Case 1-Basic data

* Gender: 58-yo male
= Date: DAY1 20:12
» C/IC:HER, i, =58
CAS E R E PORT = TPR:36.1/79/26 BP:113/48
SpO2: 8% GCS: E4V5M6
S PN = Triage:1
RIGEZE/F FRIM
103.03.01

Present illness History

General weakness for about 2 days = Medical history:
BT R H 1% several times 0ldTB=> COPD(?)
No abdominal pain HTN

Fever: ) /&R DM

B BBk, RS, TR 2 A L = Allergy: NKA
HHEHX

i B 4 S>Eskour ER

Physical Examination Impression

Consciousness: clear ®* r/o occultinfection
HEENT: neck supple

Chest: mild wheezing breathing sound

Abdomen: Soft, no tender point

Extremities: freely movable




Order DAY1 20:15

Triage | WBC/DC/Hb, PLT
02 mask 6~10L/min BUN, Cr, Na, K, CRP
Combivent 1vial INH N/S run 6oml/hr

ST CXR, EKG
Solu-Medrol 120mg FIS ()

VST Triage 24 Il

ABG (3)

B/Cx I

Order DAY1
I 7373
20:30 27.9

F/ S showed HI
BE |

NS sooml IV
challenge ST 163
;

F/S Q1iH x 32X
Rl10u IV ST a

502 |
Na  [EM
ABG(3)G(6) L -/
Het |
Hb |

96%

82
-9
7
2

= AE{EJ1Cl, Osmo 33%

11.2

CXR DAY1

DAY1

fIOOWET
21000/l

101/11/25

BEEEAE | HEE | BEEEN | BleEE | BARERE

Blood Ketone 0.9  mmolL 0.000 0.600 *H

R ER | G| RS ERL | SR | ARG | Lol | Wi |
meiL 2000 20,000 18
mghdl 0,500 1300

il 108,000
mOumkg
200300 mgML

Order DAY1 21:35 (1hr23min)

= F/S showed HI

= On line 2 with Rl 5ou in N/S sooml run
6oml/hr with pump IV

= Flumarin2gIVST
= Chest /Abdominal CT without contrast




Chest/Abdominal CT without
contrast

DAY1 22:27 (2hri5min)

Order DAY1 22:35 (2hr23min)

On Foley

st 48{E for ICU evaluation

On Critical

I CV Dr.5E for suspected AMI
ftroponin |

Order DAY1

22:50 (2hr38min)
ABG (3) ST for
dyspnea

PT/IAPTT

23:30 (3hr18min)
Sent pt to Cath room
on call

On CVP

LI 7380
pco> TR

o: [
so: PR

Order DAY1

23:30 (3hri8min) = | actate (from CVC)
Tapal 3tab PO ST = CXR (P)

Plavix 4tab PO ST = 23:56 (3hrg4min)
Heparin 400lU IV ST = Sent pt to cath room

CRETHER | R0 REEEND | B e | BARSE | Hilof
FT &CONG 5

Neamal contrel 105

IME. 1.50 | Rabo

AFTT 00 second

Neamal contiol V. ond

PLT 70K, INR:1.5; CV Dr.5% ZJDr. f[424E, Agree
Tapal/Plavix and Heparin use

Post CVP X-ray




STEMI, inferior wall
with cardiogenic shock,
s/p PCl with thrombo-
suction and bare metal
stent insertion to RCA
proximal on DAY2

Coronary artery disease,
triple vessels, LAD
diffuse atherosclerosis,
LCX-proximal 75%
stenosis, -middle 90%
stenosis, RCA-proximal
95% stenosis with TIMI
1 flow

Admission DAY2

» Tentative diagnosis
STEMI
Diabetes mellitus with diabetic ketoacidosis
Acute kidney injury, suspect dehydration related
Pulmonary tuberculosis under treatment

E | 1 + Clindamycin 6oomg Q8H IV (7 days)
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bl i :k:‘ - == Ceftazidime 1g Q12H IV(7 days)

DAY2

T E NN T TI ST W LT

16| SRR

ERARE | HE TR ML

REBFHEAN | B8 BB

HbALC 11.70 %

WEANE SR

| Heart Echo:
Inferior wall hypokinesis,
EF:68%
Trivial MR, AR, TR

[EEminE eEe eEaTR BieRe BiewW
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DAY3->DAY5

SPUTUM CULTURE AND GRAM'S STAIN:
GRAM'S STAIN:

PMN 10-25 /LPF

Squgmous epithelial <10 /LPF
Organism:

1.Klebsiella pneumoniae --- Few

2.Candida albicans --- Few

Consult INF: Pneumonia,
T bt a : . Give Fortum and
BETHAR | REE  BEERG R R BTN HiLoW HIERMA 7 g i Clindamycin

Consult GI: Abnormal
liver function r/fo shock
episode related, arrange
abdominal echo, check

B/C DAY1->DAY10 DAY10

* PRELIMINARY BLOOD CULTURE REPORT:
No microorganism grow in 3 days cultured and T
final report pending.

e FINAL BLOOD CULTURE REPORT:

No microorganism grow in 7 days cultured.




= DAY1o0 chest
echo:

= Right lower lung
atelectasis

= DAY13

WEAILESR GEd SSEEN 8o nd

Discharge DAY13 DISCUSSION

= Final diagnosis:
STEMI s/p PCl and stent

Pneumonia, right lower lobe with lower lobe 1 DKA
collapse, improved - ;

Diabetes mellitus with diabetic ketoacidosis, Troponm |
improved 2.

Acute kidney injury, resolved

Pulmonary tuberculosis under treatment
Asthma

Diagnostic criteria for diabetic ketoacidosis (DKA) and
and hyperosmolar hyperglycemic state (HHS)

.
Signs and symptoms of DKA I =
HHS
Mild Moderate Severe
Plasma glucose >250 >250 >250 >600
o : (mo/aL)
early symptomes: polydipsia and polyuria. e e Py ey
7.30
Malaise, generalized weakness, and fatigability serum 15t 18 [10t0 <15 | <10 16
bicarbonate
Nausea, vomiting; diffuse abdominal pain(+/-) e i
; . wrineg ketones™ Positive Positive Positive Small
decreased appetite, and anorexia Serum ketones" | positive Postive | sman
. . Effective serum variable | variable variable -320
Decreased perspiration ormotaiey
(mOsm/ka)s
Altered consciousness (eg, mild disorientation, i Anion gapa 10 12 ik A
. . Alteration in Alart alart/drowsy | Stuporfcoma | Stupor/coma
confusion); frank coma is uncommon but may sensoria or !
. ) X mental DKA diagnostic criteria: serum glucose >250
occur when the condition is neglected or with BRSSO mo/dI, arterial pH <7.3, serum bicarbonate

<18 mEq/l, and moderate ketonuria or

severe dehydration/acidosis




Predisposing or predpitating lactors for diabetic k
state

DA HHS

Inadequate insulin treatment or Inadequate insslin trestment o nescompliance (21 te 41
nancompliane s percent)

Meve omset disbetes (20 to 25 percent) Acute Eness

Acute lliness Infection (33 b

ute pud

Intestinal obetruction

Predisposing or precipitating factors for diabetic ketoadidosis and hyperosmolar hyperglycemic
state

DKA | | HHS

Fndacrine

Lab testing

Serum glucose levels

Serum electrolyte levels (eg, potassium, sodium, chloride)
Amylase levels

Urine dipstick

Ketone levels

Serum or capillary beta-hydroxybutyrate levels

ABG measurements

Bicarbonate levels

CBC count

BUN and creatinine levels

Urine and blood cultures if intercurrent infection is suspected
ECG (or telemetry in patients with comorbidities)

Imaging tests

= Chest radiography: To rule out pulmonary
infection such as pneumonia

= Head CT scanning: To detect early cerebral
edema;

use low threshold in children with DKA and
altered mental status

» Head MRI: To detect early cerebral edema
(order only if altered consciousness is present )

l Complete initial evaluation. Check capillary glucoss and serum furine ‘
et

to confirm ai
Start IV fluids: 1.0 L of 0.9 percent Nacl per howr.
T

[Potassium | [Assess need 41,. Bicarbonate |

Copyright © 2006 American Diabetes
Association From Diabetes Care Vol 29, Issue
12, 2006. Modifications from Diabetes Care,
Vol 32, Issue 7, 2009. Reprinted with
permission from the American Diabetes
Association.

When semsm glucose reaches
200 ma/dl, changs to 3
percent dextrose with 0.43
percent Macl at 130-250 mishe

¥

Elevations of cardiac troponin in the absence of overt ischaemic heart
disease

Damage related to secondary myocardial ischaemia (MI type 2)
Tachy- or bradvarrhythmias

Aortic dissection and severe aortic valve disease

Hypo- or by &g h shodk, e gency

and chromc heart falure without significant concomitant coronary artery disease
AD)

Hypertrophic cardsomyopathy

Coronary vasculitis, eg, systemic lupus erythematosus, Kawasak syndrome

Coronary endothehal dysfunction without significant CAD, &g, cocaine abuse
Damage not related to myocardial Ischaemia

Cardiac contusion

Cardiac incisions with surgery

Radiofrequency or crycablation therapy

b lysis with cardiac involvement

Myocarditis

Cardictoxic agents, &g, anthracydines, herceptin, carbon monoxide poisening

Severe burns affecting >30 percent of body surface




Elevations of cardiac troponin in the absence of overt ischaemic heart
disease

Indeterminant or multifactorial group

Apical balloening syndrome

Severe pulmonary embolism or pulmonary hypertension
Peripartum cardiomyopathy

Renal failure

Severe acute neurclogical diseases, ey, stroke, trauma
Infitrative diseases, e, amyloidosis, sarcosdos:s
Extreme exertion

Sepsis

Acute resparatory failure

Frequent defibrilater shocks

From: Thypesen K, Mair J, Katus H, ot 3l. Recommenda! ‘or the use of cardiac troponin
measurement in acule cardiac care. Eur Heart J 2010, 97. By permission of the
European Scciety of Cardiclogy. Copyright © 2013 Oxford University Press.

i Carmiol. 2008 Feba1 1, gk 10 9002ce 20167

Positive troponin in diabetic ketoacidosis without evident acute coronary syndrome predicts adverse
cardiac events.

£Maliah M', Zuben O Aoda b, Kim HE

Author information ¥

Abstract

ACS has not baen studnd

METHODS: Retrospective study of all patents admitled 1o & U.S. (erary cenles between 01/96 and 12/00 with DKA and had troponin |
lervel measuned. Patients with evidence of ACS or who met the American College of Cardiology/European Society of Cardiology
(ACCESC) dafindion for myocardial mfarcion were excleded, Basaine characlenstos, cardiac evaluation and 2 year major adverss
cononary event (MACE] rase were companed Detween pabents wilh positve and negative roponin.

RESULTS: Ninety-six patients fulfilied the inclusion crieria of this study, 26 had pasitive froponin. There were no differences in baselng
characlenshcs between the two groups. Afler & 2 year follow-up, thene was sigribcantly mcreased mortabity in pabents wilth elevaled
troponin (50.0% versus 27 1%, hazard-rabo (HR) 2.3, 85% conbdence mlenal (i 248, p=002). Pabents with elevated lroporn
also had significantly increased MACE rate al 2 years (50.0% versus 20.6% HR 26, 95% C11.3.5.3, p = 0.007) drven primarily by
mortality. Using Cox Proportional Hazard Analysis. elevated troponin wes @ prediclor of increased MACE after adjusting for confounding
variables. (Adjusted HR 2.3, 95% C11.1-4.6, p=0.02)

CONCLUSIONS: Elevated troponm | m diabebc B ® B 7 lnuea oo group at very hogh sk for fulure cardbiac vents
and mortabty. Whether candiac nisk stralihcaton of these pabents will sprave lang berm oulcome remains 1o be studed
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