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Chief complaint: 

51 year old female with abdominal bloating, twenty pound weight loss, and fatigue for 2 months.

HPI:

The patient was in her usual state of good health until four months prior to admission when her periods became irregular. They were occurring less frequently (1 day per month) with lighter bleeding. Then, three months prior to admission she developed reflux symptoms. She went to Medicine clinic with these symptoms and was given prevacid with little relief.  She was told that her irregular periods were likely because she was perimenopausal. She denied hot flashes.

Two months prior to admission, the patient complained of increasing abdominal girth and bloating. She also noted increasing weakness and fatigue, decreased appetite, as well as a 20 lb weight loss during this time. She continued to complain of reflux symptoms and occasional non-bloody diarrhea. The patient went to Medicine clinic for evaluation. Given the history of weight loss and abdominal bloating, she was referred for an abdominal and pelvic ultrasound, as well as an Upper GI series and was given one month follow-up. 

One month prior to admission, the patient presented to clinic after returning from her pelvic ultrasound which revealed bilateral complex ovarian cystic structures as well as large amounts of complex ascites within the pelvis. At this clinic appointment, the patient complained of worsening fatigue and weakness and was noted on recent labs to have a hemoglobin of 6.7 and a hematocrit of 21. The patient was then admitted (6/06) to the hospital for workup and treatment of the anemia, as well as for evaluation of the abnormal pelvic ultrasound. She denied hot flashes. She denied vaginal bleeding or discharge. She denied chest pain, fevers, chills, and sweats. She denied abdominal pain, bright red blood per rectum, melena or constipation. 

Review of Systems: otherwise unremarkable.

Past medical history: Hypertension, Non-insulin dependant diabetes mellitus, hyperlipidemia, GERD

Preventative medicine history: 

Colonoscopy: 8/05 normal colonic mucosa

Mammogram: 3/06 Negative

Pap smear: 6/06 Negative

Past Surgical history: bilateral cataract removal

ObGyn history: 2 spontaneous abortions. 1Termination of pregnancy. She denied fibroids, cysts, STDs, or abnormal pap smears. 

Medications: glucophage, pioglitazone, omeprazole, lisinopril, calcium

Allergies: No known drug allergies

Social history: She denied tobacco and drug use.  Social alcohol use. Divorced. Not sexually active. Occupation: homemaker. The patient immigrated to the United States from Guyana 25 years prior to admission. History of a positive PPD, CXR negative five years prior to admission. Recently HIV negative (6/06).  

Family History: Diabetes Mellitus, Hypertension. Denied GYN or colon cancer.

Physical exam:

General: Pleasant female in no acute distress.

VS      T:98F          P:82            R:18      BP:112/64      Pulse ox 100% on room air

Heent: oropharynx clear

Neck: no palpable lymphadenopathy

Lungs: clear to auscultation bilaterally

CV: RRR S1 S2 no murmurs, rubs or gallops

Abdomen: Soft. Bowel sounds present. Markedly distended. Fluid wave present. Non-tender. No rebound or guarding.

Extremities: No clubbing, cyanosis or edema. No calf tenderness.

Rectal: Brown stool

Neuro: Nonfocal.

Pelvic Exam:

Speculum exam: Normal vaginal mucosa. Normal appearing cervix.  Small amount of brown discharge in the vault.

Bimanual exam: Small uterus. Nontender. Cervix: normal to palpation. No adnexal masses palpated. No adnexal tenderness; however exam was limited secondary to abdominal distention. Rectovaginal septum: smooth.

Labs: 

Basic metabolic panel:

Na: 131, K: 4.5, Cl: 99, HCO3: 19, BUN: 21, Cr: 1.4, Glucose: 119, Ca: 9.0, Mg: 1.5

Phos: 3, Anion gap: 13

CBC: 

Wbc: 4, Hgb: 6.7 (8.9 one year prior), Hct: 21.1, Platelets: 497

Differential: 77.6N, L 10.6, M 11.3, occasional schistocytes

Manual differential: 80N, 6L, 12M, 2 B

Iron: 5 (60-150 ug/dL), TIBC: 301 (250-400 ug/dL), Ferritin: 113.7 (29-278 ng/mL)

PT: 13.6,INR: 1.10

PTT: 26.5

AST: 28 , ALT: 13, Alk phos: 54, Total Bilirubin: 0.4, Direct Bilirubin: 0.2, Total Protein: 8, Albumin: 4.3
Stool studies:

Ova and parasites negative

C difficile negative

Stool culture negative

Few fecal leukocytes

Stool cryptosporidium negative

AFP: <1.3  (0-10)

CA-125: 251.9 (<35)

CA 27.29: 56.4 (<40)

UA: moderate 2+ bilirubin, 1+ ketones, negative blood, 1+ protein, 1+ small leukesterase, Nitrite negative, slight protein. 2-5 wbc, 0-2 rbc, 1-10 epithelial cells, many bacteria.

Radiology: Please see powerpoint with radiology slides

Ultrasound 6/15/06

CXR 6/16/06

Chest CT 6/19/06

CT abdomen and Pelvis 6/19/06

A diagnostic procedure was performed.

