12 17:24

Position change and back care was done.

Guardian(son) called and asked for active thrombus treatment

Informed guardian to talk to Dr Kim

CBC and diff and ESR, Routine Urinalysis, Electrolyte Profile, LFT, Cardiac Profiles check
EKG check

Dr Kim rounded

Meeting with guardian

Explained the need for L-tube insert (R: agree)

Guardian asked if SBP can be dropped to 120.

Dr Kim explained that dropping is possible but condition of pt. could worsen.
Guardian wants pt. to take patient-owned medication (Dapsone).

Dr Kim explains there’s no direct neurological effect in the treatment aspect but can be taken if
pt. wants to.

Explained pt. condition could worsen due to old age and general worsen of condition
Guardian agreed to perfusion MR.

Guardian said he is the PI of research. Expressed that he wants to give 2T of Dapsone right
now and 1T every 6 hrs.

Informed Dr Kim (R: take medication)

Position change and back care were performed

An L-tube (18 Fr) was inserted.

Moaning when stimulated and shows weakness on the right side.

Informed Dr Kim

Diffusion MR added

BT 37.6 °C check

Guardian (son) agreed to adding diffusion MR.

BT 37.7 C check

1/0 630/300 check

Guardian called and asked to give another 2T of Dapsone 6 hrs after the first intake of 2T,
followed by 1T every 6 hrs.

Informed Dr Kim

Transferred to the MRI room for check-up via S-car

V/S: 138/78-87-20-3702 C check

Returned to ICU after check-up

V/S 138/78-90-20-37.2 C check

0.9% NS 500 ml + Novastan HI inj. 10 mg 6AMP[RmK] for the day (5 gtt)

Nr. Rounded

Mental: drowsy

Pupil reflex + pin point/+ pin point

Intermittently opens eyes when stimulated

02 5 L/min inhalation state via nasal prongs

Self RR stable

Moans when stimulated.

Rt side weakness remained.

No movement of right arm or withdrawal of right leg when stimulated.

SZ sign: none.

Vomiting (-)

Use of restraint on left elbow and left leg maintained. Checked for blood circulation.
Elevation of head (30°)

Position change and back care were performed

BT 37.4° C check

BT 37.3° C check

Dr Jang (IM) made rounds.

Nr. Name
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Nursing Record

Printing Period: May 11%, 2020 -  May 20, 2020

Patient Name F/86 NS Dr Joon Hak Kim May 11%, 2020
HD: 10 OoP: Unspecified ICU-01-03
Address:
Phone:
Date/Time Nursing Activities
20-05-12 17:30 Took medication with small amount of water through L-tube. Nr. Name
20-05-12 18:01 BT 37.2 °C check. Nr. Name
20-05-12 19:00 BT 37.3 °C check. Nr. Name
20-05-12 19:00 Position change & back care were performed. Nr. Name
20-05-12 20:00 BT 37.5 °C check. Nr. Name
20-05-12 20:30 1/O 800/400, DE 1/O 1430/700 check. Nr. Name
20-05-12 21:00 BT 37.3 °C check. Nr. Name
20-05-12 22:00 BT 37.1 °C check.
20-05-12 22:00 Nr. made rounds. Nr. Name

Mental: drowsy

Eye opening to speech.

Pupil: +/+ (ovoid)

025 L inhalation state. via nasal prongs

Self RR stable.

Moans to stimuli.

Motor: localizing

Rt. lateral weakness remained.

Shows hardly any movement of right arm or leg.

Use of restraints on left arm and leg maintained.

Checked for blood circulation.

BT 37.1 °C check.

Foley cath., L-tube kept.

Elevation of head (30°).
20-05-12 23:00 Position change & back care were performed.
20-05-13 00:00 BP 167/86 mmHg, BT 38.2 °C check. Nr. Name
20-05-13 01:00 V/S 163/89-105-18-38.4 °C-90% check.

Informed Dr Ban who was on call.
R: NS 100 + denogan 1 V order.
Followed order.
Responds to questions but incomprehensible.
Motor: Lt. localizing/Still shows hardly any movement of right arm or leg.
20-05-13 02:00 BT 38.2 °C check.
Ice bag applied.
20-05-13 03:00 Position change & back care were performed.
BT 38.5 °C check.
20-05-13 04:00 Oral care & facial cleansing were performed.
Gum bleeding: none.
BT 37.6 °C check.
20-05-13 06:00 1/0 1030/600, Total 1/O 2460/1300 (stool*0)
No defecation for 2 days.
BT 38.1 °C check.
Ice bag change.
20-05-13 07:30 BT 38.7 °C check.
Informed Dr Ban, who was on call.
R: Inform Dr Kim.

20-05-13 07:36 Informed Dr Kim about the fever. (A: Consider IM referral today.)

20-05-13 08:00 Nr. rounded. Nr. Name
Mental: drowsy
Pupil: +/+
Eye opening well.

Shows autonomous movement but is not cooperative.
Use of restraint on left hand maintained.

Checked for blood circulation.

Can slightly flex right hand.

Cannot move right leg.

02 5 L/min inhalation state.

Unaided respiration stable.

SpO:2 91% check.
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Nursing Record

Printing Period: May 11%, 2020 -  May 20, 2020
Patient Name F/86 NS Dr Joon Hak Kim May 11%, 2020
HD: 10 OoP: Unspecified ICU-01-03
Address:
Phone:
Date/Time Nursing Activities
When asked for name, repeated the word “name.”
Difficult to communicate.
Took medication with small amount of water.
Foley cath., L-tube kept.
Elevation on head (30°).
BT 38.6 °C check.
20-05-13 08:55 Dr Kim rounded.
20-05-13 09:00 Position change & back care were performed. Nr Name
20-05-13 09:00 BT 38.4 °C check. Nr Name
20-05-13 09:29 Order from IM.
20-05-13 09:30 Proceeded with bedside PT.
20-05-13 09:34 Blood culture (Sensi) * 2, ordinary urine culture (Sensi, Urinary system), Gram stain, ABGA
(Lactic Acid, Ca++) check.
NS 100 mL + Gomcephin 1 VIA add.
Main fluid and Liveract 500 mg/5 mL 1TAMP mix.
CAP(P) add.
20-05-13 09:49 Gomcephin AST: negative check.
20-05-13 10:00 BT 38.5 °C check.
20-05-13 10:37 Chest CT (contrast), CT Abd./Pelvis [contrast] ordered. Nr. Name
prn) NS 100 mL + denogan 1V #1 ordered.
20-05-13 10:40 N/S 100 mL + denogan 1A IV injection was done. (by prn order) Nr. Name
20-05-13 11:00 Position change & back care were performed. Nr. Name
BT 37.4 °C check.
20-05-13 11:08 Contrast agent AST (R: Negative)
20-05-13 12:30 NPO state.
20-05-13 14:00 1/0 910/650 check. Nr. Name
20-05-13 14:02 Transferred to radiology for check-up. Nr. Name
v/s: 148/78-87-20-36.7 °C check.
20-05-13 14:37 Returned to ICU.
v/s: 150/81-93-20-36.7 °C check.
20-05-13 15:00 Nr. rounded. Nr. Name

Mental: drowsy

Pupil reflex + pin point./+ pin point

Intermittently opens eyes when stimulated.

02 5 L/min inhalation state via nasal prongs.

Self RR stable.

Moans when stimulated.

Rt. lateral weakness remained.

No movement of right arm and withdrawal of right leg when stimulated.
SZ sign: none.

Vomiting (-)

Use of restraints on left elbow and left leg maintained.
Checked for blood circulation.

Elevation of head (30°).
20-05-13 16:00 Position change & back care were performed.
20-05-13 17:25 NPO state. Nr. Name
20-05-13 19:00 Position change & back care were performed. Nr. Name
20-05-13 19:05 Sputum in the mouth.
Proceeded with suctioning — secretion copious & thick.
20-05-13 20:30 1/0 700/550, DE 1/0 1610/1200 check.
20-05-13 22:00 Nr. rounded. Nr. Name
Mental: drowsy
Eye opening well.

Pupil: +/+ (ovoid)
025 L inhalation state via nasal prongs
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Nursing Record

Printing Period: May 11%, 2020 -  May 20, 2020

Patient Name F/86 NS Dr Joon Hak Kim May 11%, 2020
HD: 10 OoP: Unspecified ICU-01-03
Address:

Phone:

Date/Time Nursing Activities

Self RR stable.
Freq. suction was done.
Secretion amount large.
Moans when stimulated.
Motor: localizing
Rt. lateral weakness sign remained.
Shows hardly any movement of right arm or leg.
Use of restraints on left arm and leg maintained.
Checked for blood circulation.
Constant screaming.
Foley cath., L-tube kept.
Elevation of head (30°).
20-05-13 22:20 Perineal care was done. Nr Name
20-05-13 23:00 Position change & back care were performed. Nr Name
20-05-14 00:00 BT 37.5 °C check. Nr Name
20-05-14 01:00 Sleeping
BT 37.9 °C check.
20-05-14 02:00 BT 37.7 °C check.
20-05-14 03:00 Position change & back care were performed.
BT 37.4 °C check.
20-05-14 04:00 Oral care & facial cleansing were performed.
Gum bleeding: none.
BT 37.0 °C check.
20-05-14 06:00 1/0 800/550, Total 1/O 2410/1750 (stool*0) check.
No defecation for 3 days.
BT 37.1 °C check.
20-05-14 08:00 Nr. rounded Nr. Name
Mental: drowsy
Pupil: +/+
Eye opening well.
Shows autonomous movement but is not cooperative.
Use of restraint on left hand maintained.
Checked for blood circulation.
Can slightly flex right hand.
Cannot move right leg.
02 5 L/min inhalation state.
Unaided respiration stable
SpO:2 91% check
Moans when stimulated.
L-tube feeding was done.
Aspiration.
Dyspepsia, vomiting signs: none.
Foley cath., L-tube kept.
Elevation on head (30°).
20-05-14 08:45 Dr Jang rounded.
20-05-14 08:50 Dr Kim rounded.
Informed Dr Kim that pt. only moans when stimulated.
Orders to give Dapsone as guardian wanted.
20-05-14 09:00 Position change & back care were performed.
20-05-14 09:30 Bedside PT
20-05-14 10:35 Ordinary sputum culture, Gram stain, screening for bacterial pneumonia, streptococcal
pneumonia antigen, urine (SPNEU), Legionella urinary Ag check.
20-05-14 10:41 Levloxin 500 mg 1B0T, Levloxin 250 mg 1BOT added.
Muteran 300 mg IAmP * 3 added.
20-05-14 11:00 Position change & back care were performed.

20-05-14 12:30 Freq. suction was performed.
L-tube feeding was performed.
Aspiration.
Dyspepsia, vomiting signs: none.
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Radiology Report

Patient ID:  Patient Name: Date of Admission: May 11, 2020  Ward: ER
Gender/Age: F/86  Department: ER Referring Physician: B K Lee, MD

DOB: 19331209

Date of Order: 20200520. 504 Ordered by Dr.:J. H. Kim  Radiologist 1: Sang Heung Kim (52584)
Radiologist 2: Sang Heung Kim (52584)
Type of Exam: Chest AP
Date/Time of Reading: 2020-05-11 15:54
Date of Exam: 2020-05-11 15:46
Time of Exam: 2020-05-11 15:46

Findings: No abnormality in either lung or in mediastinum.
Otherwise unremarkable.

Impression : Negative study.
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Radiology Report

Patient ID:  Patient Name: Date of Admission: May 11t, 2020 Ward: ER
Gender/Age: F/86  Department: ER Referring Physician: Byeong Gook Lee, MD

DOB: 19331209

Date of Order: 20200511. 509 Ordered by Dr.: J. H. Kim Radiologist 1: Sang Heung Kim (52584)
Radiologist 2: Sang Heung Kim (52584)

Type of Exam: B-MRI & MRA & Diffusion
Date/Time of Reading: 2020-05-11 15:50

Date of Exam: 2020-05-11 14:53
Time of Exam: 2020-05-11 14:53
Impression: MRI of brain, noncontrast, DWI
T1 sagittal, T2 axial, FLAIR axial, T1 axial, T2 coronal, Gradient FFE axial, DWI axial

Clinical information: r/o cbr. infarction

Acute infarction in It parietal white and gray matter and forceps major.
A few lacunar infarctions in bilat basal ganglia.

MRA, cerebral (brain) and carotid

Marked occlusion at 1t M2 bifurcation portion.
Mild stenosis at rt M1, M2, bilat P2, bilat distal vertebral and rt proximal ICA.
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Radiology Report

Patient ID:  Patient Name: Date of Admission: May 11, 2020 Ward: ER
Gender/Age: F/86  Department: ER Referring Physician: Byeong Gook Lee, MD

DOB: 19331209

Date of Order: 20200511. 511 Ordered by Dr.:J. H. Kim  Radiologist 1: Sang Heung Kim (52584)
Radiologist 2: Sang Heung Kim (52584)
Type of Exam: Brain CT (Non contrast)
Date/Time of Reading: 2020-05-11 16: 36
Date of Exam: 2020-05-11 15:50
Time of Exam: 2020-05-11 15:50

Impression: A few lacunar infarctions in bilat basal ganglia.
Otherwise unremarkable.
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Radiology Report

Patient ID:  Patient Name: Date of Admission: May 11, 2020  Ward: ICU-01-03
Gender/Age: F/86  Department: NS Referring Physician: Joon Hak Kim, MD

DOB: 19331209

Date of Order: 20200512.28 Ordered by Dr.: . H. Kim Radiologist 1: Sang Heung Kim (52584)
Radiologist 2: Sang Heung Kim (52584)
Type of Exam: Diffusion MR
Date/Time of Reading: 2020-05-12 14: 42
Date of Exam: 2020-05-12 14:02
Time of Exam: 2020-05-12 14:02

Impression: Increased area of acute infarction in It posterosup temporal lobe.
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Radiology Report

Patient ID:  Patient Name: Date of Admission: May 11, 2020  Ward: ICU-01-03
Gender/Age: F/86  Department: NS Referring Physician: Joon Hak Kim, MD

DOB: 19331209

Date of Order: 20200512.14 Ordered by Dr.: J.H. Kim Radiologist 1: Sang Heung Kim (52584)
Radiologist 2: Sang Heung Kim (52584)
Type of Exam: Perfusion MR
Date/Time of Reading: 2020-05-13 09:58
Date of Exam: 2020-05-12 14:02
Time of Exam: 2020-05-12 14: 02

Impression: 2020. 5. 11 acute infarction, left PCA-MCA border zone infarction (hypoperfusion
infarction).
Perfusion MR to check perfusion state due to atherosclerosis change found in brain MR angio.

CBE: Left Occipito-parietal, temporal area decreased

CBV: Left Occipito-parietal, temporal area BK.

MTT: Left Occipito-parietal, temporal area prolonged state
TTP: Left Occipito-parietal, temporal area prolonged state

[conclusion]
Decreased perfusion at left MCA and PCA territories.
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Radiology Report

Patient ID:  Patient Name: Date of Admission: May 11, 2020  Ward: ICU-01-03
Gender/Age: F/86  Department: IM Referring Physician: Joon Hak Kim, MD

DOB: 19331209

Date of Order: 20200513.36 Ordered by Dr.: T. H.Jang  Radiologist 1: Sang Heung Kim (52584)
Radiologist 2: Sang Heung Kim (52584)

Type of Exam: CT Abd./ Pelvis [contrast]
Date/Time of Reading: 2020-05-13 15: 55

Date of Exam: 2020-05-13 14:07
Time of Exam: 2020-05-13 14: 07

Impression: CT of abdomen and pelvis, postcontrast
Mild dilation of body and tail portion of P duct, R/o benign stenosis, D/Dx IPMN.

No abnormality in liver, Gb, spleen and BK.
Otherwise unremarkable.
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Radiology Report

Patient ID:  Patient Name: Date of Admission: May 11, 2020  Ward: ICU-01-03
Gender/Age: F/86  Department: IM Referring Physician: Joon Hak Kim, MD

DOB: 19331209

Date of Order: 20200513.35 Ordered by Dr.: T. H. Jang  Radiologist 1: Sang Heung Kim (52584)
Radiologist 2: Sang Heung Kim (52584)
Type of Exam: Chest CT (contrast)
Date/Time of Reading: 2020-05-13 15: 51
Date of Exam: 2020-05-13 14:07
Time of Exam: 2020-05-13 14: 07

Impression: Patchy pneumonia in LLL.
R/o Minimal pneumonia in RLL.
A small calcified granuloma in LUL.
Dependent atelectasis in BLL.
Small It pleural effusion.
Cardiomegaly.
R/o Pul arterial hypertension.
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Radiology Report

Patient ID:  Patient Name: Date of Admission: May 11, 2020  Ward: ICU-01-03
Gender/Age: F/86  Department: NS Referring Physician: Joon Hak Kim, MD

DOB: 19331209

Date of Order: 20200520.13 Ordered by Dr.:J. H. Kim  Radiologist 1: Sang Heung Kim (52584)
Radiologist 2: Sang Heung Kim (52584)
Type of Exam: Chest AP
Date/Time of Reading: 2020-05-20 09: 19
Date of Exam: 2020-05-20 08:06
Time of Exam: 2020-05-20 08:06

Impression: Atelectasis in RLL.
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Microbiology Culture Report

Institute Name: Daehan Hospital  Institute No.: 11101156 Order No.: 20200214-112-5306
Pt. Name: x x Registration No.: 000114008 Collection Day: 2020/05/14
Department/Ward: IM/ICU Personal No: 331209-2**#**** Recvd: 2020/05/14 18:08

Doctor Name: Gender/Age: F/86 Tested: 2020/05/15

Specimen: Nasal and oropharyngeal Released: 2020/05/15 06:40

Others: 2005140105

Medical Insurance Organism Result Units Reference
Code

D680104C B. pertussis Negative Attached report
C. pneumoniae Negative Attached report
H. influenza Positive (31.6) Attached report
L. pneumophilia Negative Attached report
M. pneumoniae Negative Attached report
S. pneumonia Positive (36.6) Attached report
M. pneumoniae N/A Attached report
A2063G mutation
M. pneumoniae N/A Attached report
A2064G mutation

*Culture Report was done*

[1/1]

The results are accurate and reliable because this lab was approved by KSLM.

Lab Name Green Cross Cultured by Y.J. Oh M.T. (23780)
Lab No.: 41303059 Lab Address Reported by S.G. Lee M.D. (671)
GCL-AAAA-F09-01(00) Phone: 1566-0131 Specimen Charger: ].S. Park
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Medical Certificate

Record Number

Year Number

Name of Patient Social
Security
Number
Address
Diagnosis (Main diagnosis) ICD 163.8,110.9
Acute Brain
[ I linical Impression Infarction
[ ] Final Diagnosis (Main diagnosis)
Hypertension
Onset Date May 10, 2020 Diagnosis May 11, 2020
Date
Medical Opinion Right paralysis started on May 10*, 2020. Visited ER

and was admitted on May 11*, 2020. Currently being
treated in the ICU and expected to stabilize further.

Purpose

Remark Department of neurology

[Medical law] This diagnosis is made in accordance with Article 17 and Article 9 (1) of

the same act.
May 20, 2020

Medical Institution:
Address:
[® Physician [ ] Dentist [ ] Oriental Medical Doctor License Number: 87798
Name: Joon Hak Kim
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Original medical records
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N

Copy of Medical Records
RN FAE

Name

Ol

Social Security Number

=uaz : [

Record Number
HEH3S : 000114008

1A= o} glor, & 7SR sj7tE Argtol
Aol A5
OE gEr=e ¥y FAFLS FAFY.

This copy is certified to be the same as the origi

degzd 101 4=

47 RAEAE BAY ARAG D AHANG Sol

I medical record.
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Emergency Medical Records
2= 2 8 B 71 8 A

RecoErd Number Name - Gender/Age Social Security Number

HEHS: MO A /Lol : / XOlt =

Bttt s Date of Hospitalization < =/-0"" F / 86 FoIHS:

$idfd§93 NS ZES AR Xt 20200511 ICD gt BE: =) 163.8 ) 110.9.01 &) F00.9
res

293 . I Phone 25l s : I

020505F 118

21 & &f Joon Hak Kim
**xneurosurgery ER note on 2020.5.11xx

CC: Rt. side weakness (22 &) (2 days ago) < i, e . q
Pt. is a senior citizen who lives alone. She was admitted when she presented with right side paralysis that started at approximately 4 am

Pl)oEMaYAOfO 2 52 102 Al 4AZRE AIZE 220 OHHIE =42 RS,

pmhx) 0ld CVA
AD (&&= 200mg 22%|) (Dapsone 200 mg BID)
goror + Ot2CIE 2.5mg @ =& 140/70
HTN Med + Amodipin 2.5 mg: BP at arrival 140/70
social hx) OiHl &AtE Hel & 2 & . Difficulty eating yesterday.

PEx and NEx)
alert drowsy (time person place)- intact
pupi | 3/3 intact
motor : right side weakness - Gr 1
sensory : decreased
DTR : rt side decreased (brachioradialis, knee jerk)
face motor/sensory : rt side weakness, sensory change

imp) acute infarction, left side
r/o AD with VD
r/o HIN

plan) admission and fluid
mr study and brain ct
F% L X . Consider internal medicine referral.

| Page 1 of |
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Emergency Medical Records
H s 8 g8 J = X
t:‘:R;cg{rd; Number " Cl;lamex - o Gendeor/Age ) § Ci A[Secm
;D_Bc@?nfoﬂ%gt‘,gﬁoos R Date ofHos |taI|zat|on°E’u - / 86 FaHs:
=ANEE: NS =8t QR AR} ICBIEH 2&: F) 163.8 &) 110.9.01 &) F00.9 &)
A | — I fhomarers: oI
Mg e 20002058 128
PN 2 =8t Joon Hak Kim

=xneurosurgery ICU note on 2020.5.12x*

CC: Rt. side weakness (LH& 220&) (2 days before ER visit)

Pt. is a senior citizen who lives alone. She was admitted when she presented with right side paralysis that started at approximately 4 am

Pl) S3nMay 0B 52 102 AjE 441

(=N Ve
7‘;\"% L

SE Al

infarction, left PCA_MCA borderzone @& & ¢ ICU careES .
pmhx) 0ld CVA
AD (St 200mg 23|) - 8tallgger  (Dapsone 200 mg BID)
getot + Ot2CIE 2.5mg : & 140/70

HTN Med + Amodipin 2.5 mg: BP at arrival 140/70
)

BP
social hx)LHAE AALE Hel & =&
PEx and NEx)

alert drowsy (time person place)- intact
pupil 3/3 intact

motor @ right side weakness - Gr 4 2 S &
sensory : almost intact
DTR : rt side decreased (brachioradialis, knee jerk)

face motor/sensory : rt side weakness, sensory change

imp) acute infarction,
r/o AD with VD
r/o HIN

left side

plan) 23X 8ig - gxX & o3,
ot &0 tolMe SX
L tube feed S2I&.

Agreed to L tube feeding.
ABIE So[E.

Permit Dapsone medication.

plan2) left side weakness progressiondt= ZalE 22,
Rt. side motor 4—>2 or 32 ZAd5t= AHE BN FIt

mr checkdtd|2 & .

o OHHIE =42 L&

acute
Acute infarction, left PCA-MCA border zone - present ICU care.

Difficulty eating before visit.

Improvement to Gr 4

Guardian (son) meeting — difficulty with cooperation.
| slU-F== 2HQ &M Iis8-H

Guardian wants to continue previous
medication (Dapsone) — explained possible
side effects.

Displays progression of left side weakness.

o2 diffusion & perfusion

Additional MR check for diffusion/perfusion due to decrease in right side motor function from 4 to 2 or 3.

image result) left PCA-MCA borderzone infarction densityZJ}

LHIAE

=

i

JF Z&&.  Add Novastan.

Increase in left PCA-MCA border zone infarction
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Emergency Medical Records
o= & 8 J) 5 A
Record Number

Na&ne_ - Qegggr/A(ﬂg S%)(é]iaLSgc“i'ii H iifii
Doctor Tn%rmatl%w 14008 S Date of Hospitalization = =/ LG F / 8 Fogs
& )

Iz

NS 2&E8 IR Xt 20200511 ICD & TS =) 163.8 =) 110.9.01 =) F00.9 £)
5 JI8.9 majoiz:
Dafe ibed ~———Phone
A ool 20204£058 134
PN = 2125+ Joon Hak Kim

**Neurosurgery |CU note on 2020.5.13**

CC: Rt. side weakness (LH®! 22 & ) (2 days before ER visit)
Pt. is a senior citizen who lives alone. She was admitted when she presented with right side paralysis that started at approximately 4 am on May 10",
Pl) S Loloz 58 102 MY 4AIZ2H AMRE 259 OHHIE =42 WRE. acute

infarction, left PCA_MCA borderzone @2 &I |CU carez= 2 . Acute infarction, left PCA-MCA border zone - present ICU care.

pmhx) Old CVA
AD (St 200mg 23) - St4l o (Dapsone 200 mg BID)
ook + OF2CIHE 2.5mg : & 140/70
HTN Med + Amodipin 2.5 mg: BP at arrival 140/70

social hx)U&ZA AALS el & 2 &, Difficulty eating before visit.

PEx and NEx)
alert drowsy-stupor(time person place)- not intact
pupil 3/3 intact
motor : right side weakness - Gr 122 ZtA 8. Decreased to Gr 1.
sensory : uncheckable d/t poor cooperation
DTR : rt side decreased (brachioradialis, knee jerk)
face motor/sensory : rt side weakness, sensory change

study result)

2020.5.12

mage result) left PCA-MCA borderzone infarction densityZJ} Increase in left PCA-MCA border zone infarction
density

imp) acute infarction, left side
r/o AD with VD

r/o HIN
plan) £ iF & - X & 0t= . Guardian (son) meeting — difficulty with cooperation.
Aoter HE0 ol M= I\ sle-== 2Hel 24 Jisd&Z Guardian wants to continue previous
L tube feed =2l&H. Agreed to L tube feeding. medication (Dapsone) — explained possible
=2 X|E =2/ . Permit Dapsone medication. side effects.

CHHA B 2 X Maintain Novastan.

| Page 1 of
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ursing Record
2t §

J 5 X

Printing Perigd=: 0| 21 : 20201505 11 ~ 2020405320

=l

HD :

= =2
T

10
Address
e

F /86 000114008
HIXI A

0P :
A

NS Dr.
Dr

21 5
ZES 2020058 1Y
Joon

‘Hak Kim
1CU-01-03

01—

Phome 5 & 5:

:§OKZA

ASES

Nursing Activities

20 05-11

20-05-11

20-05-11
20-05-11

20-05-11
20-05-11

20-05-11
20-05-11
20-05-11
20-05-11

20-05-11

20-05-11

20-05-11

20-05-11
20-05-11
20-05-11

16~32 admitted via ER by str-car.

C/C : Rt weakness, dysarthria

Pl : W& HL 4anZRH &) 34 XS
Phx :
2, Cel 3 108 ol &

F/Hx : DM/HTN/Tbc/hepatitis(=/-/-/-)
Alcohol : none.

smoking : never

HEg #Hal 8 68 : 2
MHEUW H& 6% @ 20.05.11.
Allergy : none.

BW/HT : 2 58/160

V/S @ 162/89-88-22-36.0'c
mental @ drowsy

pupil : +/+(ovoid)

eye opening well.

motor localize check.

ot SHAJUSL B =
30 REZ & &
AZ 22 ASOHUS.
ANEHOZ A2A.
OAt A O3,

02 5L/min apply.(via nasal prong)
self respiration stable.

02 mask self remove BH=E .
A 20l OIS H&tal s
EKG monitor apply.

EREN SEIA g 2ed
ESXEN S Hal
E3X H3lE.

02 mask self remove EIS&.
22IXIH SHAZE (2E ¢)

Of 2% OI:E [:|.a| O‘XHEH /\}EE,"

ot=!l

b=

219

rr

2sd.

2HE.

Mg oY,

_Ha

132

Order from IM.

21 A=

spoz 91% check..

2 st NAC «El . Notified Dr Kim

ABGA(ZE &tlLactic Acid, Catt) check.

&2 =gl EX oLl

X otgl0of S85H| 01&4%2 2ES
FOOLEY 3| RIEE, Dr Kim visited on

=
Maintain fast.

21
26

:30
132

18:08 * self po prepare.
Dapsdifie= & =& 100mg 4T#2(20T),
18:10 £ X2 S MUEY E-mail Laigetn

22 g0 H9g.

JHel E- mall 2eice 9l
E2SIE E-mail HOF=ASEA 2 BEEN Mo Zetn &.
ZES ﬁ.}é""Dﬂ Fai=g-1
18:30 Kot E8 KR 2E& BEIH &E.
ZC| el A ek %%’-ORW g.
19:00 Position change & back care was done.

20:00 BT 37.6'c check.
21:00 1/0 650/700check .

©10f ERSH adm.
DM/HTN/Tbc/hepatitis(-/+ 10‘30[“/ =)

2 Xt

0il 2

_m, P J}”

Soon Hwa Leez= &}
Symptom started at approximately 4 am before ER visit. Symptom

continued until ER adm.

dementia — 2008 XS, 2014 stroke(?) &

=

DM/HTN/Tbc/hepatitis (-/+ more than 10 yrs/-/-), dementia — diagnosed
in 2008, previous visit history in 2014 due to stroke (?), leg oedema more
than 10 yrs.

Pneumonia vaccine injection (negative)
Fall hx within 3 months: 20.05.11.

Self-movement but not cooperative.

Right hand — good response to stimulation.
Bruises on both knees.

Continuous yelling.

Hard to communicate.

Repeated self-removal of O, mask.
Only responds correctly to name.

Explained the need for ICU care to pt.
Explained manual for ICU.
Meeting with guardian.

OkLY

=
2=

SEA H2AH =

o0

Repeated self-removal of O, mask.
Yelling and kicking of both legs.

Used restraints on both hands and legs.
Checked blood circulation.

Continuous complaining.

No cooperation when water given.

e No cooperation with PO medication. Notify Dr Kim.

S .

rounds.

ly (PO medication) Message X g,
¢

Meeting with guardian.

Explained the need for an L-tube to guardian.
PO medication with guardian’s help.
Coughed a little.

Lodien
ZCIAA 2.5mg 1T#1(6day)

Guardian asked for Dr Kim’s email address.
Explained cannot give out personal email address.
Delivered guardian’s email address to Dr Kim.

Confirmation from Dr Kim about patient’s
medication.
Order from Dr Kim to take only Lodien.

Page 1 of 16
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Nursing Record
ZisRN=

Printing Peri@d3 D] 2+: 2020 052 112 ~ 202005820
| F/ 86 000114008 NS Or. 2=st 2020058 11
HD - 10 P : / e Dr Joon Hak Kim =
“ " Address ' 1Xl3 s 10U-01-03
z N Phone 5t i 5 01N
SEL/AL LS ES Nursing Activities
—DatefFime

20-05-11 22:00

20-05-11 22:24

20-05-11 23:00

20-05-12 01:00

20-05-12 01:30
20-05-12 03:00
20-05-12 04:00

20-05-12 05:00

20-05-12 06:00

20-05-12 08:00

20-05-12 08:05

20-05-12 08:18

20-05-12 08:25

20-05-12 08:43

20-05-12 08:55

BT 37.7'c check.

Nr. rounded. Tae Hoon OR Eff =
mental @ drowsy

eye opening wel | .
pupil : +/+(ovoid)
02 5L inhalation state. via simple mask
self RR mild deep.

20 HEsiL 20otED| o=, Answers questions, but difficult to understand.
motor : localizing
MZX SHIO SXIZE2.  Maintain usage of restraints.

—=& AEf =08 .  Check for blood circulation.

BT 37.9'c check

Foley cath. kept.

Elevation on Head(30° ) |RX=Y. Pt. called for help

SH0Il LEDHOF SICIOIA AR E0iZelH ZYE £21D g, wantingtodo Bo Ram Hart = &f
BT YA YRIO0I0, AN TR HH5lL} #AQE .  outside and refused

Al 22 Ut &X 223 MRE S &840 A2, to be restrained.

HR 120~130CH check. Explained the need

Position change & back care was done. for bed rest, but DL Tae Hoon OR Ei &
BT 37.4'c check was not cooperative.

HEX 2ot MOUS. Tae Hoon @helj &
NEHC=2 FHHe|W irritabledt A 22, Unable to fall asleep and shows irritability.

BP 170/90mmHg check . 170/90
prn) hydralazine 0.5A ivs injection was done.

F/U BP 134/81mmHg check.
Position change & back care was done.

oral care & facial cleansing was done.

gum bleeding sign none.

BP 171/86mmHg, HR 112&|/min check. Bo Ram Hat &£ 2}
manual BP 180/100 check.  180/100

prn)hydralazine 0.5A ivs injection was done.

1/0 700/750, total 1/0 1350/1450 (stool*0) check. Tae Hoon Ghtl &
BT 37.1'c check. Still unable to fall asleep and shows irritability.

M St=T AHFRAIH L2IXED irritabledt 285 2.

Nr. rounded. Soon Hwa Le€g == 3}
mental @ drowsy

pupil : +/+

eye opening to pain.

self motorQY Lt =X orsl Shows autonomous movement but is not cooperative.
USL} g x otE. i .

oz A O SN Use of restraints continued for both arms.

V= et N S T yit= 3 . .

SOH 23 0| Checked for blood circulation.

o =8 Folgh.

02 5L/min inhalation state.(via mask)
self respiration stable.

Z20 SLHEID EsLE LOotED| o2, Mumbles and answers questions, but difficult to understand.

S A2 BH % S2LF J|EEIN EoE, Gave medication with a small amount of water, but stopped because
foley cath. kept. pt. started coughing.

Elevation on Head(30 * )R XI=¢.

2SS IHO0IE)E H3=.  Guardian (son) called and asked for pt.’s condition update.

condition 28 .

BSRH0IE)E HE=. Guardian (son) called.

ol=oF XICIO 20| Verified medication and diagnosis.

chor DRU D A Sigtsl== orlfsr.  Helped to schedule a meeting with Dr Kim in the morning.

2SI 0}%)’3‘_ HstE Guardian (son) called and double-checked PO.

po CAl BtEH =tols:, > Helped to schedule a meeting with Dr Kim in the morning.
NG S0l CHolM=E UEED HGGAITSS CHAl 8t oL gt

OLE0l 23X=E 3xtell Mt ZGH, po Holsts AFS YN ML

monitorat spo2 91% =XMC|0 ABGA EQIHEX D & . Informed Dr Kim about the calls from the guardian.

ABGA check. Monitor showed SpO, of 91%; ABGA performed accordingly.
28 PR B RIS Dr Kim made rounds.

ABGA 21} EoIEH, Verified ABGA result.

02 nasal prong@ & HHAs, Switched to O, nasal prongs.

Page 2 of 16
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condition could
worsen due to old
age and general
worsening of
condition.
20-05-12 10:49

20-05-12 10:53
20-05-12
20-05-12
20-05-12

11:00
11:05
11:33

20-05-12
20-05-12

12:00
12:15

20-05-12
20-05-12
20-05-12

13:00
13:30
13:35

20-05-12 13:47

20-05-12 14:15

20-05-12
20-05-12

14:20
15:00

20-05-12
20-05-12
20-05-12
20-05-12

16:00
16:01
17:01
17:24

Nursing Record
2t s J E X
Printing Period £ J|2t: 2020058 112 ~ 202005820
[ F /86 000114008 N Oor. aEa 2020052 112
i . Dr Joon Hak Kim
MAddress 10 07 HIXE 1CU-01-03
=2 Phone & 21 ¢ = I
tOS=2/Al 25 2= Nursing Activities
20-05-12 09:00 Position change & back care was done. 9kA 3| So Hee Park
20-05-12 09:09 £ 5 XH(0tE )= 35t Guardian (son) called and asked for active thrombus treatment. 0|23} Soon Hwa Lee
8d X2E HIXNOo=2 idetH g2 UEEN daigetn &.
Se DAY M HEGIAI S = HLYE . Instructed guardian to talk to Dr Kim.
20-05-12 09:21 CBC & diff & ESR (8% ),Routine Urinalysis,Electrolyte P ,LFT 63, CARDIC PROFILE(45) 2t 4 35| So Hee Park
check.
20-05-12 09:30 EKG check.
20-05-12 10:30 /&8 D& 3| x g, Dr Kim made rounds. 0/#3} SoonHwa Lee
252 © 3|8 Meeting with guardian. : .
L-tube insert oA Hois (RIE9]) Explained the need for an L-tube insert. (R: Dr Kim explained that dropping
Explained pt. BSIE SBP 120012 =4 it 29|g Guardian asked if SPB can be dropped to 120. is possible but condition of pt.

g X220 O EHEHS= UK B LINHE Jisd =82 2F8 Nae £H&, could worsen.
Toter= gfa 22500 ACHD & . Guardian wants pt. to take her own medication (Dapsone).

E2STE0| 2AIY SR+ UKL AZAUHC XSt HEHO BAHI eSS 2ES

ALY Aok Dr Kim explains treatment has no direct neurological effect but can be taken if pt. wishes.

old age, general condition &3tZ condition EQH& s USS EFE.

* SSTHOLS)0H 3L Perfusion MR (S01,2F 198HR) A TEHMBUS £HE . (R: S2) 2t43|  SoHee Park
SOlA ZHALIG MRIZ oLy & . Guardian agreed to perfusion MR.
2SIH0IS)20| =010 AP MAT2HA SEHS X2 2T D 6AIZH0ICH 1T F oot S 0]=3 Soon Hwa Lee

St

Ct &b, Guardian is the Pl of research. Expressed that he wants to give 2T of Dapsone right now and 1T every 6 hrs.
2AZEs PEEN HLE . (R:=2) Informed Dr Kim. (R: take medication)

Position change & back care was done.
L-tube(18Fr) insert was done.

A0 AlSxcIHil RUHD 2EE weaknessUS.

2 4-35]  So Hee Park

Ol=2F soon Hwa Lee
Moaning when stimulated and shows weakness on the right side.

2z=8 Ppatel gy 22! Informed Dr Kim.
Diffusion MR (£t S0{) add.

o= B

BT 37.6'c check.

SSXHOIS)EM Diffusion MR (HS S0)FIt S0 13UABE FII2 LMst
SAF oL etl) & . Guardian agreed to the addition of diffusion MR.

BT 37.7'c check.

/0 630/300check. Guardian called and asked to give another 2T of Dapsone 6 hrs after the first intake of 2T, followed by 1T
25XH0tS)2 &35S . every6 hrs.

S&N 2T 28 6AlI2H 01F 2T &t O S806t12 1 OIFZ 6AI2I0ICH 1TH SEAIHE2tD &,
g WMEEMH HELE . Informed Dr Kim.

A A8 S-car2 MRIA!Z 0|=&. Transferred to the MRI room for check-up via S-car.

v/s 138/78-87-20-37.0'c check.

ZAOIRI D =& XAl2 S0+2 . Returned to ICU after check-up.

v/s : 138/78-90-20-37.2'c check.

0.9% NS 500ml + Novastan Hl Inj.10mg 6 AMP[Rmk] &t%
2SN =38
mental : drowsy
pupil reflex + pin point./+ pin point

20 28N L= Intermittently opens eyes when stimulated.
02 5L/min inhalation state via nasal prong.

self AR stable.

=0 AlS42let . Moans when stimulated.

Rt. side weakness remained.
-X30 2LEZ SHY A8,
S.Z sign none.

vomiting (-)

ISR & HaotNeio) 2 ZBW AXMMK, 2FCel AXC
-&oiz=% =0l5t Checked for blood circulation.

Elevation on Head(30 ° )R XI=<.

Position change & back care was done.

BT 37.4 check.

BT 37.3 check.

MEfE &L 3 &6t & & & Dr Taehoon Jang made rounds.

2.

o

So Hee Park

o4 3]

=o}
S ¢

SO0 HFENMR(5IHE) Z| &4 Hwan Sung Choi

Nr. made rounds.

=0l
5.

NOénO\Ilement of right arm; withdrawal of right leg when stimulated.

Bots 3

=
Y B =

S XIZ= 2! Use of restraints on left elbow and left leg maintained.

Z[}& Daehan Gong .
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Nursing Record
2l S i

Printing Period Z2 7|2 2020052 11 ~ 202005320
| F/ 86 000114008 NS Dr. 2=t 2020052 11
o 10 s BRI Dr Joon Hak Kim
Adress : Xl & 1CU-01-03
= = I Phone & 2 & =: I
* ﬁ/%r/m\ 2t S 25 Nursing Activities

20-05-12 17:30 L-tube=® £ 21t &M 2 =E&. Took mediation with small amount of water through L-tube. Z ({8t Daehan Gong
20-05-12 18:01 BT 37.2 check. Z| £+ Hwan Sung Choi
20-05-12 19:00 BT 37.3 check. £& A HyunJung Moon
20-05-12 19:00 Position change & back care was done. £/ &4 Hwan Sung Choi
20-05-12 20:00 BT 37.5'C check. =[H8l Daehan Gong
20-05-12 20:30 1/0 800/400, DE |/0 1430/700check. %24 Hwan Sung Choi
20-05-12 21:00 BT 37.3'C check. 28 & HyunJung Moon
20-05-12 22:00 BT 37.1'C check.
20-05-12 22:00 Nr. rounded. QE{E Tae Hoon Oh

mental : drowsy

eye opening to speech.

pupil : +/+(ovoid)

02 5L inhalation state. via nasal prong

self RR stable.

=0 Als4cet e A S2. Moans when stimulated.

motor : localizing

Rt. side weakness sign remained.

PEZ Z el He 2=HH0l= 252, Shows hardly any movement of right arm or leg.

2% Z Cfel AN SIS, Use of restraints on left arm and leg maintained.

- & HEf =0Q&. Checked for blood circulation.

BT 37.1'c check

Foley cath., L-Tube kept.

Elevation on Head(30 * ) RXNSL.
20-05-12 23:00 Position change & back care was done.
20-05-13 00:00 BP 167/86mmHg, BT 38.2'c check. 2EHE Tae Hoon Oh
20-05-13 01:00 V/S 163/89-105-18-38.4"'c-90% check.

2o BHEENEEMN 208 . Informed Dr Byeong Joon Ban, who was on call.

R: NS100 + denogan 1V F=AH2.

4l A| &+, Followed order.

Z20 HESHAILE ®E5| 20HED| 0f24= . Responds to questions, but incomprehensible.

motor : Lt. localizing / L% &/6tA &Gl S22 Hel glE. Still shows hardly any movement of right arm or leg.
20-05-13 02:00 BT 38.2'c check.

Ice bag apply.
20-05-13 03:00 Position change & back care was done.

BT 38.5'c check.
20-05-13 04:00 oral care & facial cleansing was done.

gum bleeding sign none.

BT 37.6'c check.
20-05-13 06:00 |/0 1030/600, Total 1/0 2460/1300 (stool*0)

CHe 22T 212 . No defecation for 2 days.

BT 38.1'c check.

lce bag change.
20-05-13 07:30 BT 38.7'c check.

SEo drEZ=IAE N £ Informed Dr Byeong Joon Ban, who was on call.

© FXe E106HM 2. R:inform Dr Kim.

20-05-13 07:36 2/ =S A SN fever LAl EN& (A . 2= WD &Z=HL.) Informed Dr Kim about fever. (A: Consider IM referral today.)
20-05-13 08:00 Nr. rounded. 0lz=3t Soon Hwan Lee

mental @ drowsy

pupil : +/+

eye opening well.
self motor”A 2Lt X 2HE . Shows autonomous movement but is not cooperative.
2z £ AHM |XE2. Use of restraint on left hand maintained.

ol =F ZHOIE,

QEZE & 4% 3 sCheekegifor BloodBirmulations & . Can slightly flex right hand.
LEZ Cel SHO0IX 2. cannot move right leg.

02 5L/min inhalation state.

self respiration stable.

spo2 91% check.

Page 4 of 16
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—E
N ursing Record
=2 S ]
Printing Period EH0(2: 2020058 1L ~ 2020052202
. F /86 000114008 NS Dr. Ao 2020058112
HDdaress 10 oP : HI X & Dr Joon Hak Kim 1CU=01-03
£ —— ehore & 8 ¥ 5
P 5‘5-&5%//% 2t S 2 Nursing Activities s
(it Ol =Xt 0l ZatXl &1 0lS0letll ek 2& . When asked for name, repeated the word “name.”
o|Al A= 0f24=. Difficult to communicate.

=

= 4t 8l 20t =28 . Took medication with small amount of water.
foley cath., L-tube kept.
Elevation on Head(30 " )R XI=.
BT 38.6'c check.
20-05-13 08:55 2=t Mt&E /&8 . DrKim made rounds.
20-05-13 09:00 Position change & back care was done. gf4 8| So Hee Park
20-05-13 09:00 BT 38.4'c check. 0l=3} Soon Hwan Lee
20-05-13 09:29 1LHt E & M. Order from IM.
20-05-13 09:30 bedside PT Al & . Proceeded beside PT.
20-05-13 09:34 Blood culture(SensiZ &) * 2, urine Ordinary culture(SensiZ & Urinary system), Gram
stain, ABGA(XE&lLactic Acid, Catt) check.
NS 100m| + Gomcephin 1VIA add.
main fluidOll Liveract 500mg/5ml 1AMP mix.
CAP(P) add.
20-05-13 09:49 Gomcephin AST : negative check.
20-05-13 10:00 BT 38.5'c check.
20-05-13 10:37 Chest CT (contrast),CT Abd./ Pelvis[contrast] X&', gt 43| So Hee Park
prn) NS 100m| + denogan 1V #1 XM,
20-05-13 10:40 N/S 100m! + denogan 1A IV injection was done.(By prn order) o]
20-05-13 11:00 Position change & back care was done. =
BT 37.4'c check.
20-05-13 11:08 =& Xl AST A& . (R: Negative )
20-05-13 12:30 NPO state.

20-05-13 14:00 1/0 910/650check. 0l
20-05-13 14:02 ZAIQal &I atolerpialz 0|, Transferred to radiology for check-up. gt
v/s : 148/78-87-20-36.7'c check.
20-05-13 14:37 ZAtOXID SEIHAZ S0+S. Returned to ICU.
v/s @ 150/81-93-20-36.6-90% check.
20-05-13 15:00 2tS Al =3|& . Nr. made rounds. %| 4 Hwan Sung Choi
mental @ drowsy
pupil reflex + pin point./+ pin point
20 2t8= s=w= D52 Intermittently opens eyes when stimulated.
02 5L/min inhalation state via nasal prong.

self RR stable.
TH=20 Al242lgr ¢ Moans when stimulated.

Rt. side weakness remained.

-X=20 28 XY s, LELY SEG

S.Z sign none.

vomiting (=) Use of restraint on left elbow and left leg maintained.

7KK & Aot AL ZBW AN, 2FHCel AN SXNSL.

—&lol=z=35l =tolgt Checked for blood circulation.

Elevation on Head(30 * )R XIEL.
20-05-13 16:00 Position change & back care was done. .
20-05-13 17:25 NPO state. 0|4 & Sung Bum Lee
20-05-13 19:00 Position change & back care was done. %| 24 Hwan Sung Choi
20-05-13 19:05 20 24E 2D U=, Sputum in the mouth.

oral suctionAl&i&! . Proceeded with suctioning.

-secretion large & thick.
20-05-13 20:30 1/0 700/550, DE 1/0 1610/1200 check.

20-05-13 22:00 Nr. rounded. QEfE Tae Hoon Oh
mental : drowsy
eye opening well.
pupil : +/+(ovoid)
02 5L inhalation state. via nasal prong

3t Soon Hwan Lee
sl 50 Hee Park

%> H>

=3} Soon Hwan Lee
23] So Hee Park

rr

Z =2/ No movement of right arm and withdrawal of right leg when stimulated.

Page 5 of 16
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Nursing Record
2 & s gl

Printing Period Z% 7|2+ 2020052 11 ~ 202005820
| F/ 86 000114008 NS Dr. 2zst 20202058 11
Dr Joon Hak Kim
HRddress 10 0P ¢ HIXIE 1CU-01-03
=+ I Phone & 3t ¢ 5 : I
é%%#él 2+5 2 = Nursing Activities ¥

self RR stable.

freq. suction was done.
secretion amount large.
=20 Al242/0r = 252 . Moans when stimulated.

motor : localizing

Rt. side weakness sign remained. I

QEz= o [}j2] He =& 0|= 252 . Shows hardly any movement of right arm or leg.
2z 2 el AH |XES2. Use of restraints on left arm and leg maintained.

-5 ’\*EH =to| 3 Checked for blood circulation.

NEHoz A2 X212, Constant screaming.

Foley cath., L-Tube kept.
Elevation on Head(30° ) SXI=g

20-05-13 22:20 perineal care was done.
20-05-13 23:00 Position change & back care was done.
20-05-14 00:00 BT 37.5'c check.

20-05-14 01:00 Xt AUS. Sleeping.
BT 37.9'c check.

20-05-14 02:00 BT 37.7'c check.

20-05-14 03:00 Position change & back care was done.
BT 37.4'c check.

20-05-14 04:00 oral care & facial cleansing was done.
gum bleeding sign none.
BT 37.0'c check.

20-05-14 06:00 1/0 800/550, Total 1/0 2410/1750 (stool*0) check.
[He 320 2 2. No defecation for 3 days.
BT 37.1'c check.

20-05-14 08:00 Nr. rounded.
mental @ drowsy
pupil @ +/+
eye opening well. . 2
self motor2 Lt &% ot=l Shows autonomous movement but is not cooperative.
= £ AR X =2 . Use of restraint on left hand maintained.
o =% =0l& Checked for blood circulation.
QEE £ AN 2|s FZZ0 23 Y Jhs&. Canslightly flex right hand.
REXR E}al SZ 0| Xl £& . Cannot move right leg.
02 5L/min inhalation state.
self respiration stable.
spo2 91% check.
=30 A8 4elet . Moans when stimulated.
L-tube feeding was done.
before aspiration.
dyspepsia, vomiting sign none.
foley cath., L-tube kept.
Elevation on Head(30 " )R XISY.

20-05-14 08:45 ZEZE £ &< 3| & & . DrTae Hoon Jang rounded.
20-05-14 08:50 2 =5t &S 3| & & . DrKim rounded.
=20 AlE Aclstol otE2 S 22 . Informed Dr Kim that pt. only moans when stimulated.

m
1
| 024

J

o Boram Han
£ = Tae Hoon Oh

Ef

]

i\

o H

3]

Tae Hoon Oh

0|3} Soon Hwa Lee

gE2 BESNE0| |otAle= Eﬂ§ SE&GtAD & . Orders to give Dapsone according to guardian’s wishes.

20-05-14 09:00 Position change & back care was done.
20-05-14 09:30 bedside PT Al & .
20-05-14 10:35 sputum Ordinary culture, Gram stain, HE& &l HdEZAH, urine HE S22 ABER
., Legionella urinary Ag check.
20-05-14 10:41 Levloxin 500mg 1BOT, Levloxin 250mg 1BOT add.
Muteran 300mg 1AMP * 3 add.
20-05-14 11:00 Position change & back care was done.
20-05-14 12:30 freq. suction was done.
L-tube feeding was done.

before aspiration.
dyspepsia, vomiting sign none.

Screening for bacterial pneumonia. Streptoccocal pneumonia antigen, urine (SPNEU).
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Radiology Report
& At Ol st A I. I
Date of Admission
Xt ID : 000114008 8 X g = 2 & g2 : 2020-05-11 g = s
dg/uol - F / 86 = M : ER =Zl 2 : o=
Department
dEag 19331209
AH 2 g 20200511.504 H g2 9o : 2AEs o s 9 @ 2aE(52584) Radiologist: Sang Heung Kim
X 2 & o Chest AP 25 o2 - Zer=(52584)  Ragiologist; Sang Heung Kim
H4UAl ¢ 2020-05-11 15:46 Date/Time of Reiling & * 2020-05-11 15:54
=2 ol . e i .
R B R 051 1540
2 21 © No abnormality in both lung mediastinum.
Impression

jou
o
0%

o

Otherwise unremarkable.

Imp:Negative study.

Sy /T GEQS - QEHE S R
7 s o8
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T

Radiology Report
& Af O| sk A |. I
o o = :Il ](
Gender/A e Department ~
dg/uU0l - F  / 86 5 A : ER x| Ll =
DOB Referring Physician: Byeong Wook Lee
dEBFA 19331209
Date of Order Prescribing Dr.: Joon Hak Kim B -
Poett Bkam 20200511.509 & & of : é’;‘%i 2 = 9 ZJaE=(52584) Radiologist: Sang Heung Kim
o g . Wi 7 < g o . | = A
X g & B-MRI & MRA & Diffusion(2®™) Datelf“l{lmzoi; eadl%g’é’s (52584) Radiologist 2: Sang Heung Kim
Q NN . 1 o =
Db Exaff020-05-11 14:53 o5 g ¢ 2020-05-11 15:50
2020-05-11 14:53
in, noncontrast, DWI
FLAIR axial, T1 axial , T2 coronal , Gradient FFE axial, DWI axial
infarction
ICA.

T A Ol
Dat?lﬁnﬁ
AAFSLA|
ﬁ’npressmn
S 2 ¢ MRl of brain
T1 sagital, T2 axial
clinical information :r/o cbr
Acute infarction in It parietal white and gray matter and forceps major
A few lacunar infarctions in bilat basal ganglia
M2, bilat P2, bilat distal vertebral a and rt proximal

MRA, cerebral(brain) and carotid
Marked occlusion at It M2 bifurction portion

Mild stenosis at rt M1
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Radiology Report
™ AF O] &F A |_ Il
3 A 2 st & 1
Date of Admission Ward: ER
2 2 g 2020-05-11 = S 88—
TEE . ¢ o P g :
S Z /L : £ :
D(SBr R?éferrlng Physmlan‘Joon Hak Kim, MD
AdEBY 19331209
Date of Order Prescribing Dr.: Joon Hak Kim - s B o S
g} ol Vno»)|$a I = 9 \:‘Q% i ist: i
$ﬁ“§mqmm%ﬂﬁﬂ b3 | ol : =S Pl =0 52584) Rapw@ mgmmng
& : Brain CT(Non contrast) W= o2 2 AHE(52584) Radiologist 2: Sang Heung Kim
Date/Time of eadmgz
“”\O‘A} g 2020—05*11 15:50 s g 2020-05-11 16:36
Date‘7T|meo Exa
Al 2020—05-11 15:50
gypressgyll A few lacunar infarctions in bilat basal ganglia.

Otherwise unremarkable.
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Radiology Report
g a9 s & X

Date of Admlssmn
F [ ] 2t 2020-05-11 gWards 65 01-03
ender/Age

SE/U0l : F /86 Department. o = 5 o : Az
DOB Referring Physman Joon Hak Kim, MD
dEFY 19331209
Dategf}oor‘de‘ PrescnblngD 2(1 n Hak Kim i -
T§fe§f I§<ar‘n DZQESOSTQ'ZI\E:R (E}'\; - o ZES f‘—t = ? i%%b?ﬁ“) Radiologist: Sang Heung Kim
s = = o= 9P 2AE ; it 9 ;
x 5 iffusion ) Date/Time of eadi (52584)  Radiologist 2: Sang Heung Kim
Da*; O‘A\E:azozo 05-12 14:02 o=y zoq? -05-12 14:42
Xxam
tg {gqﬂ 2020-05-12 14:02
I}ppressg;‘n :

Increased area of acute infarction in It posterosup temporal lobe.
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Radiology Report
o Al OI sk A |. l
(=) (a] = = :il ;K:
Date of Admission
ol B 2t 2020-05-11 gWals . 0y 01-03
Gender/A e Department ~ y _
/U0l ¢ F / 86 el A NS =X 9o UEE
DOB Referring Physician: Joon Hak Kim, MD
MERA 19331209
Date ofOrder Prescribing DF.. o» n Hak Kim »
ﬁpeﬁf Bearn 2020051214 e : Axs g 5 o © ZF=S1(87798) Radiologist: Sang Heung Kim
=] : = I |2 2138k q Rsn e A
;A;\% : F;ZrzguzwnZMR (&Oﬂ Dat,:T E &g %}27)?)587798) Radiologist 2: Sang Heung Kim
Date/Time of Exam D=le 14 T s g 13 09:58
?ﬁA}%JAI 2020-05-12 14:02
mpression ; ; " : .
ZAs 2 1 2020.5.11 acute infarction, left PCA-MCA borderzone infarction (hypoperfusion infarction)22 Zotg+s
A &S,

.Brain MR angioOfl Al atheroscleosis changeQlO{ perfusion state®&QI5tJ| oAl lgerfusion MRS

Perfusion MR to check perfusion status due to atherosclerotic change found on brain MR angiography.

CBF : Left Occipito-parietal, temporal area decreased
CBV : Left Occipito-parietal, temporal area decreased
MTT :Left Occipito-parietal, temporal area prolonged state
TTP :Left Occipito-parietal, temporal area prolonged state

[conclusion]
Decreased perfusion at left MCA and PCA territories.
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Radiology Report
o AF O] & A I. II
o 2 s &d
Date of Admission Ward
— g # 2 : 2020-05-11 8 S @ ICU-01-03
Gender/Age epartment Referring Physician: Joon Hak Kim, MD
éité/ugi i F / 86 £ Mo M =X 9 BES
DOB
MEABY 19331209
Date of Order Prescribing Dr.: Joon Hak Kim = xS
Qe%}fl%laﬁq 20200513.36 H g e: s o= 9 @ 24E(52584) Radiologist: Sang Heung Kim
Z‘P 2t & : CT Abd./ Pelvis[contrast] o= o2 1 24 E5(52584) Radiologist 2: Sang Heung Kim
Date/T| ﬁn_@:of Readlg .
X‘—?—%‘A}J 2020-05-13 14:07 g 20-05-13 15:55
Date/Time of Ex

SALZ Al 1 2020-05-13 14:07
&3 : CT of abdomen and pelvis, postcontrast
Mild dilatation of body and tail portion of P duct, R/o benign stensis, D/Dx IPMN.

No abnormality in liver, Gb, spleen and BK.
Otherwise unremarkable.
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Radiology Report
& Al O| Sk A |. |
Date of Admission
I o'® 2 ¢ 2020-05-11 Ml . u01-03
Gender/Age Q?Mmmt Referring Physician: Joon Hak Kim, MD
g8 /L0 F / 86 = M IM = X9 : UxEs
N DOB
dEaY 19331209
Date of Order Prescribing Dr.: Joon Hak Kim B
T)@e%E%ni 20200513.35 H g o HEE T= 0l %‘Q%(S?S&t) Radiologist: Sang Heung Kim
XN & H . Chest CT (contrast) o= o2 ;24 =(52584) Radiologist 2: Sang Heung Kim
Famol AL 2020-05-13 14:07 DR 8 B0 05-13 15:51
DatefTime of Exant : SRS ;

“ﬁpfr\ s%c))\r# © 2020-05-13 14:07

e 2 : Patchy pneumonia in LLL.
R/o Minimal pneumonia in RLL.
A small calcified granuloma in LUL.
Dependent atelectasis in BLL.
Small It pleural effusion.
Cardiomegaly.
R/o Pul arterial hypertention.
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Radiology Report
™ Af Ol sk A } l
o (e = = :il :J(

Date of Admission Ward: Emergency
 rr——. 2 = @ 2020-05-11 s 5 s3-
Gender/Age epartment
&Ll o / 86 = M © ER =X 9 o=

. . boB Referring Physician: Byung-gook Lee, MD
MEFA 19331209
ate of Order rescribing Dr.: Joon Hak Kim
Fpebt Baim 20200511.504 & 2 of : Azs B = o : 2at=(52584) Radiologist: Sang Heung Kim
ﬂ%;g; Chest AP o = 9|2 : 2 Ar=(5p584) Radiologist 2: Sang Heung Kim
B Al 2020-05-11 15:46 o= 2 2020-05-11 15:54

Date/Time of Exam i i

AL T 2020-05-11 15:46 Railimeeiieading
T’mpress;g)n‘ . : o
Zhe 2 ¢ No abnormality in both lung mediastinum.

Otherwise unremarkable.

Imp:Negative study.
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== —
+ +
~ Microbiology Culture Report ) s

"> GC Labs AAZR2DN ) (il

SlE7lg ciRgoldatelaMetiEEd  IW2IE 11101156 M A*"‘éji 20200514-112-5306
" R Xy E& 11761 1400 :Date of Collection: = 4 2020/067 14

Icu Fa g HASAl 2020/05/14 18:08
Gl aW/ol | 86 At AL 2020/05/15
B2iEs Specimen: Nasal & Oropharyngeal Date of Repdrting®! Al 2020/05/15 06140
Secretion

Result References

5801040 s (HiY fiolP 5 v k  wx|2DX| &bx
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Medical Certificate

& ct M

Clinical Impression

H S
%o 52 | Fussvs |
BXe F=A
GCEEEN 00 | )
Diagnosis ICD 2YE8I|&
e of
SHc (Fo%)24 =IZ 4 (Main diagnosis) Acute Brain Infarction 163.8 , 110.9
(&%) 022 (Main diagnosis) Hypertension

Medical Opinion

[m] 2a= =5
[ VIR = E
Onset m Diagnosis Date
gy g 2020 05 210 & &ch gl 2020 H05 11 &
20204 58 102 S=°| OHHIE FA=Z 2020F 58 112 R L ARAS. AD| HAHS0 S
SENA XNgE 21 USH, &% AFHIE A ZUHE Q8. FIt Sa LMAl FIt &

sk

g Jlg Jts
Right paralysis started on May 10™, 2020. Visited ER and admitted on May 11", 2020. Currently
being treated in the ICU and expected to stabilize further.

2

g e & a8
XZ0l st oA
g &
Woo Ao Aol T E
=
ro Y, MI7E L 22 @ AR KMOX1SO MF 9 20| XCHELICH
2020 H05 220 &
O A HEHS M 87798 ?11' =
Uz (M2 i o)

=g

2

Dr Joon Hak Kim



