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Past history:
- H1l9=9R left thyroid nodule T@FLNN96NFA left lobectomy ile 29 riau
Physical examination
V/S: T 37 C, P 86 beats/min (irregular), RR 16 breaths/min, BP 144/70 mmHg, sp0O2 99% at RA
BW 73 kg, Ht 160 cm, BMI 28.51 kg/m®
GA: An elderly woman, alert, cooperative, not pale, no jaundice, no edema
HEENT: no hoarseness, no lid lag, no lid retraction, no exophthalmos
Thyroid gland: right thyroid mass size 10 cm in diameter with skin ulceration, fixed, hard consistency
CVS: PMI at 6" ICS MCL, apical heaving, no thrill, total irregularity rhythm, normal s1s2, no murmur
RS: normal breath sounds, no stridor
Abdomen: soft, not tender, no palpable mass, liver and spleen not palpable
Ext: no pitting edema, all peripheral pulses 2+
NS: alert, cooperative, no limit EOM, motor power gr. V all extremities
Investigations:

1. CBC: Hb 11 g/dl, Hct 32.9%, WBC 3,940 /uL (N 37.3% L 52.8%), plt 121,000 /uL

2. Blood chemistry: BUN mg/dL, Cr 1.17 mg/dL, Na 137 mmol/L, K 4.2 mmol/L, ClI 101 mmol/L, HCO,
23 mmol/L, total Ca 9.9 mg/dL, P 3.9 mg/dL

3. TFT: T3 72.2 ng/mL (80-200), FT4 1.27 ng/mL (0.93-1.70), TSH 1.45 plU/mL (0.27-4.2)



