CPC June 8, 2007

Chief Complaint:  

59 year-old male presents with dizziness and severe fatigue for one week.

HPI:

The patient was in his usual state of good health until two months prior to admission when the patient noticed his appetite worsened and he began to lose weight, ultimately losing thirty pounds by the time of presentation.  His bowel habits also changed, with the development of alternating bouts of constipation and watery, non-bloody diarrhea.  One month prior to admission, he had increasing fatigue with associated exertional dyspnea and worsening of his chronic productive cough.  One week prior to prior to admission, he began experiencing episodes of postural dizziness and extreme fatigue associated with shortness of breath which he described as feeling as though he was about to pass out.  During these episodes he felt facial flushing and palpitations.  He sought medical attention in the emergency room after having fallen to his knees one-day prior when he was climbing a flight of stairs.   

He denied fevers or chills but did have occasional night sweats. He denied abdominal pain or melena.  There was no recent travel.

Past Medical History:

Basal cell carcinoma of face

Past Surgical History:

Excision of basal cell cancer

Allergies:

None

Medications:

None

Family History:

Father with prostate cancer, deceased

Mother deceased, history unknown

Brother alive with no known medical problems

No children

Social History:

Vietnam veteran. Currently undomiciled, residing in the Bellevue men’s shelter.

Sixty pack year cumulative smoking history. Currently smokes one and a half packs daily. Drinks one pint of liquor daily, denies history of withdrawal syndromes.

Heterosexual with last sexual contact one year ago, HIV negative ten months ago.

Review of Systems:

Otherwise negative

Physical Exam

General:  Chronically ill appearing man, in no acute distress.

Vital Signs:  Temp 99.4  Pulse 98  BP 153/85  RR 20  SaO2 97% with room air

HEENT: anicteric, oropharynx without lesions

Neck: no lymphadenopathy

Chest: clear to ausculatation bilaterally with slightly prolonged expiration and end-expiratory wheeze

CV: regular rate and rhythm, no murmurs, rubs or gallops

Abdomen:  soft, non-tender with normal bowel sounds.  Hepatomegaly with 14cm liver span, no splenomegaly

Extremities: No clubbing or edema

Neurologic: mildly tremulous otherwise non-focal

Rectal: no palpable masses, Guaiac positive brown stool

Labs:

Na       142                                      AST   182 

K         3.4                                       ALT   104

Cl        102                                      AP      101

HC03  28                                        Tbil     2.0

BUN    8                                         Dbil     0.8

Cr        0.3                                       Prot     6.3

Glu      79                                       Alb       3.0

Ca        9.1

Mg       1.5    

ABG  7.52/30/84/28

WBC     7.1                                     Monocytes%      8

Hgb        15.1                                  Lymphocytes%  15 

Hct          44.2                                 Granulocytes%   76

Plts          50                                    Eosinophils%     1

MCV       103                                  Basophils %       0

B12      400                                      PT       13.6

Folate   15                                        PTT    31.4   

RPR     negative                               INR     1.2

PSA     2.2

AFP     3.6

UA 1+bilirubin, 1+ketone, 1+ leukocyte esterase, negative blood, 1-3 WBC, occasional bacteria

Radiology (see attached powerpoint for selected abdominal ct images)

The patient underwent CT-guided liver biopsy on the fourth hospital day to evaluate imaging findings – results pending.

A subsequent diagnostic procedure was performed.

