
Meds:
Vitamin B12, Zinc, 
vitamin C, 
magnesium, folatem 
lemon balm. Only 
compliant with 
omeprazole, 
metoprolol, 
lisinopril, sitagliptan, 
metformin. Stopped 
taking amlodipine 
and prazugrel. 
Unsure about ASA, 
Chlorthalidone, 
plavix, ezetimibe, 
insulin glargine.

Fam Hx: Mother 
dx with 
pancreatic 
cancer. Maternal 
uncle with 
cholangiocarcino
ma. 

Allergies: Statins 
(severe 
myopathy)

CC:  Generalized weakness, jaundice and 
recent poor PO intake
 
HPI:  72 year old female with CAD, DM 2, 
HTN and HLD p/w weakness, jaundice and 
recent poor po intake. 3d ago had 1 day of 
chills, nausea, vomiting, abdominal pain 
that all resolved in the own but weakness 
progressed to the point where she slipped 
out of bed in the morning and could not 
get out of bed on her own. Denies head 
injury/trauma, no fever, chills, chest pain, 
SOB, dysuria, hematuria, weight loss, 
dysphagia, melena/hematochezia, 
diarrhea. No alcohol use, recent travel or 
sick contacts. 

Vitals: T: 98.6 HR:70 BP: 198/81 RR: 20 SpO
2
: 96%

Exam:
Gen: AxO x4, generalized discomfort
HEENT: scleral icterus.
Abd: Soft, mildly tender in epigastrium with no rebound tenderness or 
guarding, nondistended, normal bowel sounds. 
Neuro: CN II-XII grossly intact, no focal signs.
Extremities/Skin: Jaundiced, no rashes/bruises/lesions. No edema, no stigmata 
of cirrhosis. 

Notable Labs & Imaging:
Hematology: 
WBC: 12.2 Hgb: 13 Plt: 122
Chemistry:
Na: 128 K: 4.8 Cl: 93 CO2:19  BUN:16 Cr: 0.69 glucose: 240 Ca: 9.9
AST: 100 ALT: 140 Alk-P: 129 T. Bili: 5.7 D: 2.5  Albumin:  
Lipase negative, acute hep panel negative.
Imaging:
CTAP: Thrombosis of the left portal vein branches, reminder of the portal venous system 
appears widely patent. Cholelithiasis extending to the cystic duct. Mild pericholecystic fluid 
is nonspecific for cholecystitis. Suspected choledocholithiasis with diffuse enhancement of 
the extrahepatic biliary ducts which can be seen with ascending cholangitis. 
Started on zosyn. MRCP: 5mm defect in the distal common bile duct consistent with 
choledocholithisis. 2/2 Blood cultures grew Enterobacter cloacae -> switched to cefepime + 
flagyl. 
Abdominal US: No evidence of central portal vein thrombosis. 
ERCP delayed due to persistently elevated BP (SBP 180-200)
ERCP: Gallstones, choledocholithiasis status post biliary sphincterotomy and 1 stone 
removal. Started on heparin drip due to previous findings on CT. LFTs improving, T. bili: 2.9. 
Initial dx: Choledocholithiasis. Developed hyperglycemia, increased fatigue and AMS. BP 
140/60. AOx3. Fluctuating mental status. WBCs uptrending, anemia 11->9, Na 129, AlkP 90, 
AST and ALT in 30s. 
CT Head: Left basal ganglia stroke. NIHSS 12. CT Perfusion: Diffuse hypoperfusion. CT 
Angio: diffuse artherosclerotic disease. Worsening AMS, LFTs started elevating, worsening 
labs. Neuro consult: global hypoperfusion 2/2 to multifocal stenosis. MICU evolution: Afib, 
diffuse ST depression and elevated troponin, worsening AMS. Multiorgan failure. 

Final Dx: Choledocholithiasis s/p ERCP complicated with ascending cholangitis, multiple 
metabolic insults and organ failure. 

Problem Representation: 72yo F w/ CV disease p/w acute progressive nausea and epigastric 
pain, found to have conjugated hyperbilirubinemia with mixed liver injury on labs. 

Teaching Points (Debora):
CC:  weakness and poor intake → nonspecific.
Jaundice is more specific. Elevation of bilirubin can be: direct or indirect. Location: 
Intrahepatic: Hepatocytes being affect. Extrahepatic: Bile duct.
PMH: foccus in what is unique. Age → 70s  Malignancy (a lot of malignancies can present 
w/ jaundice). Look for the medication: a lot of different medications can affect the liver. 
Time course: Acute: no cirrhosis, liver disease and now jaundice: Ddx: acute liver failure, 
malignancy. Chronic → patient would present w/ more signs, ej.: ascites.

Acute liver failure: specific condition and a very concern diagnosis. The patient 
present w/ encephalopathy. Acute liver injury: elevated AST/ALT, coagulopathy 
disorder. Can be. Intrahepatic cause: Toxins, medication, hepatitis. Extrahepatic: 
Obstruction.
Asterixis: Ask the patient to close the eyes, dorsiflex the wrists and spread the fingers (like 
pushing a wall). Positive: very characteristic flap of the hand, different from other diseases 
like Parkinson.
Labs: Bilirubin: It's not hemolysis it is coming from the liver. More likely extrahepatic.
AST: 100 and ALT 140 are not specific. Ddx: cholestasis. Less likely: acute viral hepatitis, 
tylenol toxicity, acute stone.
Image: CT is the election. Ultrasound it is not specific but is more quickly, MRI shows very 
detail looks. 
ERCP has high, medium and low risk. High: Bilirubin high of 4 and visualized stone in a 
image. This patient has a high risk.
Cholangitis: Charcot’s Triad: Fever + RUQ pain + jaundice. The patient can present w/ fever 
earlier before presentation or never fever. Particularly in more elderly patients 
presentations can be atypical. It is a clinical diagnosis.
ERCP foccus in the bile duct, can be used for a small stone.The BP is a concern about the 
patient stability, it's not urgent go to ERCP. The patient can be in IV antibiotic and support 
treatment.
What it’s more urgent? Anticoagulation  or remove the gallbladder?  It’s a challenge. 
Portal vein thrombosis: Usually it is asymptomatic. Can be: Chronic: cirrhosis. Acute: clot 
(local inflammation, ej.:  pancreatitis) tumor, infections. More likely acute in this case.

Post procedure complications: 1-Bleeding: Has Melena or hematochezia. 
2-Infection: Bacteremia. 3-Pancreatitis: It is a common complication. 
4-Perforation: less concern about it.
Cholangitis in elderly patient can have bad prognosis and can present without the triad. 
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