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I. Calcium

A. normal: 8.5-10.5mg/dl (4mEq/L)

B. Hypocalcemia

1. trousseau’s sign

2. chovstek’s sign

3. Know ion values

4. Surgery talk about hypocalcemia radical thyroidectomy where complication is hypocalcemia which is transitory, ischemia from the parathyroids

5. If symptomatic hypocalcemia, give calcium gluconate IV, if asymptomatic, don’t give anything

C. Hypercalcemia

1. Crisis hypercalcemia

2. Treatment: hydration, lasix

3. Causes

II. Sodium

A. Hypernatremia

B. Hyponatremia

C. Treatment

1. Don’t increase sodium rapidly

2. central pontine myelinolysis (CPM)

D. Syndrome Inappropriate ADH:  has hyponatremia, patient with head trauma, can produce convulsions

E. Anion gap

1. Na – (HCO3 + Cl)

2. Normal: 8-12

3. Increased:  acidosis lactica, ketoacidosis, intoxication salicylate

4. Hyperchloremica acidosis, anion gap normal: diarrhea, RTA, fistulas enterocutanea

III. Potassium

A. Hyperkalemia

B. Hypokalemia

1. If patient has 3.0, then the deficit of this person is approximately 200mEq de potasio, despues por cada 0.5 que baja tiene dosis de 100-200mEq mas. Si tiene 2.5, tiene deficit de potasio de 400-600mEq de potasio

2. Tiene que subirlo no mas de 10mEq/hour

C. Ion intracellar potassium: 3.5-5mEq/L

IV. SESAP from ACS

A. After being resuscitated from cardiopulmonary arrest, a 53 year old man is restless, ataxic and has tonic spasms. Serum osmolality is 330mOsm/kg. The most likely diagnosis is a patient with hyperosmolarity and is symptomatic, the diagnosis is hypernatremia would be confirmed by a serum sodium, which most likely would exceed 160. the serum osm of 330 mOsm/kg confirms the suspicion of hypernatremia, which developed as a consecuqnece of excessive sodium bicarbonate infusion

B. 35 year old morbidly obese woman had gastric bypass surgery 5 years ago, microcytic anemia, most likely deficient in iron. Absorbed normally by duodenum which is bypassed secondary to her bypass surgery

C. hypophosphatemia:  don’t need to know levels of phosphate, but should know that has clinical features of respiraotyr and myocardial insufficiency due to effects on muscle functions, hemolysis due to instability of red cell membranes and spont cell lysis, and encephalopathy

D. metabolic alkalosis: gastric outlet, magnesuium def, diuretics, cushing’s syndrome

E. post cardiac surgery, , serum values show low magnesium causing patient has ventricular tachy

F. magnesium depletion causes renal loss of potassium, correct magnesium first, treatment of hyperkalemia includes dialysis, insulins and glucose, calcium is to stablize the heart but has no effect on the potassium

G. metab alkalosis, classified as saline responsive (low Cl urine <10) or saline unresponsive (high Cl urine)

H. hypoalbuminemia and hypocalcemia together, because calcium is bound to albumin, and hypoalbuminemia will result in lower total calcium measurement

I. mild asymptomatic hyponatremia is most common electrolyte abnormality seen in critically ill patients, usually result of SIADH. The clinical manifestations of more severe hypontaremia are neurologic, including confusion, stupor, coma, seizures, and even death

J. pancreatic fistula leads to impaired HCO3 buffering

K. Friday, Saturday, Sunday, conference breast

