Reviews of death cases in
2016 fiscal year
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Database of Soidao hospital

IPD card of Soidao hospital
Set selection criteria for inappropriate death
case



Selection critera

Inclusion criteria
Unexplained cardiac arrest

Inappropriate or delayed investigations and treatments
Exclusion criteria

Patient with high severity at arrival
Advanced disease with palliative care
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Inapproprate death case

Total 13 cases
Total 16 pitfalls

delay investigation =6
delay treatment =2
Misuse drug =4

Unexplained death =4



Case 1 (admit 8/4/2559)

wihemny e 52 3 U/D ESRD s RRT, retained
foley catheter smlswanm 1 3, status bedridden
CC: ¥ vssneu 2 day PTA

Pl: 2 day PTA fllfmnduass thadlossh taeraniae
Jaezoaniasas uardaTuNNIn SULSEIIUTINTITMaEA)
e laifitu Saanam.

PH: ﬁﬁmﬁmﬁﬁ'uqﬁw %&;@@U‘uq%%m 2 1, Ufentlayifnmsunenyie
IGRVAY:



PE:V/S BT 37.5C, PR 88/min, RR 20/min, BP
120/70 mmHg

HEENT: normal

Heart: normal 51,52, no murmur

_ung: normal

Abdomen: normal

Ext: normal
Neuro: normal




Imp: ESRD with UTI
Mx: dsfilesn ER wiafiu UA an foley catheter, T

buscopan |V%@waaﬂmmamﬂ’omaumuaamﬂﬁm VISBT
38.5C, PR 126/min, RR 40/min, BP 100/60
mmHg—> admit, qu NR



Laboratory investigation (8/4/2559)
CBC: Hb 5.7, Hct 16, MCV 68.6, RDW 16.6
WBC 14320, N 88%, L 6%
Plt 224,000
UA: yellow, clear, pH 5, SpGr 1, albumin 3+, sugar
negative, RBC>100, WB(C>100, epithelial cell 1-2
Electrolyte: Na 138, K 4.8, Cl g6, CO2 4

LFT: TP/Alb 6.4/2.69, TB/DB 0.3/0.1, AST 23, ALT 5,
ALP 71



Problem List
Sepsis with urinary tract infection

ESRD
Severe metabolic acidosis



Management and Progression

Empirical ATB: Ceftazidime 2 g IV q 8 hr*3 dose
then 2 g1V q 24 hrat ward
Supportive Rx:

Hyoscine 10 mg IV

Paracetamol (500) 1 tab po prn q 4-6 hr
1V fluid : NSS 12000 mI IV 60 ml/hr

A NR fugné (fam) 9/4/2559



Management and Progression
F/U Lab 11/4/2559

UA: clear, RBC 5o0-100, WBC numerous, epithelial cell 1-
3, bacteria moderate
siaan 12/4/2559 (12.55u.) fihedamssasarazheny melais,
40/min W MO 5 mg IV stat then Mo (1:5) IV rate 10
ml/hr, on O2 mask with bag 10 LPM wasan start
MO sjiheil BP drop awiisduiihudedie



Pitfall

nappropriate resuscitation, volume evaluation

nadequate laboratory investigation: U/C, H/C

Delayed empirical ATB (start at ward)



Prevention

Evaluate volume status carefully in difficult
patient and early hemodynamic resuscitation and
monitoring

Proper lab investigation in septic patient
Early appropriate antibiotic administration



Case 2 (admit 6/8/2559)

Wihewds 1y 83 § unknown U/D, status bedridden 2 @1 lsinswsing
nwoneldneu lusEe:

CC: welaveumias 1 hr PTA

Pl:

2 Mo PTA wawselilsilsrianiunanaviugndumds dwuos Talunsson dasssn
Freviunaiithn waswsnsn. DX infected bedsore—> debridement wisiahs
LNAYINI

2 day PTA usaneviusingundiu sanniu Tuls drounamsnd lilesumesnma
la

1 hr PTA melanoumiion lafiamsluaan unanevifindwsdusnnw lidld 1
sy iRshan sxmsllfasnanm.

PH: wi amoxicillin, Ufasyssfmandie, Ufssmeasgmuasguuma



Case 2 (admit 6/8/2559)

PE:V/S BT 36.5C, PR 1200/min, RR 32/min, BP 100/60
mmHg, O2 sat RA 84%

HEENT: normal

Heart: jugular venous engorge, CVP 16 cm, normal
51,52, no murmur

Lung: retraction, expiratory rhonchi both lung,
coarse crepitation at RML, LLL

Abdomen: normal

Skin: infected bedsore grade 3, no necrotic tissue

Ext: pitting edema both legs



Case 2 (admit 6/8/2559)

Imp: 1. R/O pneumonia DDx CHF, 2. infected bed sore
Management at ER

On O2 mask with bag 10 LPM-> O2sat 88%

Berodual 1 NB stat*2 dose

CXR-> increase infiltration at RML and whole left lung, prominent
minor fissure

Auiund mawmeuasmamesldl diesls ETT, CPR, Inotrope, accept MO

Admit, IVATB
V/S rauganain ER PR 96/min, RR 28/min, BP 110/70 mmHg, O2

sat 88%



Case 2 (admit 6/8/2559)

Laboratory investigation (6/8/2559)
CBC: Hb 10.6, Hct 32.8, MCV 88.2, RDW 21.3
WBC 15100, N 95.9%, L 2.5%
Plt 187,000
BUN 29, Cr1.15
Electrolyte: Na 145, K 3.4, Cl 104, CO2 24

Sputum G/S: gram stain positive cocci in pair and
cluster moderate

H/C*Il, sputum C/S pending



Case 2 (admit 6/8/2559)

Problem List
Bacterial pneumonia with sepsis
Infected bedsore
R/O CHF
Anemia
Hypokalemia



Case 2 (admit 6/8/2559)

Management and Progression

Specific Rx: Ceftriaxone, Roxithromycin

Supportive Rx: NPO, IV fluid (NSS 1000 ml IV 8o
ml/hr), Bronchodilator



Case 2 (admit 6/8/2559)

Management and Progression

7/8/2559 #ild wovsniu PE: BT 37.9 C, PR 210/min, RR
28/min, BP 100/80 mmHg, lung- accessory muscle
use, coarse crepitation both lung, /O +ve 1220
mI=> Mx try diuretic (Lasix 20 mg IV stat)=> 1/O —
ve 30 ml, BP 200/60 mmHg

8/8/2559 sihuidunlium malaveuwiias Lung-expiratory

rhonchi both lung—=2>start MO 3 mg IV prn g6 hr,
suction secretion &n 5 hr desngihededie



Case 2 (admit 6/8/2559)

Pitfall

Uncertained diagnosis

nappropriate investigation for volume status (U/S
VC, Urine SpGr) before start diuretic

Diuretic use in septic patient who was impending
to septic shock




Case 2 (admit 6/8/2559)

Prevention

Assess volume status before using diuretic drugs
and be careful in septic patient



Case 3 (admit 23/2/2559)

dihonde 1y 87 9 U/D thyroid snmndisw.ar thatunea
SN

CC: witon melas: 5 day PTA

Pl: 5 day PTA wites melass sialawdfuise sowmde lufus:
1aigfle ladle Lsihihayn 1sisl orthopnea, PND, sivas aanas
panund lallesnwsBamuenazls

PH: dfissmstsgsuasauus, Uisotssimauwiivdauiams,
UNLIUILIIMIENGA



Case 3 (admit 23/2/2559)

PE:V/S BT 36.8 C, PR 1208/min, RR 40/min, BP
120/80 mmHg, O2 sat RA 87%

GA: AThai elderly female, good
consciousness

HEENT: no pale conjunctivae

Heart: pansystolic murmur grade3 at LLPSB
_ung: fine crepitation both lower lungs
Abdomen: normal

Ext: no pitting edema




Case 3 (admit 23/2/2559)

Imp: Pneumonia
Management at ER
On O2 canula3 LPM—-> O2 sat 96%

CXR-> patchy infiltration at RML and LLL, no
cardiomegaly

DTX 113 mg%

Admit for IV ATB
V/S nausanain ER PR 1122/min, RR 20/min, BP

130/80 mmHg, O2 sat on canula 3 LPM 96%



Case 3 (admit 23/2/2559)

Laboratory investigation (23/2/2559)
CBC: Hb 9.1, Hct 26.9, MCV 81.3, RDW 15.4
WBC 15480, N 80.3%, L 14.9%
Plt 123,000
BUN 43, Cra1.33
Electrolyte: Na 141, K 4.5, Cl 99, CO2 19
Sputum G/S:

Gram positive cocci in pair moderate
Gram negative rod many

Gram positive rod few

Budding yeast moderate

Sputum AFB*lll-negative



Case 3 (admit 23/2/2559)

Problem List
Pneumonia with sepsis
Pre renal AKI
Wide gap metabolic acidosis



Case 3 (admit 23/2/2559)

Management and Progression

Specific Rx: ceftriaxone, Roxithromycin

Supportive Rx: IV fluid (NSS 12000 ml IV 8o ml/hr),
O2 supplement, mucolytic drug



Case 3 (admit 23/2/2559)

Management and Progression
24/2/2559 fommmelawiles RR 28/min, lung-fine
crepitation both lung, CXR cardiomegaly wasds,
slightly increase lung congestion—=> Imp: volume
overload Mx: off IV fluid, Lasix 20 mg IV
26/2/2559 siheflonsladis PR 118/min—=> EKG sinus

tachycardia, Hct 26.9%—> PRC 1 unit—> Hct 34%
vasnnruihadmnawiey RR 24/min, PR 120/min, O2 sat

on canula 3 LPM 90%—> on mask with bag, CXR
congestion washa



Case 3 (admit 23/2/2559)

Management and Progression

28/2/2559 sithumelamies RR 28-32/min, O2 sat on
mask with bag 99% =2 sfihenlfian ETT, dulu NR, sioan
wihaelamiiossnnau RR 36/min gréufiss MO ambuiedial

AN



Case 3 (admit 23/2/2559)

Pitfall

Uncertained diagnosis
Inappropriate investigation : sputum C/S, H/C

Inappropriate volume status evaluation and
record fluid intake and urine output

Inappropriate management : No use of diuretic
drug after give PRC transfusion in volume
overload patient



Case 3 (admit 23/2/2559)

Prevention

Complete septic work up in septic patient due to
appropriate treatment esp. antibiotic use

Appropriate volume status evaluation and record
important data

Assess risk and benefit of blood transfusion in
patient who has volume overload status and use
diuretic drug in appropriate situation



Halaeimng ang) 81 1
Ny A
CC : bNANNUNNUAN 1 dayPTA
Pl :
3 month PTA inlailvn weneehaiian Runanaiufifiu gnanaviuuaied
1
1 day PTA uuainuedlaaanyn WEld Aulsdaaas 1mmmmgwm
Past history : CA prostate (Dx 2550) msl,wn’mmuﬂ@mqv T
Taangnunanszdningn
Personal history
NiszdRnumANguUIe usilaqiilAvyanuniuasquTILaY AL 55
yugnayungfinagu1edy, Umanisldansaninau



Vital sign — BT 36.8 ¢, PR 104/min, RR 22/min BP 130/70 mmHg

HEENT — mild pale conjunctivae
Heart — normal $S152, no murmur
Lung — clear, equal BS

Abd - soft, not tender

Skin — buttock : infected bedsore 6 cm at coccyx



Management

Admit

IV ATB : Augmentin 1.2 g IVg 8 hr
IV fluid : NSS 1000 ml IV 60 ml/hr
Dressing wound with debridement

Pain control : paracetamol, tramol

Septic W/U



Laboratory

11/1/16
CBC : WBC 11,110, Neu 84.4 % , Lym 9 %, Hb 6, Hct 19.4,
MCV 82.6, RDW 19, PIt 240,000
UA : clear, RBC 2-3, WBC 10-20, epi 1-2, Granular cast 3-
5/LPF, moderate bacteria, mucous 1+
Electrolyte : NA 142, K 3.8, Cl 107, HCOs 20,
BUN 43, Cr 0.6, GFR 145.82

Pus culture : no growth after 5 days



Management & progression

Correct anemia due to malignancy : PRC 1 unit

Het wasliiaan 25 %
4 Jusiann (13/1/60) Hilaalaniaie WAALLALA LEALNALKAR
fu — haloperidol (oral form) = Mﬁﬁ@ﬂﬂfuﬁﬂﬂﬂﬁﬂa Talduan
1UINE

v/

14/1/59 (6.00) HilaeiEivgansiam anmn e weildne

Vital sign : BT 36.8 ¢, HR 96/min, BP 110/70 mmHg, RR 24/min



Management & progression

14/1/59 (7.00) Hiloaizen1d3ansa saifiu 1n iaas
Vital sign : (X et b raTaT ol pulse 18 (cardiac arrest)

tU1R98 NR (no ETT, no CPR, no inotropic drug) 9 Death



Problem list

Infected bedsore grade 4
Prostatic cancer
Anemia

Unexplained cardiac arrest



Pitfall

Inadequate investigation, treatment and follow-up anemia
Not serial Hct
Not correct anemia

Not explore cause of anemia

Unexplained onset of cardiac arrest



[/ Q
LbINIIUDINW

Investigation for anemia : hemolysis?, bleeding, anemia of
chronic disease?

Close follow up anemia : serial Hct

Closed observe patient for early detection accidental events

Early counseling patient and family for unexpected events

(Full resuscitation Vs NR) 9 for prevent delay treatment



Caseg

frloemege ane 48 1
CC : W ana9 6 hrPTA
Pl :
1 month PTA thagalaseann iEnlunau dandu « e desuonlsau il lkirauldenmeu

2 wk PTA @189 1A HatIad AALUAIAINReININTy Iaaunuiing Auusdindniuus

6 hrPTA 14 uae Tiiensdnindensean wautlaannz s linnae fiesmesninau welava

4
AURE AINTNT TN.

Past history : Alcoholic cirrhosis 21An135n9" N WA 1 1)
= [ o U VY ddl 72
HUseARENFRLANIIANNALRWR 10 UNLAY
Uiaauienuazanmis

Personal history

o

= dl v o o B:/ 1 =
NilszdRnnmAnanand duaz 170, lguims



A Thai female, drowsiness, marked jaundice

Vital sign — BT 38 ¢, PR 132/min, RR 36/min BP 120/80 mmHg

HEENT — icteric sclera
Heart — normal S1S2, no murmur
Lung — clear, equal BS

Abd — mark distension, generalize tender



Management & progression

Imp : 1. SBP with sepsis 2. hepatic encephalopathy 3. alcoholic cirrhosis
child C

Admit

IV fluid : NSS 1000 ml IV rate 60 cc/hr

IV ATB : Ceftriaxone 2 g IV OD * 7 day

Correct hepatic encephalopathy : lactulose 30 ml po g 2 hr (hold 118l >
3/day)

- VLﬁL‘JJ?QIﬂu order U lactulose 30 ml po hs (hold 5ﬁmﬂLL5ﬂu'Tu€u)
On O2 mask with bag 10 LPM

Abdominal paracentesis for releasing (1-2 L/day)

& diagnosis

Septic W/U



Laboratory

27/2/16 DTX 93 mg %
29/2/16
CBC : WBC 6,920, Neu 79.2 % , Lym 15.6 %, Hb 6, Hct 17.4, MCV
93.5, RDW 15.2, PIt 91,000
UA : clear, RBC 3-5, WBC 5-10, epi 1-2, Hyaline cast 3-5/LPF,
moderate bacteria, mucous 1+
Electrolyte : NA 134, K 2.4, Cl 95, HCOs 24
BUN 11, Cr 0.72, GFR 91
LFT : AST/ALT 105/18, ALP 64, TP 8, albumin 2.02, globulin 5.9, TB
14.9, DB 12.39
Ascites fluid : alobumin 0.57 (SAAG 1.45) , G/S not seen,
WBC cell count 60 , PMN 30 %, mono 70 %



Management & progression

Correct anemia : PRC 1 unit

Hot YALAANNA 23 %
U/S abdomen bedside (1/3/59) : Decompensated cirrhosis

hepatomegaly with reticulonodular, genaralized liver parenchymal

echo, no mass/infiltration

well distend GB with bile sludge, no GB wall tension, murphy’s sign

neg
normal both kidney

splenomegaly 16 cm , no infiltration

Treat cirrhosis : lasix + aldactone



Management & progression

di = 9/d| = 1 % a
2/3/59 Rp DMNPRLILIAN NRINITHLY ] NAENNET] AN

Hepatic encephalopathy - improve
4/3/59

1.30 U. ﬁﬂqgﬁ BP drop (90/60 mmHg), PR 120 , oliguria (100cc/i29) -
WX rate IV 80 ml/hr, retain foley’s catheter

—> urine output 100-200 mi/433
7.30 W. HilaaiNa N sauNInay + BP drop

- Imp : hepatic encephalopathy — 13 lactulose + hold lasix, aldactone
Plan

W ATB 7 day, 191 lactulose treat HE,

If clinical worsening - Atl palliative care



Laboratory

5/3/16
CBC : WBC 19,870, Neu 79.3 % , Lym 12.1 %, Hb 7.8, Hct
21.7, MCV 89.3, RDW 17.5, PIt 200,000
Electrolyte : NA 137, K 3.3, Cl 97, HCOs 19
BUN 56, Cr 2.65 (1Au16 0.72), GFR 20.34
LFT : AST/ALT 112/18, ALP 79, TP 7.4, albumin 1.69, globulin
5.7, TB 19.9, DB 15.86
H/C — no growth after 5 day

Abdominal fluid culture — no growth after 48 hrs



Management & progression

AKI : suspected diuretics + albdominal paracentesis -
plan 19 Iv hydration

HE : A2l NR (5/3/59) =2 no ETT, no CPR, no inotrope
Continue ATB : ceftriazone
7/3/59 : F/U BUN 71 (48N 56), Cr 3.35 (LAN 2.65)

- suspected HRS
8/3/59 (18.30) : Death



Hepatorenal syndrome

Diagnostic Criteria (IAC 2015)

Cirrhosis with ascites
Diagnosis of AKI according to ICA-AKI criteria

No response after 2 consecutive days of diuretic withdrawal and volume
expansion with albumin (recommended albumin dosage is 1 g/kg of body
weight per day up to maximum of 100 g/d)

Absence of shock

No recurrent or recent treatment with nephrotoxic drugs

No macroscopic signs of structural kidney injury as indicated by proteinuria
> 500 mg/d, microhematuria (>50 RBC/HPF), and/or abnormal renal
ultrasonography

Angeli R, et al. J Hepatol 2015;62:968-74.




Problem list

Cirrhosis child C
Hepatic encephalopathy
AKI



Pitfall

Inadequate treatment for hepatic encephalopathy
Lactulose 30 ml po hs Aun91aza1e04 hold

2- 4 1.p. 59 filatnauAduazais = HE (4 1.A. 60)
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A9 W lactulose 30 ml po g 6 hr AUNINAZANLNINNG1 2 ASY/day

5\‘1% off lactulose



filoaine ane 72 1

CC : §U refer nauaNn InA ian15nE TN
Pl :

5 day PTA Na1n1siaadiasiies tfagnazldean daauantmmnnviiudnuas Tulld weulinay

4 day PTA ansnefiaw. 1adesiafitlaelif swe. Fqaides incarcerated inguinal hernia =2 right
hernioplasty post op Nifeyvnifaanazeaniiag 10-30 mi/nr A1 lasix 40 mg wasantiuilagiazanan

=

A

Today refer NAL WA LHBIAININARE recurrent hernia wal 3nA. InauNNFme ln&Ting
Past history : Ufjaalsatlszansia , Ugiasnissing
Uiaauienuazaimis

Personal history

ULasN19ANLATENANLEANA AR WIBGLILYT



Vital sign — BT 36.8 ¢, PR 84/min, RR 24/min BP 150/80 mmHg

HEENT — no pale, no icteric sclera
Heart — normal $S152, no murmur
Lung — clear, equal BS

Abd - soft, not tender

- wound : LN WLASLNG



Management

Imp : incarcerated indirect inguinal hernia S/P repaired Rt. [IH
Admit

IV hydration : NSS 1000 ml IV rate 80 ml/hr

Wet dressing wound OD

Pain control : paracetamol

ATB : amoxicillin (500) 2*2 po pc



Laboratory

9/12/15
Electrolyte : NA 139, K 3.4, Cl 105, HCO3 12
BUN 76, Cr4.4, GFR 14.82



Management & progression

10/12/58 (23.10) Hiloaidain1squaistluasannime wamaal
CH
Vital sign Uil : BP 170/80 , BT 36.5 ¢, PR 80/min, RR 24/min
Haloperidol 5 mg IV stat
Ativan (0.5) 1 tab po prn hs

11/12/58 (6.00) gjilaevgimunela, no pulse, no BP

Plan start CPR Weiilagl loss conscious + Aasiaty s tuls

D/C a1%nel death (suspected sepsis, ACS)



Pitfall

Inappropriate treatment for delirium

Haloperidol 1V - high risk for QT prolong, EPS

Unexplained onset of cardiac arrest

Don’t CPR in this patient
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LN route N7 IMENLFazTianauiiclae (Do not harm)
Haloperidol : oral, IM only !!!

Closed observe patient for early detection accidental events

Early counseling patient and family for unexpected events

(Full resluscitation Vs NR) 9 for prevent delay treatment

Tunsaunsnsiacym ldliass + filaeldlias Aaskias full treatment
(CPR) iadsylaaiungiaeiasuazaniliyninisneddasnianas



Case wihumulvany 78 3 u/d : TVD with CM S/P SK
n.e. 58 Uis CABG last echo 9/58 : EF 43 %,
Hypertension, CKD e

16/05/60 walalsian lali§umihen evm EKG ST depression
at Lead | ,aVL,V4-V6,ST elevate aVR,Vi-
2> wiz Trop-T stat <5o (21.45u.) 39 admit fisw.
doen sxni admit  Trop-T 268 = Diagnosis

STEMI with congestive heart failure
17/05/60 03.00u. 4s refer lusmmdafisn wazning



17/05/60 16.30%. d4lUSnEnsafiTn wasUning udan@Udiesmsld

ET tube ,CPR aslasumssnmlesld enoxaparin uagash
nauan liensiafiaw saee

PH : vigaangn neeguuvdlaed 68, Uiantseiimsunenvzoin

owng, Wlfansienda |, ldinarhdnsnnen



PE : Vital sign: BT 36.5 C,PR 74/min ,RR
20/min, BP 120/70

HEENT: neck vein engorged

Heart: normal 51,52, no murmur

_ung: fine crepitation both lung
Abdomen: normal

Ext: normal
Neuro: normal




Diagnosis : NSTEMI with congestive heart
failure

Management

Sasmfesns 1 ET —tube , CAG, inotrope ,CPR 4y
famanlt DAPT uas enoxaparin sefiwe uay treat Goswas
CHF uasurinne electrolyte imbalance ( fiswe 1+ lasix 80
mg IV Stat, Elixir KCL 30 ml po plan w3 dose uay

50%MgSO4 8 ml IV drip, MO 2 mg IV Stat)



Enoxaparin 0.6 mI SCq 12 hr

ASA (300) 1*1 po pc
Clopidrogel (75) 1*1 po pc
Simvastatin (40) 1*hs
Bisacodyl (5) 1*hs
Omeprazole (20) 1*1 po ac



Laboratory investigation : Lab fisw. wasning
Tro-15.32128.52, CK-MB 47.62>51.2
Na 138, K 3.15, CL102.8, HCO3 26.8, Mg 1.58
BUN 17, Cr1.09



Problem List

NSTEMI with congestive heart failure

Electrolyte imbalance ( hypomagnesemia,
hypokalemia)

Cardiogenic shock with congestive heart failure



Management and Progression

18/05/59 : ewldtuflanmmitaset Ws lung : crepitaton both
lower lung, Ext : no edema (/O 1200/200) lavins CXR

no new active infiltration, normal costophrenic angle
,N0 mass dsstart carverdilol v 2 4. 4 notify BP drop

70/40 l¢' load NSS 700 ml = BP 70/60 3squriu gnd no
tube, no CPR, no inotrope , Accept MO
19/05/60 : witssnniu Lung : crepitation left lung 2 CXR

%1 inhomogenous opacity right and left lung filed 2
off IV fluid

19/05/59 : wiwnhen witaasnnan 35l MO 4 mg |V Stat
20/05/59 (04.35%.) sitheideaia



Pitfall

dsusin volume status gn iiasan esaseme 89 4 fine
crepitation both lung , Ext: no edema,CXR: no

new active infiltration , normal costophrenic
angle, no mass vlilish 5es Congestive heart failure

improve usvseds aoiwhbilszduios Congestive heart
failure 41 stable swn

Delayed restrict fluid



Prevention

Treat congestive heat failure st stable row start
beta-blocker

Restrict fluid



Case 8

Case ythumamey 52 1 U/D Alcoholic cirrhosis

CC : snamaemusin

Pl : gn@litlseidh 3 funauansw. Aulmipeas ldraamegaansey
(ledflendhe) Lidld Somsdusudunanuaniiin wenadusn

PH: %q@ﬂWiﬁmqiwmw 3 1AM, @‘uuq‘m% 3 sausla i, Ufenanaande
seiamsuritviourians, Uiesssiendinchenldas 35 1



Case 8

PE : Vital sign: BT 36.7 C,PR 82/min,RR
20/min, BP 130/90

HEENT: icteric sclera

Heart: normal 51,52, no murmur

_ung: normal

Abdomen: mild abdominal distention

Ext: normal
Neuro: mild confusion




Case 8

Diagnosis : Hepatic encephalopathy
precipitate from hypokalemia, constipation
Management:

unly precipitate 2a9 hepatic encephalopathy :
constipation =2 lactulose 30 ml po g 3hr aunhazie
snnh 3 asa, hypokalemia = E.KCL 30 ml po q 4hr *

2 dose



Case 8

Laboratory investigation : 14/05/59

CBC:WBC 8,480, Hb 8.5, HCT 23.8, Plt 167,000,
NE 72.7% , LYM 16.7 %

Electrolyte: Na127,K 3.3,CL8g, HCO3 24,

Cri1.39

LFT:TB14.5, DB 10.96,TP 6.7, Alb1.96, Glb 4.7,
AST g7 ,ALT 16, ALP 104



Case 8

Problem List
Hepatic encephalopathy
Acute kidney injury
Bowel ileus
COPD with AE



Case 8

Management and Progression

16/12/59 viasla a:2959me marked abdominal distention,

tympanic on percussion = Acute abdomen series :

generalized small bowel ileus , no free air under dome

of diaphragm—> Retain NG tube ( Electrolyte : Na 133
, K2.8,CLg9, HC03 22 , BUN 11, Cr1.39)

17/12/59 hemasausiEas fud 9 hepatic encephalopathy
3% Improve waefimslst ativan (1) 1*3 po pc

18/12/592> lilafl note clinical auld
19/12/59> euldlidu $eess = hepatic encephalopathy

LLE/AY



Case 8

Management and Progression

20/12/59 : szvhavan . 43w 39 H/C * 2 sneuay empirical
ATB i cef-32gIVOD

21/12/69 :pjthefmewieuiesn O2sat RA 66 %, lung :

expiratory wheezing at right lung—> COPD with
AE 3wiu berodual lu , CXR poor air expansion, no

infiltration—> Clinical not improve aufugnd no ET
tube Accept MO



Case 8

Pitfall

Inadequate investigation and treatment Hepatic
encephalopathy
1. lumsa laifl note mavh ultrasound i ascites vl i ascites

faamzhang e R/O SBP mswifu precipitate 2as hepatic
encephalopathy (=iu SBP az delay ATB)

2. lusawusn clinical hepatic encephalopathy 5s improve g
wasnn v ativan anmsugas aaiufanananmsid Ativan

precipitate of hepatic encephalopathy



Case 8

Prevention
oo precipiate 1as hepatic encephalopathy liinue

lsiensldinngn benzodiazepine luauld hepatic
encephalopathy



Case ythumame 50 I U/D cirrhosis child C
CC : Fonlrasananayndresnsn 3 hr PTA

Pl:3 hr PTA fieslwasananaynmueniduwionse dla
sansnaneaiuan anldsawnausnauHEuIN.

PH: seansbisgssn 1 dion( fngriuas Y2 mesiodn ), guenidi
Tz 10 sausiainn 30 U, denaaande, Uazifimaunenie
g, ladinasnen



PE : Vital sign: BT 37.3 C,PR 88/min,RR
18/min, BP 110/70

HEENT: marked pale conjunctiva, marked
icteric sclera, Right nostril : bloody oozing
Heart: normal S1,52, no murmur

Lung: normal

Abdomen: ascites, ecchymosis, no
hepatosplenomegay

Ext: pitting edema



Diagnosis : Epistaxis Right nostril
Management :

Refer to PPK for propermanagement

1V fluid : NSS 1000 ml IV rate 8o ml /hr
Gauze packing right nostril



At PPK

Problem list

1. Epistsaxis = consult ENT uah no management &ah cause an
coagulopathy li¥treat coagulopathy seuii clinical improve i
bleeding (INR 2.472>1.5)

2. HBV cirrhosis child C = plan quiugné for palliative treatment
, Wn USG upper abdomen at OPD and Consult Gl at OPD

3. Hepatic encephalopathy = On lactulose 30 mI PO q 2 hr
auntazehe simaeaule, Frog leg positive

4. AKI (Cr 2.272 1.97) =2 plan hydration F/U BUN,Cr, Plan
evaluate Diuretic at OPD



Refer nausnsneansn. dauan
Active problem List

Hepatic encephalopathy grade |l

Acute kidney injury
Management

Admit

V fluid : NSS 12000 ml IV rate 60 ml/hr

_actulose 30 ml po q 2 hrif diarrhea snnni 3 a5l
nold




Laboratory investigation : 14/05/59

CBC:WBC 11,760 Hb 8.9, HCT 24.3, Plt 62,000,
NE 82.8%, LYM 7.2 %

Electrolyte: Na 150, K 3.7, CL 2118, HCO3 15

Bun 28 Cri.4

LFT :TB32.0, DB follows, TP 6.1, Alb 2.64, Glb
3.5, AST 194 ,ALT 25, ALP 182



Management and Progression
15/12/60 : ithussh munaudises thuganss 4 ass—> Hepatic
encephalopathy grade Il 5u improve=> Treatment
waeu lactulose 30 ml po hsuaslit Ativan(1) 1*3 po pc

16/12/60 : gfiheduas naudmms uondnann ld orientation 4
vhms abdominal paracentesis s work up cause
SBP = wa no SBP



Management and Progression

17/12/59 : & notify g content rau feed lableed dauiis
a0 15 Ml leiae HCT Stat
2525202212202 20219 asli omeprazole
80 mg IV Stat then 40 mg IV g 12 hr quiugné sl RBC
tranfusion funiles accept MO

19/12/59 : & notify BP70/20 mmHg eurfuané@dnsen no
inotrope, no NSS load fuites accept MO



Pitfall

1. Inadequate investigation and treatment
UGIB > Refer for EGD s work up m cause

Not correct anemia

2. Inadequate treatment Hepatic encephalopathy

Cause Antananms b Ativan lls hype rnatremia g aandi
NAUAN refer o8 Na150 9C||n|ca| @%\/Lsﬂg(ﬂ’g mma‘ugtﬁtm LL@]‘ViEﬂG"mﬂ\l@

ativan = hepatic encephalopathy



Prevention

Investigation for UGIB

Correct anemia daisu risk fiu benefit usrensagliifiosan
UGIB = Hypovolemic shock = Death fafleniumsl
blood transfusion uswhlsiia hepatic

encephalopathy
lslensldinngn benzodiazepine luauld hepatic
encephalopathy



