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Copyright © 2026 Lexcura Summit. All rights reserved.

By Michelle Carroll, Founder and Chief Executive Officer of Lexcura Summit, and creator of the Lexcura Clinical Intelligence Model™.

No part of this publication may be reproduced, distributed, or transmitted in any form or by any means, including photocopying, recording, or other electronic or mechanical methods, without the prior written permission of the publisher, except in the case of brief quotations embodied in critical reviews and certain other noncommercial uses permitted by copyright law.

“Clinical Intelligence Across Medicine,” “Lexcura Clinical Intelligence Model,” and “Lexcura Summit” are trademarks of Lexcura Summit. All other trademarks are the property of their respective owners.

First Edition.

This book is intended for educational and professional training purposes for attorneys, certified Clinical Intelligence analysts, referral partners, and related professionals working in medically complex litigation. It does not constitute legal advice, medical advice, or a substitute for independent professional judgment in any individual matter, and readers should consult qualified counsel and retained experts for guidance specific to any actual case.

The worked case examples appearing throughout this book are fictional composites created for illustrative and training purposes only. They do not depict real patients, providers, facilities, or litigation matters. Any resemblance to actual persons, institutions, or cases is coincidental.
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For Healthcare Attorneys
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This book is for the attorney handling medically complex litigation. You don’t need to become a clinician to use it well. You need a reliable way to tell what a medical record actually proves, and, just as often, what it doesn’t.

Every chapter is built around one goal: helping you turn a medically complex case into a well-supported legal outcome. In practice, here is what that looks like.

Screening cases faster and more accurately. A disciplined first pass through the record — Record Integrity, Baseline Profiling, an early Timeline Reconstruction — usually tells you within days whether a case’s central allegation holds up against the contemporaneous record, or whether a promising intake call was thinner than it sounded. Fewer resources get sunk into weak matters, and fewer strong ones get passed over because nobody read the record closely enough at the start.

Every chapter models causation the way a specialty expert actually will: tied to a specific mechanism, a specific window, a specific trend, rather than a general claim that earlier or different care “would have helped.” That specificity is what holds up in deposition — causation arguments built to survive expert scrutiny.

Hand an expert a pre-organized, pre-verified record, and weeks of chart review become hours, freeing them to spend their time on judgment instead of assembly work. Specialty by specialty, this book lays out exactly what a retained expert needs from you, which means more out of every expert you retain.

Each chapter also walks through the alternative explanations a defense is likely to offer — an unavoidable disease trajectory, an atypical presentation, patient nonadherence — so you can check the record against them before you commit to a theory of the case, not after. In practice, that’s a view of the defense before opposing counsel raises it.

Put a well-documented timeline and causation analysis in front of opposing counsel or a mediator, and it tends to do more for a favorable settlement than a general narrative of harm ever will: cases that move toward stronger resolutions, faster.

None of this is new invention. The method underneath it, eight pillars applied in the same order to every case, was proven in a single clinical context in the work that came before this book. What follows is the harder test: whether it holds across the full range of medicine you actually encounter in practice, acute and hospital care, primary and long-term care, and the injury pathways running through all of it. The medicine changes from chapter to chapter. What tells you what matters does not.
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How to Use This Book
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This book is organized two ways at once, because a medical record doesn’t announce in advance which lens you’ll need.

If you already know what you’re dealing with — an emergency department case, a skilled nursing case, a home health case — go straight to the relevant chapter. Part II and Part III are organized by clinical domain, the specialty or care setting where the case originated. Part II covers the ten acute and hospital-based specialties, where events typically unfold in minutes to hours; Part III covers the eight longitudinal and community-based settings, where the relevant period is usually weeks to years.

Sepsis, falls, pressure injuries, medication errors, delayed diagnosis, failure to rescue: these and the other pathways in Part IV are organized by injury or deterioration type rather than by setting, because the same pattern of harm cuts across every specialty in Parts II and III. Start here instead if your case centers on a specific injury and you want the analysis that applies no matter where it happened. Many cases benefit from both — the domain chapter for the setting-specific standard of care, and the pathway chapter for the injury-specific analysis.

Short on time? Every chapter opens with a snapshot diagram giving you the setting, the timeline unit, and the central analytical focus before you commit to reading further. All 28 chapters follow the same fourteen-part structure, so the format you learn in the first chapter you read is the format every other chapter uses.

Looking for a specific specialty, setting, or allegation? The Quick-Reference Index in the back matter lists every chapter by Part, one line each, linked directly to its page — or use the Table of Contents at the front.

Unfamiliar terms are defined in the Glossary, and the clinical guidelines and regulatory authorities behind each chapter’s standard-of-care discussion are listed in Standards and Authorities Referenced, both in the back matter.
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Part I — Applying One Model Across Medicine
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The Lexcura Clinical Intelligence Model started from a simple premise: medically complex litigation doesn’t require the attorney or analyst to become a clinician, but it does require a discipline for finding, verifying, and sequencing the facts that actually decide a case. That discipline, Record Integrity, Baseline Profiling, Imaging Analysis, Timeline Reconstruction, Standard of Care Review, Regulatory and Compliance Overlay, Causation Mapping, and Litigation-Ready Output, was proven in a single clinical context in the model’s founding work. This book takes on a harder question: does the model hold up when the medicine changes underneath it, when the patient population is different, when the care setting is different, and when the evidence itself takes an entirely different form?

The short answer is yes, but only if the pillars are understood correctly in the first place. They stay fixed. What they’re pointed at moves. A pillar isn’t a checklist item to complete and set aside; it’s a lens that has to be refocused for every new clinical context. Record Integrity means something different when the evidentiary backbone is a continuous fetal monitoring strip than when it’s a nursing home’s care-planning documentation spanning eighteen months. Causation Mapping means something different when the injury developed over four minutes than when it developed over four years. That refocusing, not the invention of a new method for every specialty, is the actual skill this book teaches, and it’s the reason a certified Clinical Intelligence analyst can move from a stroke case to a nursing home case to an oncology case without becoming a clinician in any of them. What follows is a look at the seven variables that govern how that refocusing happens, before the specialty chapters put them to work.

[image: The Lexcura Clinical Intelligence Model — Eight Pillars]

The eight pillars of the Lexcura Clinical Intelligence Model, applied in the same order to every case in this book.

Clinical specialty triggers. Every specialty has a small number of variables that determine which allegations are even possible, and identifying them early prevents wasted effort chasing issues that were never going to be the case. A stroke case cannot be won or lost on nutrition; a long-term care case rarely turns on door-to-needle time; a behavioral health case is rarely decided by an imaging finding. Before any pillar is applied in earnest, the analyst must identify the two or three variables that structure the entire case — the specialty’s “trigger set.” In emergency medicine, the trigger set is almost always time-to-recognition and time-to-intervention. In long-term care, it is almost always baseline function paired with staffing and supervision adequacy. In oncology, it is almost always the interval between an abnormal finding and definitive diagnosis. Learning to identify the trigger set quickly — from an intake call, a chart summary, or even a client’s initial narrative — determines where the analyst spends the first hours of record review, and misidentifying it wastes the most valuable early window an analyst has before the record set balloons in size.

Care-setting differences. The same clinical event produces different exposure depending on where it happens, because the standard of care is always measured against what a reasonable provider in that specific setting, with that setting’s typical resources, could be expected to do — not against an idealized or best-resourced version of care. A delayed response to a falling oxygen saturation means something different in an ICU with continuous monitoring and a 1:2 nurse ratio than it does on a general medical floor with intermittent vitals and a 1:6 ratio, and it means something different again in a skilled nursing facility where a single nurse may be covering thirty residents overnight with no continuous monitoring at all. Care-setting analysis requires the analyst to establish, early and explicitly, what resources, staffing levels, monitoring capability, and physician availability actually existed at the facility during the relevant period — not what the facility’s marketing materials or policy manual claimed should have existed. This is frequently where the gap between “what should have happened” and “what could reasonably have happened here” is found, and that gap is often the difference between a defensible standard-of-care allegation and an unwinnable one.

Baseline-dependent analysis. In acute, high-acuity medicine, the patient’s baseline — neurological, cardiac, functional, cognitive, or otherwise — is frequently the difference between a strong case and a merely plausible one. Baseline profiling is not a formality performed once at the start of the analysis; it is a recurring reference point the analyst returns to at every subsequent pillar, because it defines what outcome was even possible before anything allegedly went wrong. A patient with a pre-existing severe neurological deficit cannot plausibly claim a catastrophic new deficit from a short delay in treatment; a patient with normal baseline function who suffers sudden, severe, and permanent decline presents an entirely different causation picture. Establishing baseline requires more than a single note — it requires triangulating prior records, family and caregiver accounts, functional assessments, and any objective testing that predates the index event, because a baseline built from a single self-serving note in the disputed record itself is not a baseline at all.

Imaging and diagnostic evidence. Some specialties are won on the written narrative record; others are won on the image, the tracing, or the lab value that the written record never fully captures — and knowing which kind of case this is changes where the analyst’s early effort should go. Imaging Analysis takes on very different weight across specialties: it is dominant and often outcome-determinative in stroke and oncology, meaningfully corroborating but rarely dispositive in surgery, and largely absent as an evidentiary category in behavioral health, where the analysis instead turns on documented risk assessments and communication. The reader must learn to calibrate this weight per case rather than applying a fixed template that assumes every case has an imaging story to tell. Just as importantly, imaging and diagnostic evidence must be independently reviewed rather than accepted at the level of the treating radiologist’s or pathologist’s final report, because litigation frequently turns on what a treating provider should have seen and acted upon at the time — not only on what the final, sometimes delayed, official interpretation eventually said.

[image: Same Pillars, Different Emphasis Across Specialties]

The same eight pillars carry different weight depending on the specialty — imaging dominates in stroke, for example, while it plays almost no role in behavioral health.

Time-sensitive versus longitudinal cases. Acute care cases frequently turn on minutes: symptom onset, recognition, escalation, and intervention, each measured against guideline-driven or protocol-driven benchmarks. Longitudinal cases turn on trends across days, weeks, months, or years: a pattern of missed reassessments, a slow functional decline that should have prompted earlier intervention, a screening abnormality that went unaddressed through a chain of handoffs. Timeline Reconstruction must flex between these two modes within a single case far more often than the framework’s founding work suggested, because many real cases contain both a longitudinal build-up phase and an acute decompensation phase, and the transition point between the two is frequently where the strongest allegations live. Misapplying one mode to the other — reconstructing a stroke case at the trend level, or a nursing home case at the minute level — is one of the most common sources of weak or misdirected work product this book is written to prevent.

Individual-provider versus institutional exposure. Some allegations point at a single clinician’s judgment in a single moment — a missed finding, a delayed order, a misread study. Others point at systemic failures — inadequate staffing models, absent or unenforced policies, broken communication chains between shifts or departments — that implicate the institution more than any individual provider, and often more than any individual provider could reasonably have overcome alone. Standard of Care Review and Regulatory and Compliance Overlay shift dramatically in relative importance depending on which kind of case this is. A case built entirely around an individual clinician’s judgment call, when the real driver was a chronic understaffing pattern the institution knew about and failed to correct, misdirects discovery toward the wrong witnesses, misdirects expert selection toward the wrong specialty, and risks settling for the wrong theory of liability entirely.

Specialty-review and expert-escalation requirements. Finally, every specialty has a point at which the Clinical Intelligence analyst’s role — organizing, verifying, and sequencing the record — ends, and a retained specialty expert’s role begins. Part of applying the model responsibly, and part of what distinguishes a certified analyst from an untrained record-reviewer, is knowing exactly where that line sits for each clinical domain, and building the record so that a specialty expert can step in efficiently rather than starting from a disorganized chart. This means anticipating what a stroke neurologist, a maternal-fetal medicine specialist, or a forensic psychiatrist will need to render an opinion, and delivering it to them pre-organized, pre-verified, and cross-referenced — turning weeks of expert record review into hours.

[image: The Repeatable Chapter Format — Fourteen Elements, Six Stages]

The fourteen-part chapter structure used consistently across all 28 chapters in this book.

The chapters that follow apply all eight pillars, in the same order, to ten acute and hospital-based clinical domains. What changes, chapter to chapter, is never the method. What changes is the answer to the question this book exists to ask: given this medicine, this setting, and this set of allegations, what actually matters?
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Part II — Acute and Hospital-Based Medicine
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Chapter 1: Emergency Medicine
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Clinical Environment

The emergency department operates on triage logic rather than the sequential, single-patient logic of most other clinical settings: undifferentiated patients arrive with incomplete histories, providers manage multiple competing acuities simultaneously, and every decision is made under time pressure with whatever information happens to be available at that moment — not the complete picture that will only emerge later, in hindsight, once the record is assembled for litigation. Staffing ratios, boarding conditions, and departmental crowding are not background detail to be mentioned in passing; they are substantive inputs to the standard of care analysis, because what a reasonable emergency physician could realistically do during a quiet overnight shift differs materially from what was possible during a boarding crisis with a dozen admitted patients occupying hallway space while waiting for inpatient beds. An analyst who treats the emergency department as though it operates like a scheduled outpatient clinic will consistently misjudge what was reasonable, in both directions — sometimes excusing genuine failures as unavoidable crowding, and sometimes condemning as negligent a decision that was, in fact, a reasonable triage judgment given everything else competing for that provider’s attention in that moment.

[image: Chapter 1 Snapshot]

Chapter 1 at a glance: an ED setting driven by triage logic, a minute-by-minute timeline, and the interval-by-interval delay reconstruction the chapter is built around.

Typical Litigation Questions

Was the triage acuity assignment reasonable given the presenting complaint and the information available to the triage nurse at that moment, or did it understate a genuinely dangerous presentation? Was the differential diagnosis adequately broad, particularly for presentations — chest pain, headache, abdominal pain — that mask life-threatening causes behind common, benign-sounding complaints? Were red-flag symptoms recognized and worked up promptly, and if not, was that failure attributable to an individual provider’s judgment or to a systemic gap in how red flags were escalated? Was there a delay in obtaining or acting on labs, imaging, or specialist consultation, and if so, at which specific handoff did that delay occur? Was the discharge decision reasonable given the data actually available at the time of discharge, and were return precautions specific enough to the presenting complaint to have plausibly prompted a return visit if followed? Did handoffs between shifts — physician-to-physician or nurse-to-nurse — lose critical information that a same-shift provider would have retained?

Record Set Required

Triage notes and the full vital-sign trend from arrival forward, physician and nursing narrative notes including any addenda or late entries, all orders with timestamps distinguishing order time from administration or collection time, laboratory and imaging results with the time obtained, the time resulted, and the time actually reviewed by a treating provider tracked as three separate data points, consult notes and the time the consult was requested versus completed, discharge instructions and any documented follow-up plan, the departmental census, acuity mix, and boarding status at the time of the visit, shift-change or handoff communication tools if used, and any EMS run sheet or first-responder documentation preceding arrival, which frequently contains the earliest and most objective account of the patient’s presenting condition.

Record Integrity Risks

Emergency records are especially prone to templated or copy-forward documentation that can overstate the completeness of a physical exam or reassessment that did not, in fact, occur as thoroughly as the template suggests — a pattern the analyst must specifically test for by comparing serial notes for suspiciously identical language across different points in time. Timestamps generated by different systems — nursing documentation, physician documentation, the laboratory information system, the pharmacy system, the picture archiving system for imaging — frequently disagree with one another by minutes to hours, and must be reconciled against a single master timeline rather than accepted individually at face value. Verbal orders are sometimes charted well after the fact, at a time that reflects when the chart entry was made rather than when the order was actually given, which can create the false appearance of either prompt or delayed care depending on which direction the entry drifted. Nursing reassessments tied to acuity-driven protocols are sometimes charted in batches at the end of a shift rather than in real time, and a cluster of identically timed vital signs is itself a red flag warranting closer scrutiny.

Baseline Profile

Prior visits for the same or a related complaint, which can establish either a pattern the department should have recognized or, conversely, a chronic condition that reasonably explains the current presentation. Chronic conditions that mimic or mask the presenting problem — a patient with known anxiety presenting with chest pain, a patient with chronic back pain presenting with a new radicular symptom — require particular care, because an anchoring diagnosis from a prior visit can improperly carry forward into a new, genuinely different presentation. The patient’s medication list and allergy history, verified against pharmacy fill records where available rather than relying solely on patient self-report. Any documented baseline mental status, cognitive function, or functional status, which becomes the reference point against which any allegation of a new deficit or change in condition must be measured.

Imaging and Diagnostic Analysis

The analyst must correlate the official, final radiology or pathology read against what the treating physician actually documented having seen, discussed with radiology, or acted upon before that final read became available — a frequent and often decisive source of delayed-diagnosis allegations, since emergency physicians routinely make disposition decisions based on preliminary reads or their own interpretation of a study well before the subspecialist’s final report is issued. The analyst must confirm whether critical labs — troponin, lactate, coagulation studies, venous or arterial blood gases — were not merely ordered and resulted into the electronic chart, but affirmatively reviewed by a provider and acted upon, since a resulted-but-unreviewed critical value sitting in the system is one of the most common and most defensible-seeming failure points in emergency care litigation.

Timeline Priorities

Minute-by-minute reconstruction is required from arrival to triage, triage to initial physician evaluation, evaluation to diagnostic orders being placed, orders to specimens being collected or imaging being performed, results being available to results being reviewed, and finally review to intervention or disposition decision. Every interval in this chain is a candidate for the delay allegation that sits at the
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