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How to use this sample

This document demonstrates the structure and depth of a full Clinical Intelligence Review (CIR) for 
attorney consideration. It organizes a fictional record around source integrity, baseline, imaging, 
chronology, standard-of-care questions, regulatory and policy context, and causation. The central 
example is a rapid deterioration during a September 3-6, 2026 hospitalization for suspected 
infection, followed by ICU support and death.

The report distinguishes record facts from analytical interpretation and open questions. Each 
material observation is anchored to an illustrative source label. Intervals are calculated from the 
supplied hypothetical timestamps; they do not establish when a clinician knew a fact, whether an 
interval was avoidable, whether care was unreasonable, or whether an outcome would have 
changed.

SCOPE BOUNDARY

This is a complete-format demonstration, not a real patient review, clinical determination, expert opinion, 
legal analysis, or operationally approved deliverable. A real CIR would require authentic records, 
engagement-specific questions, appropriate clinician review, specialty input when indicated, and quality 
review before release.

At-a-glance findings

 The fictional chart describes fever, altered mental status, hypotension, tachycardia, hypoxemia, 
elevated lactate, and a creatinine increase from the supplied August value before ICU transfer.

 The strongest review questions concern recognition and communication of evolving 
abnormalities; delivered fluids and reassessment; order-to-administration processing; and the 
sequence from critical-care consultation request to ICU transfer.

 The chart also records treatment actions: oxygen, crystalloid bolus starts, antibiotics, a rapid 
response, norepinephrine, ICU transfer, intubation, ongoing intensive support, and a later 
comfort-focused transition.

 Key metadata and source gaps prevent a reliable reconstruction of who knew what when, 
actual delivered treatment totals, complete reassessment, consultation response, and applicable 
policy versions.

 The records establish severe illness and death in this fictional scenario. They do not establish 
that any specific interval caused death or that earlier intervention would have prevented it.

Seven-pillar map

Pillar Analytical question Where applied

1. Record Integrity
What was received, what is missing, and what can each 
source establish?

Sections 2 and 12
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Pillar Analytical question Where applied

2. Baseline Profiling
What was the patient’s documented pre-event condition 
and function?

Section 3

3. Imaging Analysis
What do the imaging reports say, and what cannot be 
determined without images?

Sections 2, 4, 8, and 12

4. Timeline 
Reconstruction

How did the clinical picture and documented response 
evolve over time?

Section 4

5. Standard of Care 
Review

Which patient-specific decisions require qualified clinical 
review?

Section 5

6. Regulatory and 
Compliance Overlay

What policy or regulatory sources may apply, and are 
they verified?

Section 6

7. Causation Mapping
What links are documented, plausible, disputed, or 
unresolved?

Section 7

1. Matter Identification, Scope, and Questions Presented

Matter SEP-DEMO-002 concerns Patient A, a fictional 72-year-old with diabetes, chronic heart 
failure, and chronic kidney disease. The hypothetical record describes emergency presentation to 
Northbridge Regional Hospital on September 3, 2026 with fever, weakness, new confusion, 
hypotension, tachycardia, and hypoxemia. The ICU record later lists septic shock, probable 
pulmonary source, acute respiratory failure, and acute kidney injury. Patient A died on September 
6 after a documented transition to comfort-focused treatment.

Review purpose and boundaries

The purpose is to demonstrate how a CIR can integrate record integrity, baseline, imaging, 
chronology, care-process questions, applicable policy research, and causation mapping for counsel. 
It is not a determination of liability, breach, preventability, damages, admissibility, or the opinions 
of a retained expert. It does not replace counsel’s legal analysis or a properly scoped review by 
qualified clinicians.

The demonstrated review window begins with the supplied baseline visits on June 2 and August 20, 
2026, includes the reported onset on September 2, and ends with the documented death on 
September 6. The hypothetical source cutoff is October 1, 2026. Questions outside this window, 
including longer-term functional trajectory, economic loss, and complete pre-event medical history, 
are not answered by the constructed source set.

Questions presented for the demonstration

1.  What baseline medical and functional facts are documented, and which baseline assumptions 
remain unsupported?
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2.  When did the chart first contain findings that may warrant focused clinical analysis, and what 
does the record show about communication, acknowledgment, and response?

3.  What can the supplied chest-radiograph reports contribute to the timeline, and what remains 
unavailable without original images and clinical correlation?

4.  How should the intervals among abnormal findings, orders, administration entries, consultation, 
vasopressor initiation, and ICU transfer be framed without treating elapsed time alone as a 
breach?

5.  Which patient-specific decisions warrant review by emergency medicine, critical care, infectious 
disease, radiology, renal, or other appropriate specialists?

6.  What causal links are supported by the documented course, and which remain speculative or 
require additional evidence?

METHOD NOTE

The real-case workflow would first confirm the engagement question, jurisdiction, record inventory, and 
reviewer scope. The synthetic data here only demonstrates the analysis format and source-linking 
method.

2. Materials Reviewed, Record Integrity, and Limitations
Pillar 1 | Record Integrity

The fictional inventory is identified as RS-DEMO-002 and contains 128 constructed pages across 
eight source groups. The source labels below are illustrative locators, not authentic medical-record 
page numbers. The inventory cannot be treated as a complete provider production. The total 
excludes missing materials described in the scenario.

Illustrative 
range

Source group and 
coverage

What the sample contains Material limitation

PC001-012
Juniper Primary Care | Jun 
2 and Aug 20

Baseline history, selected medications, 
renal results, function

Earlier chart, full 
medication reconciliation, 
cardiac details absent

EMS001-008 Cedar County EMS | Sep 3
Dispatch extract, transport narrative, 
selected observations

Monitor download, full 
dispatch audio, precise fluid 
delivery absent

ED001-032
Northbridge Regional | 
Sep 3

Triage, nursing, physician, deterioration, 
transfer entries

Communication metadata, 
full reassessments, audit 
history incomplete

LAB001-010
Northbridge laboratory | 
Sep 3-6

Selected chemistry, lactate, culture 
reports

Result lifecycle, critical call 
and acknowledgment 
history absent
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Illustrative 
range

Source group and 
coverage

What the sample contains Material limitation

MAR001-016
Pharmacy and nursing | 
Sep 3-6

Selected medication and fluid 
orders/admin entries

Complete infusion history, 
pump data, edits, pharmacy 
processing absent

RAD001-004
Northbridge radiology | 
Sep 3-4

Chest-radiograph reports, selected 
metadata

Original images, full DICOM 
metadata, acknowledgment 
absent

ICU001-040 Northbridge ICU | Sep 3-6
Admission/progress, respiratory support, 
family discussions, death summary

Some flowsheets, consults, 
complete ventilator and 
order history absent

POL001-006
Northbridge policy office | 
version unestablished

Selected sepsis escalation and critical-
result excerpts

Approval pages, effective 
dates, complete versions 
absent

Integrity observations

The constructed record set provides event descriptions and selected timestamps, but several high-
value data streams are missing. A timestamp attached to a result, note, order, or administration is 
not necessarily the time a responsible clinician received or acted on the information. The note 
entered at 11:10 describes a bedside assessment at 10:15; the difference is relevant to source 
interpretation and should not be collapsed into one timestamp.

The available EMS narrative records the handoff and selected vital signs, but does not include a 
receiving-clinician acceptance signature, monitor download, or complete dispatch audio. Hospital 
extracts do not provide a full audit trail for result notification, provider communications, order 
entry, pharmacy verification, administration edits, or transfer logistics. Those absences create 
uncertainty; they do not establish that an undocumented event did not occur.

Known material limitations

 No original radiographic images or complete image metadata; only selected report text is 
represented.

 No full electronic health record audit export or authenticated communication/acknowledgment 
timeline.

 No complete infusion pump, fluid delivery, medication processing, interruption, or edit-history 
data.

 No final culture organism identification and susceptibility report; only a preliminary gram-
positive cocci entry is described.

 No separate renal consultation, complete critical-care consultation record, or full transfer/bed-
assignment history.

 No complete longitudinal primary-care chart, full pre-admission medication reconciliation, or 
verified heart-failure severity data.
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 No certified death certificate, postmortem report, or complete standalone goals-of-care order 
history.

 No verified policy versions, approval pages, effective dates, or evidence establishing which 
policy applied on the event date.

INTEGRITY CONCLUSION

The sample supports a provisional, source-anchored reconstruction of selected facts and intervals. It does 
not support treating the timeline as a complete knowledge timeline or treating missing documentation as 
proof that care, communication, or reassessment did not occur.

3. Baseline Profiling
Pillar 2 | Baseline Profiling

Documented health and function before the acute episode

At the June 2 visit, the fictional record describes Patient A living at home, walking with a cane, and 
receiving family help with shopping and medication organization. The note does not describe 
confusion. The record does not characterize the patient as fully independent or as requiring 
institutional care. This is the available functional reference point for the later acute decline. [PC001-
004]

At the August 20 follow-up, the supplied record lists diabetes, chronic heart failure, and chronic 
kidney disease. Creatinine is recorded as 1.4 mg/dL. Weight is described as stable, and no new 
resting breathlessness is reported. The medication list includes a diuretic and diabetes treatment. 
The source set does not establish every medication actually taken, ejection fraction, prior 
decompensation history, or the patient’s full renal trajectory. [PC005-012]

Baseline-to-event comparison

Domain Available baseline Acute-course comparison Qualification

Cognition
No confusion documented at 
June visit.

New confusion reported by family 
and noted by EMS/ED Sep 3.

No complete cognitive or 
neurologic baseline 
assessment supplied.

Mobility / daily 
function

Walked with cane; family 
assistance for shopping and 
medication organization.

Needed help transferring; later 
intubated and sedated in ICU.

No detailed ADL scale or 
full premorbid function 
history.

Renal
Creatinine 1.4 mg/dL on Aug 
20; CKD listed.

2.1 mg/dL Sep 3; 3.2 mg/dL Sep 4; 
ICU labels AKI.

No complete trend, urine 
record, renal consult, or 
alternate-cause analysis.

Cardiopulmonar
y

Chronic heart failure; stable 
weight and no new resting 
breathlessness in Aug note.

Hypoxemia, rising oxygen needs, 
bilateral interstitial opacities 
described Sep 4.

No ejection fraction, 
volume status series, 
original images, or full 
respiratory data.
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Domain Available baseline Acute-course comparison Qualification

Medication 
context

Selected primary-care list 
includes diuretic and 
diabetes treatment.

Emergency fluids and 
antimicrobials recorded; later 
vasopressor and ICU support.

Complete reconciliation, 
adherence, pharmacy and 
administration histories 
absent.

Interpretive use and limits

The baseline profile helps distinguish new change from chronic vulnerability. The record 
documents a creatinine increase from the available August value and a new confusion history, but 
the synthetic sources are not sufficient to determine the full pre-event trajectory or explain every 
later organ dysfunction. Chronic heart failure and kidney disease make contemporaneous volume 
assessment and the rationale for fluid decisions important review topics. Their presence does not, 
by itself, prove a particular treatment choice was right or wrong.

The outcome cannot be apportioned among illness severity at presentation, underlying disease, 
infection source, physiologic response, treatment, and other possible contributors from this limited 
synthetic record. A real review would request broader primary-care and specialist records and 
compare like measures over time.

4. Timeline Reconstruction
Pillar 4 | Timeline Reconstruction; Pillar 3 imaging observations are integrated below

The timeline below separates reported onset, observation time, order time, administration time, 
documentation time, and transfer time when the source labels permit. Entries are provisional 
because original source data, complete audit logs, and acknowledgment metadata are not included. 
Calculated intervals are descriptive arithmetic only.

Date/time Documented event in the constructed set Analytical note and source

Sep 2 evening
Family later reports cough, chills, reduced intake, 
increasing weakness.

Retrospective history; onset of hypotension or organ 
dysfunction not established. [EMS001-004; ED003]

Sep 3 06:52 / 
07:08

EMS call received; crew arrival recorded. Call and arrival are separate events. [EMS001-002]

07:08-07:38
EMS documents confusion, BP 94/58, pulse 112, 
SpO₂ 91% room air; oxygen and IV access en route.

Small crystalloid infusion described; delivered 
volume not verified. [EMS003-006]

07:38 / 07:45
Hospital arrival; triage recorded seven minutes 
later.

Separate arrival and triage timestamps, not 
contradictory accounts. [EMS007-008; ED001-004]

07:45-07:55
T 39.1°C, pulse 118, RR 26, BP 92/54, SpO₂ 90%; 
oxygen 2 L/min with SpO₂ 94%; repeated 
questions.

New confusion reported by family. [ED001-005]

08:05 / 08:20
Specimens collected; WBC 18.2 x 10³/µL, creatinine 
2.1 mg/dL; lactate 4.8 mmol/L listed at 08:20.

Result lifecycle and provider acknowledgment 
absent. [LAB001-003; PC005-012]
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Date/time Documented event in the constructed set Analytical note and source

08:15 / 08:35
Increasing confusion and BP 88/50; 500 mL bolus 
recorded as started at 08:35.

Complete stop time, delivery and reassessment 
record absent. [ED006-012; MAR001-002]

09:00 BP 86/48; nursing entry says provider notified.
Recipient, acknowledgment and instructions are not 
identified. [ED010-012]

09:10 / 09:30
Portable chest radiograph acquired; report 
describes right basilar opacity, infection 
considered, no large effusion.

Only report text represented; image and 
acknowledgment unavailable. [RAD001-002]

10:15 / 11:10
Physician note entered at 11:10 describes bedside 
assessment at 10:15; sepsis considered, plan 
includes further fluid and IV antibiotics.

Care time and entry time differ; not established as 
first physician contact. [ED016-018]

10:30 / 10:40
Antibiotic orders listed; second 500 mL bolus 
recorded as started.

Actual fluid totals and complete order-to-delivery 
sequence unavailable. [MAR003-005]

11:25 / 11:45
Blood cultures recorded; ceftriaxone and 
azithromycin administration entries at 11:45.

Order-to-administration interval 1h15; processing 
history and reason unresolved. [LAB004; MAR003-
008]

12:10 / 12:30
BP 90/52 with persistent confusion and oxygen; 
lactate 6.1 mmol/L listed at 12:30.

Continued illness is described; full contemporaneous 
reassessment unavailable. [ED019-021; LAB006]

14:00 / 14:20
BP 78/44, RR 32, rising oxygen requirement and 
reduced responsiveness; critical-care consult 
request recorded at 14:20.

Receipt, acceptance and bed assignment time 
unknown. [ED024-030]

15:30-16:15
Rapid response at 15:30; norepinephrine at 15:45; 
ICU transfer at 16:15.

Request-to-transfer interval is 1h55 from 14:20; 
intervening actions and logistics are incomplete. 
[ED024-032; MAR009-010]

17:05 / 18:00
Intubation and mechanical ventilation; ongoing 
vasopressor/ventilator support, reduced urine 
output and shock documented.

Full ventilator, titration, nursing, and hourly flow 
records absent. [ICU001-014; MAR011]

Sep 4 06:00-16:00

Creatinine 3.2 mg/dL and lactate 5.4; renal consult 
referenced; chest report describes persistent 
basilar opacity and interval bilateral interstitial 
opacities; preliminary culture reports gram-
positive cocci; antimicrobial revision later 
documented.

Separate renal opinion, original images, final 
cultures, and complete rationale/administrations 
absent. [LAB007-009; RAD003-004; ICU015-022; 
MAR012-014]

Sep 5

Persistent shock, renal dysfunction, ventilator 
dependence; family conference at 15:00 with 
uncertain prognosis, continued intensive 
treatment documented.

Sedation limits inference about cognition, 
awareness, and subjective distress. [ICU023-032]

Sep 6 08:00-12:42

Worsening shock and multiorgan dysfunction; 
10:30 comfort-focused transition; ventilatory 
support withdrawn at 12:10; death pronounced 
12:42.

Complete goals-of-care order history, certified death 
record and postmortem absent. [ICU033-040; 
MAR015-016]

Imaging Analysis | Pillar 3

The constructed radiology text describes a portable chest radiograph acquired at 09:10 on 
September 3, with a report at 09:30 noting a right basilar opacity, infection considered in the 
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clinical setting, and no large pleural effusion. A September 4 report at 10:20 describes persistent 
right basilar opacity and interval bilateral interstitial opacities. These are report-attributed 
findings, not an independent interpretation of the images. [RAD001-004]

The two reports provide a limited imaging thread that can be aligned with the emergency and ICU 
respiratory course. The first report follows documented hypoxemia and oxygen use; the later 
report occurs during ongoing ICU care and a course that includes increasing respiratory support. 
The text alone does not resolve the cause of either opacity or the relative contribution of infection, 
edema, atelectasis, or another process. It also does not establish who reviewed or acknowledged the 
report or when that occurred.

Imaging element
What the constructed 
report says

Analytical use Needed to advance review

Sep 3 portable chest 
study

Right basilar opacity; 
infection considered; no large 
effusion.

Adds a reported finding to the 
early respiratory timeline.

Original image, complete 
report/version, image quality 
and access/acknowledgment 
metadata.

Sep 4 follow-up 
study

Persistent right basilar 
opacity; interval bilateral 
interstitial opacities.

Shows a reported interval 
change during ICU-level 
illness.

Original image and 
comparison study, full 
clinical context, timing of 
review and response.

Attribution and 
limits

Only selected reports and 
metadata are represented.

Supports reporting what 
radiology described, not a 
diagnosis from this report.

Qualified radiologist review if 
material; correlate with full 
respiratory, volume and 
treatment records.

Timing calculations and their limits

Interval
Arithmetic from listed 
timestamps

Meaning / limitation

Lactate to first listed 
antibiotic administration

08:20 to 11:45 = 3 h 25 min
Does not establish result acknowledgment, antibiotic 
indication time, or avoidability.

Antibiotic order to 
administration

10:30 to 11:45 = 1 h 15 min
Does not establish pharmacy/IV access events, actual first 
dose beyond selected entry, or cause of interval.

Consult request to 
physical ICU transfer

14:20 to 16:15 = 1 h 55 min
Does not establish when request was received, accepted, 
acted on, or whether earlier ICU care occurred.

CHRONOLOGY CONCLUSION

The constructed timeline shows worsening documented physiology and escalating support needs before 
ICU transfer. It also shows selected treatment steps during that period. Because acknowledgment, 
reassessment, delivery, consultation, and transfer metadata are incomplete, this timeline should guide 
record requests and expert questions rather than substitute for a complete clinical sequence.
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5. Standard of Care Review
Pillar 5 | Screening considerations for qualified clinical review

This section identifies patient-specific decision points for appropriately qualified reviewers. It does 
not set out a final standard, conclude that care met or departed from a standard, or apply an 
external guideline as dispositive. No clinical literature or verified facility policy set was supplied for 
this synthetic example.

Decision domain
Evidence that warrants 
review

Questions for scoped reviewer
Current 
limitation

Recognition and 
response

Fever, tachycardia, hypotension, 
confusion, hypoxemia, lactate 
4.8; subsequent BP 86/48 and 
provider-notification entry. 
[ED001-012; LAB002]

What findings were available to each 
clinician and when? What assessment, 
repeat measures, and escalation followed? 
Was the documented response consistent 
with the patient’s presentation and 
available information?

No acknowledgment, 
communication, 
audit or full 
reassessment data.

Fluid strategy

Heart failure/CKD baseline; 
bolus starts at 08:35 and 10:40; 
later worsening hypotension. 
[PC005-012; MAR001-005]

What volume was delivered? What did the 
bedside response show? How were 
competing perfusion and volume risks 
assessed?

No pump history, 
complete 
intake/output or 
reassessment 
record.

Antimicrobial 
sequence

Order at 10:30, culture collection 
at 11:25, listed administration at 
11:45; preliminary culture the 
next day. [MAR003-008; 
LAB004,009]

What was the working diagnosis and 
rationale? What explains order, culture and 
administration sequence? Did results or 
reassessment change the plan?

No full 
verification/distribut
ion/administration 
chain, final culture 
or consult rationale.

Escalation / critical 
care

Worsening observations at 
14:00; consult request 14:20; 
rapid response 15:30; 
norepinephrine 15:45; ICU 
arrival 16:15. [ED024-032; 
MAR009]

Who received and accepted the 
consultation? What occurred before 
transfer? What monitoring, support, and 
staffing were available?

No consultation 
receipt, bed 
management, call 
log or full transfer 
record.

Respiratory and 
renal evolution

Increasing oxygen needs; 
intubation 17:05; creatinine rise; 
renal consult referenced. 
[ED024-032; ICU001-018; LAB007-
008]

How were oxygenation, respiratory effort, 
renal function and urine output evaluated 
over time? What did specialty assessments 
conclude?

Incomplete flow 
sheets, ventilator 
information, urine 
output and no 
separate renal note.

Documentation 
timing

10:15 bedside assessment 
described in 11:10 note; selected 
event and result times. [ED016-
018; LAB002]

What was entered contemporaneously, 
later, amended, or copied? Does the audit 
record clarify timing and authorship?

No native EHR audit 
or author/edit trail.

Review posture

The appropriate present posture is issue identification, not a breach conclusion. Several domains 
could be material to a patient-specific review, but the synthetic sources do not establish the clinical 
information available at each decision point or the full response. Review should be conducted by 
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clinicians whose training, experience, and scope match the questions and whose opinions are based 
on the complete record and applicable standards.

6. Regulatory and Compliance Overlay
Pillar 6 | Policy and regulatory source verification

The constructed packet includes selected policy excerpts labeled POL001-006, described as 
addressing sepsis escalation and critical-result communication. The policy version, approval pages, 
effective date, and completeness have not been established. The excerpts therefore cannot establish 
what policy governed Northbridge Regional Hospital on September 3-6, 2026 or whether any 
particular requirement applied to this patient.

What should be verified in a real matter

 Obtain the complete policy with revision history, approval record, effective dates, attachments, 
referenced forms, and evidence of staff access or training where relevant.

 Determine whether a policy applied to the patient’s location, service, acuity, and event date; 
identify any superseding versions and exceptions.

 Obtain applicable order sets, escalation protocols, critical-result workflows, rapid-response 
criteria, transfer procedures, and relevant audit or compliance records.

 If an external statute, regulation, accreditation standard, or guideline is proposed, confirm the 
authoritative text and effective date for the jurisdiction and date at issue before applying it.

 Separate evidence of a written requirement from evidence of actual practice, individual 
knowledge, causation, and any legal consequence. Those are distinct questions.

Demonstration finding

No compliance conclusion is supportable from unverified excerpts. The defensible next step is to 
request the full policy set and determine applicability. In an actual engagement, any external 
regulatory overlay would be researched against primary authoritative sources and reviewed for 
date and setting applicability before inclusion.

7. Causation Mapping
Pillar 7 | Causation mapping

Causation mapping separates documented sequence from a causal conclusion. The synthetic chart 
records severe infection-related illness, progressive organ dysfunction, intensive support, a 
comfort-focused transition, and death. It does not establish that any particular delay or act caused 
the outcome or that a different action would have prevented death.
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Proposed link What is documented What remains unresolved Evidence needed

Underlying illness to 
deterioration

Fever, hypotension, confusion, 
elevated lactate, probable 
pulmonary source, respiratory 
failure, renal injury and shock 
are described. [ED; LAB; ICU; 
RAD]

Infection source and biology; 
severity at onset; competing 
contributors; full culture and 
imaging interpretation.

Final cultures, original 
images, complete labs, 
specialty review, broader 
history.

Recognition / 
communication to 
action

Nursing entry notes provider 
notification at 09:00; later 
physician note describes 10:15 
assessment; order at 10:30. 
[ED010-018; MAR003]

Recipient, acknowledgment, actual 
knowledge, other contacts, rationale, 
contemporaneous response.

EHR audit, call/message 
logs, handoff, 
staffing/assignment records, 
authored notes.

Treatment timing to 
physiologic course

Bolus starts, antibiotic order 
and administration, rising 
lactate, hypotension, 
norepinephrine and ICU 
transfer are listed. [MAR; LAB; 
ED]

Actual dose delivery, 
appropriateness, response, 
alternative treatment, whether 
course was altered.

Pump/MAR audit, 
pharmacy processing, 
intake-output, 
reassessments, expert 
review.

Escalation / transfer to 
outcome

Consult request, rapid 
response, vasopressor start, 
transfer, intubation, ICU 
progression and death are 
documented. [ED024-032; ICU; 
MAR]

Consult response and availability; 
transfer logistics; whether earlier 
support would change outcome; 
contribution of baseline and illness 
severity.

Consult/bed logs, complete 
monitoring and organ-
support data, specialty 
review, outcome records.

Care course to death

Death pronounced Sep 6 
following persistent shock and 
multiorgan dysfunction; death 
summary lists septic shock, 
respiratory failure and kidney 
injury. [ICU033-040]

Certified cause and sequence, 
preventability, counterfactual 
outcome, role of treatment versus 
disease and comorbidity.

Certified death certificate, 
postmortem if any, 
complete course, qualified 
causation opinion.

Causal reasoning discipline

A time interval is not itself a causal mechanism. A causal analysis in an actual matter would require 
evidence that a relevant clinical condition was present, the information was available to the 
responsible decision-maker, a different reasonable action was indicated under the circumstances, 
that action was feasible, and the difference would probably have altered the clinical course to a 
legally relevant degree. Each proposition requires evidence and appropriate expertise. This sample 
does not resolve those propositions.

8. Integrated Clinical Intelligence Findings

The strongest integrated reading of the synthetic record is that Patient A arrived with an acute 
illness and several abnormal findings, continued to deteriorate despite documented initial 
measures, received additional treatment and escalation, and ultimately required intensive organ 
support. The record then describes persistent multiorgan dysfunction and death. The event 
sequence is clear at a broad level; the decision-level sequence remains incomplete.
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Integrated findings by pillar

Pillar Provisional finding Confidence / reason

1 Record Integrity
The source inventory is partial by design. Audit, 
communication, delivery, imaging and policy records 
are absent or incomplete.

High that these materials are 
missing from the constructed 
packet; no inference about whether 
events occurred.

2 Baseline Profiling
Available baseline describes home living with cane use 
and family support, CKD, CHF and creatinine 1.4 
mg/dL.

Moderate for those stated facts; 
limited longitudinal context.

3 Imaging Analysis
Reports describe right basilar opacity on Sep 3 and 
persistent opacity with bilateral interstitial opacities on 
Sep 4.

High as to what report text says; low 
for independent interpretation 
without images.

4 Timeline 
Reconstruction

Selected records show abnormal presentation, 
persistent hypotension and rising lactate, treatment 
entries, worsening, escalation and ICU transfer.

Moderate for event sequence; low 
for knowledge, complete treatment 
and response times.

5 Standard of Care 
Review

Recognition, reassessment, fluids, antibiotics, 
escalation and transfer warrant qualified, patient-
specific review.

Issue identification only; no breach 
opinion.

6 Regulatory / 
Compliance

Policy excerpts are unversioned and cannot establish 
requirements effective for this episode.

High that the packet does not 
establish version/applicability.

7 Causation
Severe illness and death are documented; causal 
contribution of any particular interval is not 
established.

High for the limit of this packet; no 
causation opinion.

Key unresolved intersections

The central analytical challenge is not a single timestamp. It is the interaction among evolving 
physiology, result availability, communication, bedside reassessment, actual delivered treatment, 
and escalation. The data show some endpoints in that chain, but not the complete links between 
them. The missing records could clarify whether the entries are delayed documentation, whether 
other contacts occurred, whether doses or reassessments are omitted, and what operational factors 
shaped transfer.

Imaging contributes a reported observation, not an independent read. Baseline comorbidities give 
context for treatment reasoning, not a presumption about appropriate care. The outcome 
establishes seriousness, not preventability. These limits should travel with any summary counsel 
later uses.
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9. Strengths, Vulnerabilities, and Countervailing Evidence

Potential strengths for focused review

 The hypothetical packet contains a defined event window and multiple source classes, including 
pre-event baseline, EMS, ED, lab, medication, imaging, ICU, and policy records.

 The available records document repeated hypotension, confusion, elevated lactate, worsening 
oxygen needs, and an acute creatinine increase before and during ICU-level deterioration.

 Specific timestamp relationships can be tested if the underlying audit trail and workflow 
records are obtained.

 The chronology includes documented treatment and escalation steps, enabling a balanced 
analysis of both concern points and response evidence.

Material vulnerabilities and countervailing evidence

Issue Potential vulnerability
Countervailing record 
evidence

Why the point remains open

Incomplete 
knowledge 
timeline

Notification and lactate 
acknowledgment cannot be 
reconstructed.

A 09:00 nursing entry says a 
provider was notified; a 
physician note describes a 
10:15 assessment and 10:30 
orders.

Recipient, communication and 
sequence are not authenticated.

Treatment 
interval

Listed antibiotic order at 
10:30 and administration at 
11:45 create a 1h15 interval.

Antimicrobials were ordered 
and administered; cultures 
were recorded at 11:25.

Full processing, actual first 
administration, clinical rationale 
and feasibility absent.

Fluids / 
reassessment

Two 500 mL bolus starts are 
recorded without a verified 
delivered total or full 
response series.

Crystalloid boluses were 
recorded; later oxygen, BP and 
ICU support are also 
documented.

Heart failure/CKD and missing 
intake-output/pump data make 
context essential.

Escalation
Consult request at 14:20 and 
ICU transfer at 16:15 create a 
1h55 interval.

Rapid response at 15:30 and 
norepinephrine at 15:45 are 
documented before transfer.

Consult receipt, staffing, bed 
assignment, other critical-care 
involvement and transfer logistics 
absent.

Imaging
Reported opacities may 
matter to source and 
cardiopulmonary differential.

Radiologist reports infection 
considered on Sep 3 and 
bilateral interstitial opacities 
on Sep 4.

Original images and 
acknowledgment absent; report 
findings do not resolve etiology.

Causation

Outcome followed severe 
progressive illness; timing 
questions may be clinically 
material.

The record describes intensive 
treatment, persistent organ 
dysfunction and family 
decision-making.

No evidence establishes a 
counterfactual outcome or 
prevents competing-cause 
analysis.

These strengths and vulnerabilities are issue-mapping categories, not arguments or a case-value assessment. A complete 
production may strengthen, weaken, or reframe each point. Absence from this constructed record set is not an adverse factual 
inference.
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10. Litigation-Ready Issue Summary

NEUTRAL CASE SYNOPSIS

The available fictional records describe Patient A, age 72, presenting on September 3, 2026 with fever, 
new confusion, hypotension, tachycardia and hypoxemia. Laboratory results listed elevated lactate and 
creatinine above the supplied August baseline. Records describe oxygen, crystalloid bolus starts, 
antibiotics, later rapid response, vasopressor support, ICU transfer and intubation. Despite intensive care, 
the chart describes worsening shock and multiorgan dysfunction; a comfort-focused transition followed 
on September 6, and death was pronounced at 12:42. [PC005-012; EMS001-008; ED001-032; LAB001-010; 
MAR001-016; ICU001-040]

Issues counsel can investigate next

1.  The complete result and notification pathway for lactate 4.8 at 08:20 and the nursing entry that a 
provider was notified at 09:00.

2.  The timing, content, authorship and audit history of the physician note entered at 11:10 
describing a 10:15 assessment.

3.  Actual fluid volumes delivered, medication verification and administration sequence, 
contemporaneous reassessments and the clinical reasoning documented at the time.

4.  The consultation request workflow, consultant response, rapid response actions, ICU availability, 
bed assignment and transfer logistics between 14:20 and 16:15.

5.  The original chest images, radiology acknowledgment, complete respiratory data, renal consult, 
final culture data and full ICU flowsheets.

6.  Which policies were in force and applicable, and whether any external authority is relevant to 
the jurisdiction, date, facility type and clinical context.

Language that preserves evidentiary limits

For attorney-facing use, state that the records “list,” “record,” “describe,” or “do not include” the 
relevant item. Avoid converting a result timestamp into proof of clinician knowledge; a note-entry 
time into proof of care time; an order-to-administration interval into proof of avoidable delay; a 
missing record into proof an action did not occur; or death following deterioration into proof that 
earlier intervention would have prevented it.

11. Recommended Next Actions / Further Review Needs

The following sequence is designed to reduce the major uncertainties before a real clinical merits 
opinion is requested. The priorities are based on how directly the missing material bears on the 
disputed timeline and causal links in this demonstration.
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Priority Action / records to obtain Question resolved
Suggested review 
owner

1 - Critical

Native EHR audit export; note creation/edit 
history; result receipt, acknowledgment and 
communication logs; provider assignments; 
phone/pager/message records for Sep 3.

Who had what information, when, 
and what actions followed?

Records specialist, then 
ED/critical-care reviewer

2 - Critical

Full laboratory and microbiology lifecycle; 
collection, verification, release, critical call, 
acknowledgment, final culture identification 
and susceptibility.

When were results available and 
communicated; what did they 
show?

Laboratory records 
custodian; infectious-
disease reviewer if 
indicated

3 - Critical

Complete MAR, pharmacy 
verification/dispense history, infusion-pump 
logs, IV access documentation, intake/output, 
fluid stop/start records and reassessments.

What medications and fluids were 
actually delivered, and what 
response was recorded?

Pharmacy/records 
specialist; emergency or 
critical-care reviewer

4 - High

Consult order and receipt logs; critical-care 
and renal consultation notes; rapid-response 
record; bed management; transfer, staffing 
and handoff records.

What happened between request, 
escalation, acceptance and ICU 
arrival?

Critical-care/renal 
reviewers; hospital 
operations record 
review

5 - High

Original DICOM images, full radiology reports 
and acknowledgment/access metadata; 
respiratory flowsheets, oxygen escalation and 
ventilator records.

What did imaging show in clinical 
context, and how did respiratory 
status evolve?

Radiologist and 
respiratory/critical-care 
reviewer

6 - High

Full primary-care chart, medication 
reconciliation, renal/cardiac history, EMS 
monitor download and dispatch/handoff 
materials.

What was the true baseline and 
initial trajectory?

Records specialist; 
relevant medical 
reviewers

7 - Medium
Complete policies, attachments, effective dates, 
approval/version history, applicable order sets 
and training/access materials.

What requirements actually applied 
on the event date?

Policy/compliance 
source review with 
counsel

8 - Medium
Certified death certificate, complete goals-of-
care orders, any postmortem record and 
relevant family discussion documentation.

What outcome facts and decision 
sequence are independently 
established?

Records specialist; 
appropriate clinical 
reviewer

Recommended review sequence

1.  Authenticate the record set, resolve missing pages and establish a source inventory with Bates or 
native identifiers.

2.  Complete record-integrity and baseline updates before finalizing the event chronology.

3.  Reconcile timestamp types and audit events, then issue a revised timeline with documented 
uncertainty explicitly carried forward.

4.  Obtain appropriately scoped specialty review of the clarified record; select reviewers based on 
the actual questions and applicable jurisdictional requirements.

5.  Update the causation map only after the clinical sequence and alternatives have been tested; 
keep legal conclusions with counsel.
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6.  Complete independent quality review and release approval before any operational CIR is 
provided to a client.

12. Source Reference Appendix and Record Gap Log

Appendix A - Source reference index

Reference Constructed source Primary use in this report

PC001-004 Juniper Primary Care, Jun 2, 2026 Home function, cane use, family support, cognition

PC005-012 Juniper Primary Care, Aug 20, 2026
Comorbidities, selected medications, creatinine 1.4, 
stable weight

EMS001-008 Cedar County EMS, Sep 3, 2026
Onset history, dispatch, transport vitals, handoff, limited 
fluid description

ED001-032 Northbridge Regional ED, Sep 3, 2026
Triage, nursing observations, physician assessment, 
deterioration, consult and transfer entries

LAB001-010 Northbridge laboratory, Sep 3-6, 2026
CBC/chemistry, lactate series, cultures and selected 
result times

MAR001-016
Northbridge pharmacy/nursing, Sep 
3-6, 2026

Selected fluid and medication starts/admin entries; 
vasopressor, antibiotics, comfort medications

RAD001-004 Northbridge radiology, Sep 3-4, 2026
Report text for two chest radiographs; images not 
supplied

ICU001-040 Northbridge ICU, Sep 3-6, 2026
ICU diagnoses, support, progress, family discussions and 
death summary

POL001-006 Northbridge policy office excerpts
Potential policy topics only; version and effective date 
unverified

Appendix B - Prioritized record gap log

ID Gap / requested source
Relevant fictional 
references

Reason for request

G01
EHR audit, communication and 
acknowledgment history; note authorship/edit 
trail.

ED010-018; LAB002
Reconstruct when results and 
clinical information were available 
to each decision-maker.

G02
Lab and microbiology result lifecycle, 
notification and final reports.

LAB002, LAB004, LAB006, 
LAB009

Clarify critical-result timing, final 
organism and susceptibility.

G03
Complete pharmacy/MAR, pump, fluid and 
medication records.

MAR001-016; PC005-012
Confirm delivered volumes/doses, 
processing steps, interruptions and 
reassessments.

G04
Consultation, rapid-response, bed/transfer, ICU 
and respiratory records.

ED027-032; ICU001-040
Clarify escalation, response and 
transition events.
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ID Gap / requested source
Relevant fictional 
references

Reason for request

G05
Original radiology images, 
acknowledgment/access, and missing specialist 
assessments.

RAD001-004; ICU015-022
Support image review and clarify 
renal/respiratory assessment.

G06
Broader primary-care record, medication 
reconciliation and full EMS material.

PC001-012; EMS001-008
Improve baseline and prehospital 
chronology.

G07
Complete facility policies and 
effective-date/version records.

POL001-006
Determine whether cited policies 
applied on the event dates.

G08
Certified death and postmortem records; 
complete goals-of-care order history.

ICU033-040
Verify outcome documentation and 
decision sequence.

Appendix C - Interpretive conventions

 “Documented” means the constructed source label contains the described entry; it does not 
independently authenticate the event.

 Square-bracket references identify fictional source ranges created for demonstration. They are 
not real chart page numbers.

 “Not supplied” means absent from this illustrative packet; it does not mean a record never 
existed or an event did not occur.

 Elapsed intervals are arithmetic between listed times; they do not establish knowledge, clinical 
reasonableness, causation, or avoidability.

 Radiology descriptions are attributed to the report text; no independent image interpretation is 
offered.

 All persons, organizations, clinical events, identifiers, dates and amounts in the scenario are 
fictional.
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Demonstration status and real-review requirements

This fictional report demonstrates the form of an integrated Clinical Intelligence Review for 
prospective attorney clients. It is based on constructed example facts and illustrative source 
identifiers only. It is not evidence, a medical record analysis for an actual patient, a clinical opinion, 
an expert report, legal advice, or a representation that an actual review was performed.

A real matter-specific CIR would begin with an agreed scope and authenticated records. It would 
identify the applicable record universe and limitations, establish a defensible baseline, review 
original imaging when material, reconstruct the timeline, identify patient-specific clinical 
questions, verify potentially applicable policy or regulatory sources, and map causal propositions 
with countervailing evidence. Conclusions would remain within reviewer qualifications and the 
engagement scope.

Before release, an actual report would require the appropriate human clinical and specialty review, 
source verification, quality checks, and authorization for the intended use. This sample has not 
undergone those steps.

LEXCURA SUMMIT

Clinical Intelligence for Better Litigation Decisions™
lexcurasummit.com
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