
DOCTOR’S  ORDER SHEET  SOIDAO HOSPITAL

ORDER FOR ONE DAY ORDER FOR CONTINUATION

3 JAN 09 (22.15)

- Plasil 1 amp IV stat

- Pethidine 50 mg IV prn for severe pain 
q 6 hr



DOCTOR’S  ORDER SHEET  SOIDAO HOSPITAL

ORDER FOR ONE DAY ORDER FOR CONTINUATION

3 JAN 09 (23.00)

notify BT 36.5 c PR 96 bpm BP 90/60 
mmHg   )repeat� 90/60 mmHg 

*+N/V -./01234546789

- NPO

- Ranitidine 50 mg IV q 8 hr

- Retain NG =58>9?19



DOCTOR’S  ORDER SHEET  SOIDAO HOSPITAL

ORDER FOR ONE DAY ORDER FOR CONTINUATION

3 JAN 09 (23.00)

- NSS 1,000 cc IV free flow Keep 

BP ≥ 90/60 mmHg 
If BP D*5EFG4 load 200 cc

If BP ≥ 90/60 H->+IJ4 IV H-K4 
5%D/N/2 1,000 cc IV 30 cc/hr

-Observe 8N2NO=58

OPQ.



DOCTOR’S  ORDER SHEET  SOIDAO HOSPITAL

ORDER FOR ONE DAY ORDER FOR CONTINUATION

3 JAN 09 (23.30)

- BP 80/50 mmHg PR 92 bpm Load 
NSS H/S*TU7POV 1,000 cc

- Keep BP ≥ 90/60 mmHg 
OPQ.



DOCTOR’S  ORDER SHEET  SOIDAO HOSPITAL

ORDER FOR ONE DAY ORDER FOR CONTINUATION

4 JAN 09 (00.20)

notify BP 80/60 mmHg PR 100 bpm
RR 36/min 

-Dopamine (2:1) IV 10 mcd/min tritate q 
30 min 6+>X 2 mcd/min 

- >/ rate NSS 1,000 cc IV 80 cc/hr

- If not void in 6 hr after admit pls notify

OPQ.

4 JAN 09 

- Ceftriaxone 2 g IV OD

OPQ.



DOCTOR’S  ORDER SHEET  SOIDAO HOSPITAL

ORDER FOR ONE DAY ORDER FOR CONTINUATION

4 JAN 09 (01.15)

notify BP 80/50 mmHg U8VHU4^I8J    

O2 sat ( RA ) 93% 

- Ventolin (1:3) NB Q>_V Berodual (1:3) 

NB prn q 2 hr

->/ rate NSS 1,000 cc IV 40 cc/hr

OPQ.



DOCTOR’S  ORDER SHEET  SOIDAO HOSPITAL

ORDER FOR ONE DAY ORDER FOR CONTINUATION

4 JAN 09 (01.15)

-Dopamine (2:1) IV 15 mcd/min tritate q 
30 min 6+>X 5 mcd/min 

If Dopamine max 30 mcd/min 

-if BP < 90/60 mmHg pls notify
-if BP > 90/60 mmHg give lasix 40 

mg IV stat

OPQ.



DOCTOR’S  ORDER SHEET  SOIDAO HOSPITAL

ORDER FOR ONE DAY ORDER FOR CONTINUATION

4 JAN 09 (03.00)

notify 2OXQ_V2OXQ5NJ ->NJ*^8->NJH67N
*5.9 DTX stat 12 mg%

- 50% glucose IV 50 cc/hr stat

OPQ.



DOCTOR’S  ORDER SHEET  SOIDAO HOSPITAL

ORDER FOR ONE DAY ORDER FOR CONTINUATION

4 JAN 09 

- CPR

- 50%glucose 50 cc IV 

- Adrenaline 11 amp IV

- Atropine 2 amp IV

- NaHCO3  50 ml IV

- On ETT No.7.5 depth 18 cm

- DEATH 04.15 4 � UJ1/ CPR



PRINCIPAL DIAGNOSIS

SEPTIC SHOCK

COMORBIDITY

CIRRHOTIC LIVER

COMPLICATION

HYPOGLYCEMIC COMA IN NON DIABETIC PATIENT



CONSIDERATIONS

Charcot’s triad consists of fever, RUQ 
pain, and jaundice. It is reported in up to 
50-70% of patients with cholangitis.

Recent studies believe it is more likely to 
be present in 15-20% of patients. 



CONSIDERATIONS

Fever is present in approximately 90% of
cases.
Abdominal pain and jaundice is thought to 
occur in 70% and 60% of patients, 
respectively. 
Patients present with altered mental status 
10-20% of the time and hypotension 
approximately 30% of the time.  



CONSIDERATIONS

Many patients with ascending cholangitis
do not present with the classic signs and 
symptoms. 
With septic shock, the diagnosis can be 
missed in up to 25% of patients. 



CONSIDERATIONS

Consider cholangitis in any patient who 
appears septic, especially in patients who 
are elderly, jaundiced, or who have 
abdominal pain. 
A Hx of abdominal pain or symptoms of 
gallbladder colic may be a clue to the 
diagnosis. 



PITFALLS

History taking and physical examination
Evidence for diagnosis

Delayed diagnosis

Need more initial investigation for Dx and Tx
Delayed antibiotics administration

Need closed monitoring
Should obtain appropriate culture before ATB  
administration

Need source control
Vasopressor dose adjustment

Steroids administration
Appropriate refer

Medical record



CASE 

PRESENTATION II



PRINCIPAL DIAGNOSIS

CONGESTIVE HEART FAILURE

COMORBIDITY

ACUTE RENAL FAILURE

ANEMIA, UNSPECIFIED

COMPLICATION

-



MANAGEMENT IN CONGESTIVE HEART FAILURE

Confirm diagnosis <Framingham criteria>

Indication for hospital admission

Evaluate 

� Functional class

� Volume status

� Precipitating factor

LAB : CXR, EKG, Echocardiogram, CBC, UA, BUN, Cr, 

Electrolyte, LFT



Salt restriction < 3 g /day

Absolute bed rest

Oxygenation

Diuretic and/or nitrate in fluid retention

Control blood pressure and dyslipidemia

MANAGEMENT IN CONGESTIVE HEART FAILURE



Medical treatment

� Diuretic in fluid retention (pulmonary congestion, 

ascites, pitting edema)

HCTZ (Cr<2mg/dl)

Furosemide (max dose 400 mg/day)

Spinorolactone in recent or  recurrent HF in NYHA 

Fc III-IV

Mornitoring : BW OD (decrease 0.5-1kg/day)

MANAGEMENT IN CONGESTIVE HEART FAILURE



Medical treatment

� ACEI is 1st line for all stage of HF 

2nd line is ARB 

3rd line is hydralazine with nitrate

� Beta-blocker  in NYHA FC II-IV with stable condition

MANAGEMENT IN CONGESTIVE HEART FAILURE



MANAGEMENT IN RENAL FAILURE

Identify type:

Pre renal ARF

Intrinsic ARF

Post renal ARF

Investigation:

UA

Urine osmolarity

Urine indices – UPCI, Urine Na, FENa.

Pre renal ATN

UPCI >40 <20

Urine Na <20 >40

FENa (%) <1 >1



Supportive treatment

Volume status > Balance I/O 

(Pulmonary congestion Vs ischemia)

� Role of furosemide

� Role of dopamine

MANAGEMENT IN RENAL FAILURE



Supportive treatment

Hyperkalemia

� Restrict K+ take : food and drug

� Role of Dopamine

� Kayexalate, Kalimate

� Dialysis ( Indication AEIOU )

Metabolic acidosis

� Role of NaHCO3 in HCO3- < 15 mEq/L

MANAGEMENT IN RENAL FAILURE



PRINCIPAL DISEASES

GENERALIZED EDEMA

HISTORY

CC:  V.*6_G9=_.  UNJT0HU4̂I8J 1 Q_-/NUf2584*N

PI :  2 Q_-/NUf PTA  V54D*5*+3O9 gN=ShND-TU74GiNH2>^86+IP>S4S2  3>X 

O_VJN*N2S46+IV7N4  8Jj5V7N4O_V-OX6N48NUNOD/7

1 Q_-/NUf PTA V.*6_G9=_.  TVU47N3>XH->^82=NV.*  UNJT0

HOk.HU4̂I8J  gN=STU7-OX._=S-lQQN.XV58J  882/+

PH: -mSHQnoOP-OX0iN=_.3>X3h7JN



SYSTEM NORMAL ABNORMAL

General appearance √

HEENT √ =NV.*EFG4-OX*Np 1 wk

CVS √

Respiratory √ U8VHU4^I8JEFG4-OX*Np 1 wk

Abdomen √

Genitourinary √

Skin √

Trunk& spine& 
Extremities

√ 3E4ENV.*EFG4

CNS √



PHYSICAL EXAMINATION

V/S            : BP 180/90 mmHg PR 68 bpm

BT 36.2 ° c           RR 28/min

%SpO2  RA  : 81% on canula 3 LPM � 99%

HEENT       : puffy faced, neck vein engorged .

HEART       : PSM gr II at apex, radiated to axilla.                              

LUNG         : Fine crepitation at both lungs.

ABDOMEN  : Soft, no guarding and mild distention, ascites .

EXT           : Pitting edema 3+.

NERVOUS  : Motor gr III at least all.

OTHER      : ?N*=8VOj7HÔI89/ ?N*x^I8=8VD/7



PERTINENT FINDINGS

FROM HISTORY AND PHYSICAL EXAM

GENERALIZED EDEMA

PROGRESSIVE DYSPNEA

PULMONATY  EDEMA

PANSYSTOLIC MURMUR GRADE III AT APEX 

NECK VEIN ENGORGED 

ASCITES 



DIAGNOSIS

CONGESTIVE HEART FAILURE WITH VOLUME OVERLOAD

R/O ACUTE RENAL FAILURE

ANEMIA





VITAL  SIGNS



Fluid Intake/Output



DOCTOR’S  ORDER SHEET  SOIDAO HOSPITAL

ORDER FOR ONE DAY ORDER FOR CONTINUATION

3 Aug 09 (13.30)

-Admit

-Blood for CBC, BUN, Cr, Eylyte

-UA

-Chest X ray

-EKG 12 leads

-On O2 canula 5 LPM                  

monitor keep SpO2≥95%
-Lasix 40 mg IV q 6 hr with stat

- On saline lock

3 Aug 09

-Record V/S

-Record I/O 

-Restricted fluid oral <1,000 ml/day

-Low salt diet

-Restrict Na < 2 g/d

-BW OD

MED

- none



INVESTIGATION
CBC 3/8/2009

Can u find precipitating cause from this CBC ? ANEMIA



INVESTIGATION
PBS 3/8/2009

Dx? Chronic blood loss DDX parasite



INVESTIGATION
UA 3/8/2009 FOR WHAT? Infection and protienuria (edema) 



INVESTIGATION
EKG 3/8/2009 Find precipitating cause and comorbidity

WHY WE HAVE TO DONE EKG?



INVESTIGATION
EKG 3/8/2009

Pls interpret this EKG JVR with 
bradycardia, no cardiomegaly



INVESTIGATION

Chest X Ray 3/8/2009

Bilateral pleural effusion with no cardiomegaly

>> Volume overload 

What we should notice?

- Cardiomegaly

- Cephalization

- Pleural effusion



DOCTOR’S  ORDER SHEET  SOIDAO HOSPITAL

ORDER FOR ONE DAY ORDER FOR CONTINUATION

4 Aug 09

- Retained foley cath

- On O2 canula 5 LPM                          

keep O2 sat ≥ 95%
- Lasix 80 mg q 6 hr

- Observe urine out put                               

if 16.00 ≤ 400cc/hr pls notify
- Blood for CBC, BUN, Cr, Eylyte, PBS 

tomorrow

- If {>LAB882 pls notify

4 Aug 09

- Record I/O (ml)

- Restrict fluid ≤ 600 cc/hr
- 484U_.Qj9



INVESTIGATION
Electrolyte 4/8/2009

What is common metabolic imbalance in ARF?

Metabolic acidosis, hyperkalemia

What is metabolic imbalance in furosemide used?

Hyponatremia, hypokalemia, metabolic alkalosis, hyperglycemia



INVESTIGATION
CBC 5/8/2009



INVESTIGATION
Electrolyte 5/8/2009

Pls interprete

� Hyperkalemia

� Cr rising



DOCTOR’S  ORDER SHEET  SOIDAO HOSPITAL

ORDER FOR ONE DAY ORDER FOR CONTINUATION

5 Aug 09

- Lasix 80 mg IV q 6 hr � off

- On O2 canula 5 LPM                         

keep O2 sat ≥ 95%
- O2 sat RA hO1594+GHx7N 

- Chest X ray hO1594+GHx7N

5 Aug 09

- Stool occult blood x III days

- Stool conc. for parasites

OPQ.



DOCTOR’S  ORDER SHEET  SOIDAO HOSPITAL

ORDER FOR ONE DAY ORDER FOR CONTINUATION

5 Aug 09

-NTG (1:5) sig. 6 ml/hr titrate HhSI* 2ml/hr

Keep BP ≥ 90/60 mmHg (for increase 
effective circulatory volume)

-off lasix H/S*

-Lasix 80 mg IV q 8 hr 

-Blood for BUN, Cr, Eylyte hO1594+G

OPQ.


