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Sample Cases

Case 1

On short call, the GI Liver team admits Ms. Williams, a 49 yo woman with end-stage liver disease and cirrhosis secondary to autoimmune hepatitis.  At baseline, she is on spironolactone, lactulose, and lasix.  She was placed on the transplant list and has had frequent bouts of hepatic encephalopathy.  She presented to clinic today with worsened ascites, and was subsequently admitted to the short call team. She has had multiple paracentesis in the past in clinic, all successfully, but this time she is admitted to improve her status on the transplant list. On further questioning the patient’s family, it seems that the patient’s clinical status is truly at baseline, except for worsened ascites. Her mental status is fine. The short call team draws labs (shown below) without significant abnormality (including UA, CXR – all normal).  Her aldactone dose is increased, and plans are made for a therapeutic paracentesis.  The team elects to get an ultrasound-guided tap.  However, the ultrasound is scheduled for 9:00 PM and the intern has the day off tomorrow.

Day
Na
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Adm
143
4.6
102
32
28
1.3
101
5.2
9.8
29.7
95

2.1
52
59
182
13.9

[image: image1.bmp]Signout Narrative

6B: Williams (3333-3333), FF/FC

49 yo woman with ESLD secondary to autoimmune hepatitis, on the TP list.  Admitted today with worsened ascites, and to improve status on the transplant list.  Mentation at baseline, no sign of infection.  Is somewhat uncomfortable because of worsened ascites.  Increased aldactone dose.  Due to get ultrasound marking tonight at 9:00.

· Please perform paracentesis at mark.  No need to send off any parameters.  Should be fairly straightforward.
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Sample Cases

Case 2

Mr. Paulette is a 60 yo man with a long standing history of type II DM, chronic renal failure secondary to DM and HTN (baseline Cr 3.0), currently he presents with a worsening diabetic foot ulcer.  He was admitted from clinic yesterday with concern that his infected ulcer had spread to bone.  On presentation, he is afebrile, but he has a large right heel ulcer with surrounding erythema, probing through to bone.  He is asensate on the plantar surface of his right foot.  His pulses are diminished in his DP and PT on both his legs.  Recent ABI’s were 0.8 of the right, 0.75 on the left.  WBC on admission was 8.6, but his ESR was 63.  His wound was debrided in clinic, and he was started on vanco and merepenem on the day of admission, because of a penicillin allergy.  Blood cultures are negative, and he is scheduled to undergo an MRI of his foot, with probable bone biopsy afterwards.

Unfortunately, Mr. Paulette loses his intravenous access the next day, and numerous attempts to place a peripheral line are unsuccessful.  The PICC nurse is called who refers him to angio for placement, scheduled for tomorrow.  Today, however, the team places a right subclavian line without event.  The post-call intern placed the line at Noon, and orders the CXR.  She’s quite tired and needs to leave the hospital by 1PM, as mandated by her schedule.

Day
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4.1
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3.1
198
8.6
8.9
24.8
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12.0
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7.9
8.0
23.1
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6C: Paulette (4444-4444), FF/FC

60 yo man with DM,CRF, HTN.  Here with diabetic foot ulcer, likely osteo.  On vanco/mere.  Awaiting MRI and bone biopsy.  Lost iv access today, placed left subclavian.  CXR pending.  Doing well.

· Please check post-line CXR. May use line if well placed.
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Sample Cases

Case 3

Mrs. Jones is a 72yo woman with a history significant for CAD (2 vessel, s/p RCA stent 4 years ago, normal ejection fraction), osteoarthritis of both knees and left hip, and history of a TAHBSO. She presented to the hospital 1 day ago with a 1-week history of a fever, productive cough, worsening dyspnea on exertion, accompanied by pleuritic chest pain.  On presenting physical examination, she was found to be febrile to 101.9F, tachycardic and tachypneic.  Her O2 sat was 86% on RA.  She was euvolemic, and had rhonchi and egophony at both lung bases. Her creatinine is elevated at 1.4 (baseline 1.1). ABG was 7.41/34/60/23 on RA.  She was diagnosed with a LLL and RML pneumonia by CXR, and was also found to have a moderate left sided pleural effusion.  The team attempted to drain this effusion without success.  Post-procedural CXR showed no pneumothorax. Blood cultures are unrevealing.  The team began her on ceftriaxone and azithromycin.  She improves over the next day.

Day
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128
4.2
96
23
29
1.4
115
17.5
10.0
32.5
286
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10.8

1
133
4.0
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25
20
1.2
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13.0
8.9
26.8
301
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6C: Jones (1111-1111), FF/FC

72 yo woman with CAD, DJD, here with pneumonia.  Started her on ceftriaxone, azithro.  WBC decr from 17.5 to 13 today. O2sat 95% on 2 litres O2 today.  Hyponatremia improving as well.
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Sample Cases

Case 4

Mr. Stevens is a 68 yo man with a history of smoking, COPD (FEV1 1.2 l), intermittent atrial fibrillation and osteoarthritis.  He presents to the service 3 days ago with a 2 weeks history of progressive dyspnea, wheezing and a productive cough.  He is admitted (as he has several times in the past) with the diagnosis of a COPD exacerbation with probable bronchitis.  His exam reveals wheezes, no egophony, some tachycardia and tachypnea. His O2sat is 90% on RA. His WBC is 15.2K, his CXR is clear on presentation.  The team begins around-the-clock albuterol and atrovent nebulizer treatments, as well as solumedrol.  On the admission day, the patient’s tachycardia progresses, with an irregular HR of 175.  EKG reveals afib with RVR. At the same time he becomes hypotensive and thus receives DC cardioversion, resulting in a normal sinus rhythm and normal bp.  On day 2, his hypoxia worsens and he develops a fever with a significant productive cough.  CXR shows a new LLL infiltrate and he is begun on ceftriaxone and azithro.  Today is day 3, and he is stable with regards to O2 requirements and dyspnea.  His rate is better controlled and remains in normal sinus rhythm. 

Day
Na
K
Cl
HCO3
Bun
Cr
Glu
WBC
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Hct
PlT
Ca
P
AST
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PT

Adm
134
3.7
102
25
21
0.8
104
15.2
10.8
34.2
291
9.8
4.1
15
20
11.0

1
133
3.8
101
25
15
0.9
152
17.8
9.8
31.0
245






3
135
3.8
102
25
15
0.9
142
18.5
10.2
31.0
225
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7C: Stevens (2222-2222), FF/FC

68 yo man with COPD, afib, DJD. Presented with COPD exacerbation with LLL pneumonia.  On ceftriaxone, azithro, prednisone, albuterol/atrovent. Yesterday with hypoxia but now back to admission requirements (4 liters O2). Dyspnea better today. In normal sinus rhythm with good rate control on diltiazem.
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Structured Signout: A Model
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