Endocrine PMK Interhospital Endocrine ConferenceCase 2
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Present illness :
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Past history :
- Underlying disease: 1) Hypertension
2) Type 2 DM
3) Dyslipidemia
- "L;Jguqﬁ%i vl,ai?iwqiw Uasdsziaunen Uiesdssidnuniaatadvias
Current medication: Enalapril (5) 1 tab oral pc 11, Amlodipine (10) 1 tab oral pc Sig)

Metformin (500) 1 tab oral ch“ﬁ"]-Lﬁu



Physical examination :

VIS: BT 37 °C, RR 16 /min, PR 64 bpm, BP110/80 mmHg

GA: A middle-aged Thai woman, good consciousness, well co-operated

HEENT: not pale, no jaundice

CVS: normal S1S2, no murmur

Lung: clear, no adventitious sound

Abdomen: normal contour, normoactive bowel sound, soft, generalized mild tender, no

guarding, no rebound tenderness, no mass , no hepatosplenomegaly

Extremities: no edema

Investigation

CBC : Hct14 % , Hb 43.3 g/dl, WBC 6,600/mm3 (N 62.6%, Lym24.3 %, Mono 8.6%),

Plt 422,000 /mm3

Serum Electrolytes : Na 137 meq/L, K : 3.94 meq/L, Cl : 97 meq/L, HCO3: 24.8 meq/L

BUN 9.5 mg/dL, Cr 0.6 mg/dL

LFT : Alb 4.8 g/dL, AST 14 U/L, ALT 20U/L , ALP 88 U/L , TB 0.5 mg/dL , DB 0.2

mg/dL



