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Student Name_____________________________
Date(s) of Care______________
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Age   66____
Sex   M____
Height  70”  _
  Weight   98 kg.__ BMI    31.0 kg/m2________
Code Status __FULL__



 Allergies CONTRAST MEDIUM; 






HYDROCHLOROTHIAZIDE; VERAPAMIL
	Admission Date & Diagnosis(es):  
03/20/12
nEWLY DIAGNOSED SEVERELY SYMPTOMATIC DIABETES; sEVERE COPD

RECENT ABNORMAL CHEST X-RAY; ONGOING THORACIC AND LUMBAR BACK PAIN; MILD HYPOKALEMIA; PAST HISTORY OF SIADH WITH WATER INTOXICATION; HYPETRIGLYCERIDEMIA; ESSENTIAL HYPERTENSION

MIGRAINE CEPHALGIA

Chief complaint: PROGRESSIVE WEAKNESS, THIRST, URINARY FREQUENCY, BLURRED VISION, MALAISE


	History of present illness:
     The patient was seen in the physician’s office 03-19-12 complaining of urinary frequency, blurred vision and malaise.  He had been seen recently in the office March 5th after falling in the shower and suffering a thoracic strain with contusion.  He was prescribed Vicodin.  He was seen back in the office on 3-12-12 with advancing chest wall pain after coughing.  The rib x-rays were negative, but chest x-ray showed possible new abnormality in the hilum, and therefore he had CT scan of the chest scheduled for 3-20-12.  He was seen again in the office on 3-19-12, and was having continued chest pain with coughing and now developed thoracic and lumbar pain with movement.
     He has advanced COPD and has been having productive brown sputum, perhaps sometimes tinged with blood.  He was admitted to FRMC in January of 2012 with severe hyponatremia and SIADH felt to be partly related to water intoxication.  He has been on fluid restriction since then and blood sugars have been normal, including blood sugars normal in January and from many years prior to that.  He has a family history of diabetes.  Labs from 3-19-12 showed a blood sugar of 530, and he was directly admitted.


	Past medical history/surgeries:
Medical
· Alcoholic pancreatitis in 1986
· Past heroin and alcohol abuse with continued alcohol drinking

· Peyronie’s disease

· Severe COPD

· Erectile dysfunction

· Hypertriglyceridemia

· Essential hypertension

· Migraine cephalgia

· Osteomyelitis of the lumbar spine

Surgical
· Back surgery in 1996

· Left leg surgery after motorcycle accident in 1979
· Vasectomy X 2 in 1975 and 1984

· T & A as a child




	Baseline VS
	T   98.4
	 P   100 / min
	 R  26 / min
	BP  167/104
	SaO2    92%

	Baseline I&O
	Intake   325 mL
	Output 570 mL
	IV  800 mL
	BM  1
	Misc     --


	LABS
	Initial(result/date)
	Current(result/date)
	Normal
	Evaluation of Lab Data

	WBC
	7.4
	
	4.0 – 11.0 X 103/ microL
	

	RBC
	3.97L
	
	3.85 - 5.15 X 106/ microL
	

	Hgb
	12.1L
	
	12.0 - 5.15 g/dL
	

	Hct
	35.3L
	
	34.0 - 46.0 %
	

	Platelets
	75L
	
	150 – 450 X 103/ microL
	

	Na
	140
	
	136 – 146 mmol/L
	

	K
	3.4L
	
	3.5 – 5.1 mmol/L
	

	Cl
	100
	
	95 – 114 mmol/L
	

	Co2
	28.5
	
	22.0 – 30.0 mmol/L
	

	Glucose
	313H
	
	70 – 100 mg/dL
	

	BUN
	19
	
	9 – 23 mg/dL
	

	Creatinine
	0.85
	
	0.64 – 1.27 mg/dL
	

	Ca
	8.5
	
	8.2 – 10.2 mg/dL
	

	Total protein
	
	
	
	

	Albumin
	
	
	
	

	PT
	
	
	
	

	INR
	
	
	
	

	PTT
	
	
	
	

	Other:
	
	
	
	

	A1C
	9.0
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


	Pertinent Diagnostic Test Results/Procedures/Surgeries/Cultures:

3-20-12
T-spine, L-s spine x-ray –
~ Impression:  Mild degenerative changes

CT chest – 

~ Impression:

· Mass and/or adenopathy within the right paratracheal/hilar region with additional mediastinal and right hilar nodes.  Suspicious for malignant process.

· Postobstructive consolidation and volume loss within the right upper lobe due to bronchial obstruction

3-21-12

Bone scan

~ Impression:  There is no focus of abnormal increased radioisotope uptake



	Multidisciplinary Reports (PT, OT, ST, RT, CM, Dietary):

3-21-12 – 

Pulmonary consultation

Assessment and plan:

~ This is a 66 year old white male with abnormal chest x-ray
· Lung mass.  The patient likely has a pulmonary malignancy.  This was discussed with the patient.  Possible bronchoscopy for biopsy was discussed.  He states he is willing to proceed with treatment of CA if this turns out to be a malignancy.  Bronchoscopy will be scheduled for 3-22-12.

· COPD.  Treatment will be continued.  He will be scheduled for bronchoscopy tomorrow morning.



	Teaching/Discharge Needs: 
Diabetes management

Cancer therapy

    

	


Hearing Aid  


Feeding: Dependent ⁯ Independent  XX       Foley NO
Glasses xx


Hygiene: Dependent    Independent  XX
SCD  NO   TED Hose NO
Fall Risk: Low XX    High 
Diet __ADA




Oxygen __NO
Bed Alarm 
  

Fluid Restriction _NPO  after midnight 3-21 Incentive Spirometry  NO 
Activity  Amb. as tolerated
FSBS_____313____________________
Flutter NO
Assistive Device _        
IV Fluids ___200 mL / hr_20 KCl in NaCl__Telemetry  NO
Wound Care __ 

Other __________________________________________________________________________
ABNORMAL  ASSESSMENT:
	Neurological
EENT

Blurred  vision
GI/GU

Frequency
Integumentary

Cardiovascular
Hypertension

Respiratory

Coarse breath sounds bilaterally
Psychosocial

Pain

No complaints of pain
TEXTBOOK RESEARCH  (include Bibliography):

· Pathophysiology of the admitting diagnosis



	

	


