Case conference

e Case iD: .
° R1 EL&E1X
* Supervisor VS #irfg
o 2014/07/07

Patient Profile

e 77Y/0 ¢

2014/xx/xx 10:01

E4V5M6

T/P/R=35.8/98/22; BP = 129/55mmHg
» SpO2 = 99%

s BT  WALRAREER - ERE
° Triage = Il

Present lliness

C.C: SENRAHRK
Both leg edema since this morning
no ocbvious SOB;

B cough; no fever;
ROB—HX

Past History

* NKDA;
» Hx of Neurogenic bladder s/p Foley;
* DM (+); HTN (+);

Physical Examination

Clear consciousness;
supple neck;

clear BS; RHBs;

abd.: soft ; no tender point;
ext.: freely movable

Impression

* AUR
» leg edema, r/o lung edema




Initial order (day 1, 10:13)

Day 1, 10:30

VBGEE
* On Foley oH 738 * EKG
* F/S (107) pCo, 306 * ONn monitor
- VBG6 PO, 69 « KCL 3amp po st
« Hb, WBC, D/C AROE 13': « KCL 20meq in N/S 100mL run Lhr st
- Crea tcg; = « f/lu VBG6 at 13:00
« CXR 50, 93%
¢ on lock IMNa 132

K 22

Hct 32.0%

Hb 10.9
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Lab data

Hb. WBC. D/IC &4k

Hb 11.2 Crea. 0.89
WBC 6.6 .eGFR | 61.5
Differential count

Seg. 73.0%

Lymph. 16.0%

Monocyte 11.0%

Eosionophil 0.0%

Basophil 0.0%

Atypical lym. | 1.0%

Day 1, 14:29, Current problem

» Hypokalemia/AUR

- S/p Foley
- oral Kcl supply & flu VBG6

* Leg edema, r/o CHF related

- HFheart echo
- be ware of hypokalemia
- iv rasitol lamp

- if clinically stable, may consider discharge with oral Kcl & diuretics
+ DC monitor
+ Rasitol 1amp iv st
+ Kcl 2amp po st
« flu VBG6 at 21:00
« heart echo
= HEnephro /K
- HEEC




Heart echo &

EF 67%

* no regional wall motion abnormality;
normal LV contractility and wall thickness;
* moderate MR; mild~moderate AR;

Day 1, 19:55 (K+ 3.1)EC order

* 21:00 fRMANHH

* Cortisol, TSH, fT4, osmolarity
* urine BUN, Crea, K, Osmolarity

* (day 2, 00:45) f/u VBG6 at 05:00

« P-N

- BE nephro IX - #B1E3B xx A2
(BE& : f/lu data; MBD & OPD f/u if no other

problem )

44k (Urine ) D1, 21:38 VBG6  |D1.10:29 |1, 13:53[D1, 20:53 [D2, 05:31
BUN pH 7.38]  7.397 7.452) 7.403
Crea. 16.4]  |pCO, 306 289 256 314
eGFR PO, 69) 85| 73| 73
TP.Cr BE Tl 7| | 5
K 20 HEOs 18.1 177 17.8 19.6
Osmao. (urine) 398  [ICO: 19| 19 19 21
Osmo. (bload) 275 SO, 93% 7% 96% 95%
MNa 132 135 137] 139
K 29| 31 31 31
Het 32.0% 28%| 31.00% 32%
Hb 10,9 95 105 10.9)

Day 2, 11:42, P-N

« S: forehead pain as usual;

« O:
- clear consciousness
- coarsed BS;
- abd.: soft; no tenderness;
- bil. Feet edema 1+
= pupil (3+, 3+);
- neck supple;
. A
- Hypokalemia, cause?
- Metabolic acidosis, cause?
- Acute bronchitis
- DM, HTN
- neurogenic bladder

* P:

- Tinten 1# po st
- DC Hyzaar (&

diuretics )

- ketone, lactate, ClI

44k ( blood )

ketone 01
Cl 108
lactate a.8

Day 2, 20:14

* Na-CI-NaHCO3

=139-108-19.6 = 11.4 - non-AG acidosis
- Urine Na, K, CI, Crea

- urine gas

- U/R, uc Urine Gas 24K ( Urine }D2, 21:19

_ * pH 3 Crea. 389

B/C*I pCO, 204 .eGFR

- Tinten 1# po st [P% 1414 |TP.Cr
Het 31 |Na 49
BE 128 K 8|
FLe 104 cl 58|
S0, 99% | |




Day 3

* 04:00
- PCT (negative)
- Curam 1.2g ivd g8h+st (hold 09:00 dose)
- VBG6 (cm)
- CRP (cm)
* 05:26
- KCL 1amp po st
- Radi-K 2# po tid *2days
+ 13:22 admission

Discussion
simple and rapid approach to hypokalemia

Lin SH, Chiu JS, Hsu CW, Chau T. A simple
and rapid approach to hypokalemic paralysis.
Am J Emerg Med. 2003;21(6):487-91.

* ABG

UK/UCT ratio o 17meqmg)

TTKG = (U/P[K]/(U/P[OSM]) (53 osm: usp )
« Urine osmolar gapeqq = 2 [NH,*]

F ith a low K* vrine ‘

Metabolic acidosis | [ Metabolic alkalosis

I |

* HPP

+ Barium intoxication

« Chloroguines

+ j,-adrenergic agonist
« Theophylline

+ Caffeine toxicity

« Alkalosis

« Hypothermia

+ Anabolic state

+ Hyperadrenergicstate

* Profound diarrhea

+ Short bowel syndrome
+ Laxatives

+ Malabsorption

« Villous adenoma

* Anorexia nervosa

* Chronic alcoholism
+ Remote diuretics

+ Excessive sweating
* Cationic resins

| Hyp with a high urine K* excretion |
I
Wetabolic alkalos:
iy excretion
Higgh High Mormal
+ Toliena
sbuse Renin 1 Fenin 4 fenin | = ucr

+ Brofound Alda 1 Addo T Al 4 [vors; [ocrs]
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1. Medical emergency
. Avoid risks of K’ shift into cells
3. Magnitude of K~ deficit

. Route of K~ administration
. K preparations

. Adjuncts to therapy

7. Associated settings

Treatment

Cardiae arrhythmia, respiratory msufficiency
Do not give glucose, insulin and NaHCO,
Large vs. small does of K~

Central, peripheral or oral

KClvs. KHCO, (K citrate) vs. K phosphate
K -sparing agents, ACEIL AIlA

HPP. chronic hyponatremia, hyp £
severe metabolic acidosis, low muscle mass

ia, volume






