Protocol interhospital conference 27/3/69

Case 1
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Past and personal history
1) Hypertension, dyslipidemia, and Type 2 diabetes
2)  Acetylcholine antibody positive ocular myasthenia gravis
3) HBYV cirrhosis
Physical examination
V/S: BT 36.5 ¢, BP 121/92 mmHg, PR 80 /min

Body weight 66.2 kg, height 162 cm, BMI 25.22 kg/m2

GA: A thai man, well cooperative, not pale, no jaundice

HEENT: No thyroid gland enlargement

CVS: Normal S1 & S2, no murmur

RS: Clear & equal breath sound both lungs

Abdomen: Fatty contour, palpable soft reducible mass at upper midline,

no tenderness, no guarding, liver & spleen not palpable
Extremities: Left leg pitting edema 1+, normal skin color, no tenderness,

no warmness



Investigations

Hb 14.6 g/dl, Het 46.4%, WBC 11240/ul, N 60%, L 34%, platelet 277,000 /ul

- BUN 12.3 mg/dl, Cr 0.6 mg/dl, Na 140 mmol/l, K 3.4 mmol/l, C1 99 mmol/l, HCO3 28 mmol/l

POCT glucose 120 mg/dL

HbAIC 7.4%



