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Quantitative analysis of data
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Descriptive statistics

m Descriptive statistics serve a simple but critically important role in your
research — to describe your data set (who would have thought?). In other
words, they help you understand the details of your sample (the
small slice of the population). Unlike inferential statistics , descriptive
statistics are not aiming to make inferences about the entire population
— they’re just interested in the details of your specific sample.

m  When you’re writing up your analysis chapter, descriptive statistics are
the first set of stats you’ll cover, before moving on to inferential
statistics. However, depending on your research objectives and
questions, they may be the only type of statistics you use. Whatever the
case, they’re essential.
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Descriptive statistics of your data

Mean — this is simply the mathematical m Mean
)
average of a range of numbers.

Median - this is the middle point of a range of m Median
numbers (if those numbers were arranged from

) m SD
low to high).

Standard deviation and variance — these ® Notmal
indicate how dispersed a range of numbers are. distribution
In other words, how close (or far) all the 5
numbers are to (or from) the average. Or not:

Skewness — this indicates how symmetrical a
range of numbers is. In other words, do they B SasiripSie st

Person Weight (kg)

tend cluster into a smooth bell curve shape in 0 el 7 e
the middle (this is called a “normal

90 tandard Deviation =STDEV.S
i 113.15556 =VAR.S

2
3
5 66 Skewness -0.223701 =SKEW
6

distribution”), or do they skew to the left or e
right. .




Inferential statistics

s The descriptive statistics are all about the details of your
specific data set (your sample), inferential statistics aim
to make inferences about the population. In other
words, inferential statistics aims to make predictions
about what you’d find in the full population. This could
include predictions about:

- Differences between groups — for example, height
differences between children grouped by their favourite
meal.
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Inferential statistics

= The methods/techniques
= Some common inferential statistical techniques include:

T-Tests — this compares the averages of two groups of data to assess
whether they're significantly different. In other words, do they
have significantly different means (averages), standard deviations
and skewness.

ANOVAsSs - this is similar to a T-test, but it allows you to analyse
multiple groups, not just two groups.

Correlations — this assesses the relationship between two
variables. In other words, if one variable goes up, does the other
variable also go up, down, or stay the same.

Regressions — this is similar to correlation, but it goes a step
further to understand cause and effect between variables, not
just whether they move together. In other words, does the one
variable actually cause the other one to move, or do they just happen
to move together naturally thanks to another force.
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Very mild Tolerable

Unimaginable
unspeakable

9 10

Very Very Excruciating
distressing intense unbearable

No Mild moderate and distressing Intense very severe,

tolerable unbearable



ArElIZ - anorexia
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—ARRR A BRREE BW changes:
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2021.02.01 case conference
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5B M4:.50/3% Admitted in June, 2020 for treatment of HCC, small
(< 2 cm.) complicated with cirrhosis and massive ascites(?) TAE

was done.
An episode of delium(Delirium) was noted in June 2020.
He was admitted again due to delium(delirium) for one week.

NH3(Blood ammonia) was 333 at ER. Icteric sclera was found
too and serum bilirubin was 2.0.

Lung nodule(s)(one or more?) was found during admission.
Biopsy was carried out and frozen section showed
adenocarcinoma in Jan. 2021. He was discharged next day.

Final Diagnosis (on discharge) showed pneumonia and cirrhosis

NO AFP, NO CEA, FE5¢ i& [ case Fe M\ A1 2B [ AR %
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m No problem list
m No discharge plan

® No accurate suggestion to the patient and the
family on discharge.
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Delirium-clinical pi

A BlHIThEEERE (Impairment of cognitive function)

= EmfERE (disorientation) : SLiEfNEEIFRIE R EMBEHEEE A > time — place — person
% 18 (recovery) @ Jegffs A > HARA EHERLERIFHE - person — place — time

B. JTHizC I (immediate and recent memory) 5% ° AEBECE (remote

memory) {jEcie
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M%me feiefkE (tangentiality) -~ Z&3JEFTRY (incoherence)
D. 2 (Perceptual disturbance) : 4%J%2& (illusion ~ hallucination)

E. ﬁ?lﬁﬁibﬁ%; (Psychomotor)

g hyperactivity {5 722%
% hypoactivity Chigi g5 - G —EAERES - # RS » AR NRREMAVEEEITIRE - &F LAk

Z RaH

F. [EIREH] (sleep cycle) JREL : §XERE (daytime drowsiness) i |
S <7 BRI AR (fragmented sleep)
G. 5% (mood) @ FHEX (irritability) - fEERZ (dysphoria) -~ £& (

anxiety) - VEKTR (euphoria)
H. KB THEE (neurological function) @ BF#&KEEE(E (autonomic

hyperactivity or instability ) - JlIEE€®K 5 (myoclernic jerk) -~ BESHEEE (

dysarthria) - % AEM#NE 5PE
I. EEG : J5 AEFE) - IEE—EER & EHIEK
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—EHAT. First attack in June,

2020. Recurred in the recent one
week.(Jan. 2021.)

m  (not delirium for one week)
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m 2. Past history;
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2. Cirrhosis HJE[A ~ HBV or alcoholic ?
3. cirrhosis, combined with massive ascites? 4 {HILEFT.
4, Present physical findings X 5E274 75 Ascites. s& =11,

5. 5 pancreatitisEl/\]history, A

RFE B Palcoholic ?
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Antibody
o

> Int J Infect Dis. 2020 Dec: 107

Antibody responses after COVID-19 infection in
patients who are mildly symptomatic or
asymptomatic in Bangladesh

Affiliations

1 Institute of Epidemiology, Disease Control and Research, Dh

m  Results: Mildly symptomatic

individuals developed IgM and IgA
responses by day 14 in 72% and 83%
of individuals, respectively, while 95%
of individuals developed IgG
response, and rose to 100% by day 30.
In contrast, individuals infected with
SARS-CoV-2 but who remained
asymptomatic developed antibody
responses significantly less frequently,
with only 20% positive for IgA and
22% positive for IgM by day 14, and
45% positive for IgG by day 30 after
infection.

Conclusions: These results confirm
immune responses are generated
following COVID-19 who develop mildly
symptomatic illness. However, those
with asymptomatic infection do not
respond or have lower antibody levels.
These results will impact modeling
needed for determining herd immunity
generated by natural infection or
vaccination.



IgG and IgM Detectable IgG and
detectable by nAb may decline
around 2 weeks after 8 weeks

nAb

¢« **** Uncertainty
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Detectable limit

Antibody response to SARS-CoV-2 infection in humans: a systematic review
Nathan Post et al @ PLOS ONE doi: 10.1371/journal.pone.0244126 (2020 )



https://doi.org/10.1371/journal.pone.0244126

October 20, 2020

l COVID-19 Science Update

Edition 2020-10-20

From the Office of the Chief Medical Officer, COC COVID-19 Response, and the COC Library, Atlanta, GA.
Intended for use by public health professionals responding to the COVID-19 pandemic.

*** availabie on-line at https://www.cdc.gov/library/covid19 ***

m [oG antibodies to SARS-CoV-2 RBD were strongly correlated with
neutralizing antibody titers (r = 0.87) (Figure). RBD: receptor-binding domain

= Neutralizing antibody titers demonstrated little or no decrease at 75

days post-symptom onset.

SARS-CoV-2 $pike Protein
\\ ACE2 Receptor

® .
‘\1 If k b g0d . N e Time since
Lo

symptom onset
*
@ SARS-CoV-2 e \

Human Cell

> wee 0~14 days
\

. Ao \ . - 15-28 days
< 11\.\1“'

\ == »28 days
Neutralizing Antibody

IgG (ugimL)

Note: Adapted from lyer et ol. Correlation of SARS-CoV-2 neutralizing antibody titers in symptomatic RT-PCR positive persons
with anti-RBD IgG responses at 0-14, 15-28, and >28 days post symptom onset. The overall repeated measures correlation

coefficient (1) 14 shawn. Lined répresent Limplé linear modéls far each time périod. NTSO, S0% neutralizing titer, Pérmidiion
reguest in process.




Infection with SARS-CoV-2 or other viruses causes the body to produce two different kinds of antibodies.
Neutralizing antibodies are able to bind a particular protein on the virus, and in the process, render the virus
Incapable of infecting cells.

Binding antibodies also bind to viral proteins, but they do not neutralize the virus or prevent infection.
Neutralizing antibodies are of particular interest to researchers because their presence usually correlates with
protection from infection. Production of neutralizing antibodies 1s also one component of the immune
response sought by researchers working on vaccine development.

“Testing for neutralizing antibodies will play an important role in advancing SARS-CoV-2 research, from
assessing seroprevalence in populations, tracking intections in animals, to vaccine development, and protective
immunity studies,” Tungsoo Park, Marketing Director at GenScript told me in an interview.

Antibody tests can show 1f an individual 1s currently infected with a virus or has previously been infected.
Initially, the crew members of the American Dynasty were tested for SARS-CoV-2 binding antibodies. But
upon their return to shore, the pre-departure samples were re-tested alongside fresh samples using the
GenScript test for neutralizing antibodies, to help researchers better understand the sailors’ immune profiles.

[t turned out that three of the original six sailors who tested positive did not have any SARS-CoV-2
neutralizing antibodies after all; the researchers concluded that 1nitial antibody tests for these individuals were
most likely false positives.

FDA NEWS RELEASE

Coronavirus (COVID-19) Update: FDA Authorizes
First Test that Detects Neutralizing Antibodies

from Recent or Prior SARS-CoV-2 Infection



https://www.sciencedirect.com/science/article/pii/B9780128163283000076
https://www.nature.com/articles/d41586-020-02400-7
https://www.nature.com/articles/d41586-020-02400-7

Neutralizing antibody after
verywellheaith IR NN COVid '19

I  cORONAVIRUS NEWS
FDA Authorizes First Test that Detects
Neutralizing Antibodies

on (v Fact ¢

The blood test was developed by researchers
at the Duke-NUS Medical School in

i i ) Key Takeaways
Singapore and 1ssued to GenScript USA Inc. It » The FDA recently approved a new blood test that et
. . .. . . neutralizing antibodies that can block SARS-CoV-2 from
1s the first to detect neutralizing antibodies entering and infecting human cell.

5 5 0 o = The test will be easier for scientists to use as it doesn’t require
from recent Or prlor lnfectlon Wlth SARS- usicli]Ig a live virus sami)lerr highly~spe}cialized lab equipment,
. and it can return results in one to two hours.

COV-Z_thC VII'US that CEIU.S@S COVID' 19.3 = Studying neutralizing antibodies co_uld help assess future

“NeutrahZing doesn’ t mean kﬂhng [SARS'COV-Z], lt 'gzc;:;zec;lziccljl‘iit:;:Filgétermme if a booster-type vaccine will
means preventing infection,” James Crawford, MD, - - : ”~ —
PhD, professor at the Feinstein Institutes for Medical HIRIGUAS (neutralizing antibody ) AR 2
Research and senior vice president of Northwell Health™ s %ﬁ@%ﬁ ﬁﬁfﬁﬁé  EXERAAGHE RS R AERE
laboratory services, tells Verywell. R ] - U Hridaeay FH 2R B R i)
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https://feinstein.northwell.edu/institutes-researchers/our-researchers/james-m-crawford-md-phd
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How Long Can Neutralizing Antibodies Last
Within the Body?

Even though studies are constantly offering conflicting information about the
length of time antibodies can stay in our system, Gronvall says people

shouldn’ t get too hung up on a number because information about the virus is
ooing to change over time. For a given virus, she says antibody levels typically
peak at two- or three-months post-infection and then gradually wane as time
g0es On.

COVID-19 Immunity May Last 5 Months After Recovery, Study Finds

“[Antibody levels] decline but that doesn” t necessarily mean that” s the end
of immunity,” Gronvall says. “Your immune system is very complicated.
There are these things called memory cells, so even though the levels of the
antibodies wane, your immune system has some memory and can be spurred
Into action upon contact with the virus again."

COVID-19 Antibody Tests: A Valuable Public Health Tool with Limited Relevance
to Individuals.

West R, Kobokovich A, Connell N, Gronvall GE.

10.1016/j.tim.2020.11.002. Epub 2020 Nov &.


https://www.verywellhealth.com/covid-19-immunity-recovery-5085796
https://www.verywellhealth.com/covid-19-immunity-recovery-5085796
https://www.verywellhealth.com/covid-19-immunity-recovery-5085796
https://www.verywellhealth.com/covid-19-immunity-recovery-5085796
https://www.verywellhealth.com/covid-19-immunity-recovery-5085796
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Duration of efficacy : 26

m Time factor, days? Months? Years?
B In onset of diseases

® The duration of disease

m The efficacy after treatment

® %

m D uration : permanent or short term
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B EZRBA 452 [HEE-S5.

m 5. HCC RyR SIS

n @ B XIEGEAEERTE » AR R
0T (1) AFP 15 5,>5,000 (2)Biopsy confirmed.

= (3) CT/angiography HEFFIRIVEE

" @. 75— Jﬁm%ﬁ/ﬂ% HCCHYZZET.

] @ Clrrhosmm B ﬁ‘El/j 6{ [ H Al 7% massive
ascites AL ST 22 H , 2 El’] bt

n @ .HCC Ry feal Pt AFP-1H-—2 N Ay 1R 5 ok

b

B R EHCCHE? HCCHYAFPIE30% H- 1 5 EiE




EfEHZE B E %52 [ERE-6

m 6. [& fllprimary 11ver tumor (HCC) ot

metastatic,— 'f’ _ml:% >

m Liver tumor H{R 2% 15724 Bl H|EPrimary or metastatic

= @HCC: AFP 5, CEA IEH. Secondary CEA 1R 5;,>20.

m @ HCC, Cirrhosis +HBV infectionZ%, metastatic cancer— 7€ 5
JNE primary cancer

B (@ angio/CT A [F],—-
s @ Why > discharee Dx S2ERFE LA RN TLE - T
n ShTEEL

m (@Pathology confirmed lung cancer (adenocarcinoma)ﬁfjnﬂm
pneumonia. 5= e/ RV R 2E
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7. Serum bilirubin : 2.0, ELAVIR )5 225 llicteric

) o~

sclera ?

— R R BEAT W 5=5YH serum bilirubinE £E5
mg/dl DL _E, 2008 N & i8E 1,5 T3.0mg/dL 5L

SR SN BRI [ H 2.5 m;z/ dl ijiﬂ“ =L
r Aﬁ icteric sclerae. .

EJZIEZL

Icteric

llml\
[T

ﬁt

(@)

‘ Jlllﬂ

Anicteric, not icteric
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= 3. Ammonia M &333 1R 5 F (R

m Normal range < 80 u mol/L.

m Blood ammonia >120 f?jﬁﬁ/J\/[phepatic

encephalopathy =22

A =

B

R AL

m [actulose enema, to reduce ammonia
reabsorption,+ protein restriction+ Electrolyte
balance+Neurological follow up/EEG

o g__'%}Blood ammoniaZ] &

: éﬁLJBﬂJT




= ZEBE 4 2 [ERE-9
u 9. Lung biopsy 25 — REHtH 5, A EHR1E?

Percutaneous transthoracic biopsies are
commonly performed for the diagnosis of

CH ESTQJOURNAL thoracic lesions. Early reports of needle
biopsies of the lung were published in the late
EINTORIALS | VOLUME 126, ISSUE 3, P666-668, SEPTEMBER 01, 2004 180031 |n 1883’ Leyden; biopsied the

Complications of CT Scan-Guided Lung Biopsy consolidated right lower lobe of a moribund 48-
year-old man. The specimen was stained, and
bacteria and WBCs were identified. Pneumonia
was diagnosed, unfortunately, the patient died
1 day later.

Lesion Size and Depth Matter

Arash Gohari, MD » Linda B. Haramati, MD, FCCP 2 =

Technologic advances in both needle design and imaging equipment have broadened the
range of lesions that are accessible to needle biopsy. Lung biopsies can be performed by
fine-needle aspiration (FNA), providing a specimen for cytologic examination, or using an
automated core biopsy needle, providing a specimen for histologic examination. FNA was
introduced by Nordenstrom# in 1965. Numerous reports have advocated the use of FNA,
since it is a reasonably simple and safe technique with an accuracy of about 95% for
malignant lesions,>despite a lower yield for benign lesions.®


https://journal.chestnet.org/article/S0012-3692(15)31200-9/fulltext#bib1
https://journal.chestnet.org/article/S0012-3692(15)31200-9/fulltext#bib1
https://journal.chestnet.org/article/S0012-3692(15)31200-9/fulltext#bib5
https://journal.chestnet.org/article/S0012-3692(15)31200-9/fulltext#bib6

Complications after lung biopsy
(FNA)

The most common complications of percutaneous transthoracic lung
biopsy are pneumothorax and bleeding. Pneumothorax has a broad
frequency range of 8 to 64%.11 Bleeding occurs less often (range, 2 to

10%) but is more frequently fatal.

Many reports have evaluated the relationship between specific variables and the complications of percutaneous
lung biopsy. Complications are evaluated according to variables related to the patient, the lesion, and the biopsy
procedure.

Yeow et al (Chest, 2004) analyzed the risk factors for pneumothorax and bleeding for 660 consecutive CT scan-
guided percutaneous coaxial cutting needle biopsies. They consistently performed coaxial cutting needle biopsies

because an on-site cytopathologist was not available. Yeow et al showed no increase in the risk [QI1€U mothorax s

factors that intuitively, and in other series, have been suggested to increase the risk of pneumothorax. Emphysema, cavitation of the lesion, needle size,
number of specimens, and postbiopsy patient positioning all showed no association with an increased risk of pneumothorax. Earlier studies4reported a
higher risk of pneumothorax in patients with obstructive pulmonary disease. However, others, in agreement with Yeow et al, have found no correlation
among emphysema, abnormal pulmonary function test results, and pneumothorax.

Bleeding is the second most common complication of
percutaneous Iung blopsy Yeow et al reported a sixfold increase in bleeding

complications for patients with lesions <2 cm in size compared with those having lesions > 4 cm in size.
This increased risk has been attributed to the sampling of the adjacent aerated lung along with the
decreased ability of the adjacent aerated lung to provide tamponade. Laurent et al25 reported comparable rates of
pneumothorax and bleeding for nodules < 2 cm and > 2 cm. However, a varied length of needle throw may have confounded their results. In that series,

the needle throw was adjusted on a case-by-case basis, depending on the size and position of the lesion. In contrast, Yeow et al consistently used a
needle throw of 1.3 cm.

11>Haramati LB and Austin JH Complications after CT-guided needle biopsy through aerated versus nonaerated lung
Radiology. 1991; 181: 778


https://journal.chestnet.org/article/S0012-3692(15)31200-9/fulltext#bib11
https://journal.chestnet.org/article/S0012-3692(15)31200-9/fulltext#bib14
https://journal.chestnet.org/article/S0012-3692(15)31200-9/fulltext#bib25

B Pneumothorax, SOB
and tachycarcha.

B Forechest distress

Risk of bleeding after
Transbronchial lung biopsy.

Generally reported frequency of
complications after
Transbronchiall lung biopsy.

© Bleeding > 50 ml'1-2 %
» Pneumothorax 1-4 %
- _U:—JEJSJ.J UJU"." < U_:_l,z U_/fJ
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Discharge plan

m Status of HCC and how  m Status of lung cancer,
to manage and how to manage
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Quantization of clinical information
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® Guidelines  (C.Y.Wang, 2022-2025)



Changes of symptoms.
Se BT

m 1 AR E

= _‘Enizﬁjﬁiﬁ/
E{A BT FAZRtIme of onset. HLATZETHE L.

AH=S

i > RROFH

Foe, ~ IME

3 Ju\n/

A
2N

(duration of disease, duration of problems.)

/N R IS BEAR D 5

=t —7.

e E

m Fir DL R {afk

m CRP Edf

R HY (6828

LT AN

m TG —3%E

PRSI
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5 2l D A {grade 4-5/5}
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Problems—RR-SOAP

m 2. Biochemical data, WBC, CRP, \H ::é‘*ﬁ»ﬂcﬁ

% R RS > RS, A .

m 2.1 Acute pancreatitisZ AT 55— HF ] N i 2
TG4 HIEETGHEEL [#Eacute pancreatitis.

m 2.2 Amylase and lipase {Facute pancreatitis
onset {2 6-8 hours j‘i S EEEE - 72
IINKFRATIA IE R Z Bk 748 ~ Bllsevere

pancreatitis )Mild pancretitisE72/J\H%:°amylase
EIEHE.




Lab. Data in pancreatitis

m 2.3 CRPIHE{F Acute pancreatitis onset 126-8
/INESF BRITEE = AB72/ N7 e 2 1.0 R {E
Acute pancreatitis activity S22 AR ELT
ZirdE BT RN e N E NER3.0 DUR, TS
TL_llg)E

m 2.4 Severe acute pancreatitis (necrotizing). 7 [l
Ja#91H (serum calcium) #H & fEonset 36-48 /ﬂ'\

B A (22 8.5mg/dl LU . 72 hours 7 [% 2

’fEE{E‘S 0-7.0 mg/dl or less , #tfFacute stage Q&%
B WK serum calcium (2-3 days W),gﬁﬁ AR
necrotizing pancreatitis.

/




CRP

Initial :  0.05-0.1

0-8 hours 0.1-0.2

16-24 hours, 0.2-0.4

36-48 hours 0.4-0.8

>48 hours >0.8

72 hours : --1.2 or more

100 hours —>3.0
5.0-8.0

Acute pancreatitis due
to hypertriglycetidemia
1,000-10,000 duting attack
First day at ER: >1,000
12-24 hours later :

500-1000
24-36 houts : 200-500
not diagnostic.

Please check TG when the
patients arrive at ER.



The American Association for Clinical Chemistry (AACC) is a global
scientific and medical professional organization dedicated to clinical

laboratory science and its application to healthcare.

Sample 48
hours after
admission

TG 225
mgidl

_-??Sample at
“admission

TG 1354
mgl/dl

—f% <150 mg/dl.

AACC.org [ Science & Research | Scientific Shors

Acute Pancreatitis and =80
Hypertriglyceridemia

Author: Sutirtha Chakraborty and William Winter // Date: SEF.2.2013 ¥ Source: Scientific Shoris are brought to you by the
Scientific Shorts

Casze: A lean, nondiabetic 38 year old man presented to an outside hespital with severs
upper abdorminal pain. He had a history of alcoholism but he had ne history of gall stones.
He wias diagnosed with acute pancreatitis, made npo and was treated with total parenteral
nurtrition (TFN)

Twia days later he was transferred to the first author's hospital. At that time the patient's
serum amylase was TET WL {reference interval: <60 WL) and his serum lipase was 3850
UL {reference interwak: =100 WL }. An abdominal CT scan was consistent with the

diagnosis of acute pancreatitis.

Bacause the serum was mildly lipemic, the next marning a serum trighycarids (TG)
measurement was performed on the admission serum sample. The TG concentration was
found to be greatly elevated at 1354 mg/dL (desrable range: <150 mg/dL).

What is the clinico-biochemical interpretation of such an elevated TG in the setting of acute
pancreatitis?

Following alcoholkindeced and gallstone-induced acute pancreatitis, the next most common
cause of acute pancreatitis is hyperriglyceridemia that sccounts for 1 — 4% of cases (1).
Because of the patient's turbid serum and the recognized causal relationship of
hypertrighyceridemia to acute pancreatitis, 8 TG measurement was recormmended. Indeed .

the subsequent finding of 2 markedly elevated TG level suggested hypertrighyoaridemia as Sutirtha Chakraborfy MD & William Winfer
a significant contributor to the development of patient's acute pancraatitis. Howewer, this is MO, DAECC. FACE

not the end of this story.




R-roots, Etiology of acute
pancreatitis

ETIOLOGICAL INVESTIGATIONS
Abdominal ultrasound US should be performed in all patients with A

In the absence of gallstones and / or history of significant history of alc

use, Serum triglyceride should be obtained and considered t

etiology if >1000 mg/dl

Alcohol-induced pancreatitis the diagnosis should not be
entertained unless a person has a history of over 5 years of

heavy alcohol consumption ( > 50 g per day, but is often m




A case of acute pancreatitis,
caused by ?

Figure 1: Change in total leukocyte count, lipase and triglyceride level during the development of acute pancreatitis

Laboratory Parameters

An 18-
year-old
female
patient

—@—Lipase(lU/dl) ~=TLC (109/L) ==t~ Triglyceride(mg/dl)

Pancreatitis in acute promyelocytic leukemia: Drug-induced or differentiation syndrome?

Indian J. Medical and Pediatric Oncology Year : 2017 | Volume : 38 | Issue:3 | Page:371-373



m Acute promyelocytic leukemia (APL) constitutes about 15% of all
acute myeloid leukemia patients and can now be treated even without
any chemotherapy, with all-trans-retinoic acid (ATRA) and arsenic
trioxide (ATO). Acute pancreatitis (AP) is a rare adverse event in APL,
which is primarily reported to be secondary to hypertriglyceridemia.
Here, we have reported AP developed in a patient of APL, during
Induction with ATRA and ATO, but it was not associated with
hypertriglyceridemia. Rather, it was associated with respiratory distress
and weight gain, coincidental leukocytosis, bilateral pleural effusion,
and edematous pancreatitis without any necrosis. Hence, AP In this
case Is diagnosed to be a manifestation of differentiation syndrome,
and it responded to steroid.

m  The patient had initial symptoms of respiratory distress before overt AP. Furthermore, the patient had significant weight
gain during the development of AP. The total lymphocyte count was also raised during the period. The patient also
developed bilateral pleural effusion concomitantly. The CECT showed edematous bulky pancreatitis without any
necrosis. The patient's symptoms subsided with stoppage of therapy and dexamethasone. All these lead to a diagnosis
of differentiation syndrome which manifested in the form of AP. The differentiation syndrome occurs due to release of
cytokines from granules of abnormal promyelocytes while they differentiate which lead to endothelial leakage. This
leads to widespread edema, including pulmonary edema and weight gain. The pancreatic edema may cause occlusion
of pancreatic duct leading to the development of AP. The manifestation of differentiation syndrome in the form of AP is
not mentioned in literature before. To the best of our knowledge, this is first case report, where APL patient developed

AP as a manifestation of differentiation syndrome due to ATRA and ATO therapy.



Differentiation syndrome (43{kb
SEEIE )

m Differentiation syndrome ( 77{EEFEIE ) & tEa 4 ~ BAE
KV IRIEA - A= i diiE g mmiE (APL
) BEpe o LA et - HEEPRIRI S8 o 75 K ek
/DJJ ﬁiﬁ £ ERERE

‘ﬂit*‘%"“"iﬂ ( Differentiation Syndrome, DS ) :
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m 3. Halcoholic disease ? [ 5 22 1814 = /18
%2

B (@(@ alcoholic liver diseases (cirrhosis),8 years-
120 gm/day or 12 years/80 gm/dl.

B (@@ alcoholic pancreatitis, >50 gm/day for
>5 yeats.

m Some cases with acute pancreatitis = A
40 gm. before attack. ( with history of moderate
drinking for 8 years.)




HBYV infection

m 4. HBV infection and liver disease:Z23

N

= = HA ] (5%

m (iS5 BT EZE? {HBsAg (+), Anti HBc (+)}

m {A[H5A Liver diseases(AST /ALT abnormal)

r

decompensated signs.)

m NB with HBV infection->CH (active ot
inactive)=> citthosis (20-30 years)--> HCC (50

years)

m {A[H5 cirthosis ,(physical findings, LFT, Ascites,
Varices, nodular margin by mages, histology,



Table 3 Overall cirrhosis incidence rates in longitudinal studies of patients with chronic hepatitis B
infection according to clinical status and geographic area

References Clinical
: status

Asymptomatic
CAITIErs

Inactive
carmier

Chronic
hepatitis~

HEeAg
posifive

HEeAg
posifive

HEeAg |
negative

Mean age Mean Cirrhoszis
at entry follow-up incidence
(yr} (years)

Geographic No. Mo,
area Studies patients

Taiwan

Europe

Europe

Asymptomatic carriers-=> cirrhosis 0.9 % (9 years) or 0.07 %(8 years)
Chronic hepatitis-=>cirrhosis (Asians) -1.6 % (7.6 years) (HBeAg +)
Chronic hepatitis-=>cirrhosis (Europe)-3.8 % (4.5 years)




AR

m In studies conducted in East
Asian countries, the summary
HCC incidence rate ranged from
0.2 per 100 person years among
Inactive carriers to 0.6 in persons
with chronic hepatitis B but
without cirrhosis and 3.7 in
subjects with compensated
cirrhosis; the corresponding 5-
year HCC cumulative incidences
were 1%, 3% and 17%.

Asian- - Western
Inactive carriet—------- 0.2/100 PY  0.02/100 py
Chronic hepatitis 0.6 0.3

Compensated cirrhosis 3.7 2.2



" -

Cirrhosis =2 HCC

E AT 3

o

=HCC,

m Cirrhotic patient : the 5-year cumulative risk of
developing hepatocellular carcinoma 17% 1n East

Asia

® 0% 1n the Western Europe and the United

States

Review > JHepatol 2008 Feb;48(2):335-52. doi: 10.1016/),jhep.2007.11.011. Epub 2007 Dec 4,

Natural history of chronic hepatitis B: special

emphasis on dise
factors

Gigvanna Fattovich !, Flavia Bort

ase progression and prognostic

olotti, Francesco Donato
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m 5. AT DI Past history 2[5 {A[HF 25 A HY
n 5 R AR ENE L.
m EX. HBsAg cartier=> CH=> Cirthosis2> HCC

0 Colon polyp(adenoma)-—= adenocarcinoma
o UC, total colitis -2 colon cancet

O Pancreatitis=> Chronic Pancreatitis> Cancer

o GERD-=> Barrett Esophagus = esophageal cancet

0 Abdominal operation—=> adhesion—=> Mechanical ileus



HE R R ERE -2

m Cirrhosis=> decompensation

m ascites, hyperbilirubinemia

m Hepatic encephalopathy

m Gall bladder stone = CBD stone=> obstructive
®  jaundice=> acute pancreatitis (a few DAYS)
m 7-10 days.

m Gall bladder polyp--- ? Factors-=> GB cancer



Size of GB polyp.

Gallbladder polyps: Can they be cancerous?

Are gallbladder polyps associated with

gallbladder cancer?

Answer From Michael F. Picco, M.D

MAYO Clinic

Gallbladder polyps larger than 1/2 inch in
diameter are more likely to be cancerous or turn
into cancer over time, and those larger than 3/4
inch (almost 2 centimeters) in diameter may pose
a significant risk of being malignant.

Gallbladder polyp size helps

predict gallbladder cancer
risk

Written by De

Published on M

Gallbladder polyp size can help predict gallbladder cancer risk

Me 5 cent of gallbl stil

ge tobe

hers uncovered
t.



> Korean J Hepatobiliary Pancreat Surg. 2014 Feb;18(1):9-13. doi: 10.14701/kjhbps.2014.18.1.9.
Epub 2014 Feb 24.

Analysis of gallbladder polypoid lesion size as an

indication of the risk of gallbladder cancer

1

Ji Eun Sung 1 Chan g Woo Nam ', Yang Won Nah i Byung Sung Kim ‘

Affiliations + expand

92335 DOI: 10.14701/kjhbps.2014.18.1.9

Of a total of 253 patients, 235 patients had benign lesions, and 18 patients had malignant
lesions. Among the malignant polyp patients, 11 had pT1 cancer, 6 had pT2 cancer, and 1 had
pT3 cancer. The average size of polypoid lesions was 9.1£3.1 mm and that of malignant
lesions was 28.2116.4 mm. The receiver operating characteristic (ROC) curve of the benign

and malignant groups shows that 14.5 mm is the optimal point of prediction of the
malignancy. Of a total of 18 patients of GB cancer, 11 had pT1 and the average size of their
polypoid lesions was 20.5%5.8 mm 7 had pT?2 with a size of 39.1£20.7 mm. ROC curve
analysis of the pT1 and pT2 groups shows that 27 mm would be the optimal point to predict
T2 and above cancer.



m 6. Severity of disease A] fdataf BT H B H]E

m Ex. Acute necrotizing pancreatitis= serum
= Calcium <8.5 mg/dl

m GI bleeding ---Hb, Ht,

m Active bleeding, tachycardia (>100/min.)

m Abscess N =2serum albumin HHZE N[

m Sepsis —(inflammatory diseases ):

s WBC count >15,000; >30,000, CRP>12,




Severity of acute pancreatitis

Research Article | Open Access

Volume 2017 | Article ID 1869091 | hitps:fdoi.orgf10.1

Show citation

Prediction of Severity of Acute Pancreatitis
Using Total Serum Calcium and Albumin-

Corrected Calcium: A Prospective Study in
Tertiary Center Hospital in Nepal

Ashik Pokharel 12,2 Prem Raj Sigdel,* Suman Phuyal,* Prasan Bir Singh Kansakar,* and

Pradesp Vaidyal

Surgery Research and Practice 2017 Article

Table 1

Comparizon of the mean total serum calcium and albumin-corrected calcium as per severity.

Factor Total population {p=80) Mild acule pancreatitis (m=353) Moderately severe pancreatitis (7= 14) Severe acute pancreatitis (n=11) v ﬁu
ralue

Total serum calcium (mg/dl), mean + 5D 792+ .09 B22+1.11 7.51 +061 698 +0.67 0.001

Albumin-corrected calcium (mg/fdl), mean + 5D T87T+ 1.07 BI5+ 1.08 741 +0.584 701 +0.42 0L002



https://www.hindawi.com/journals/srp/
https://www.hindawi.com/journals/srp/contents/year/2017/
https://www.hindawi.com/journals/srp/2017/1869091/

7. Physical findingst7 25 S HyE 2

m 7. Physical findingst7. 25 &1V &

® Jaundice —anicteric, sub-icteric, slightly icteric,
severely icteric (3 7 FIAIL)

m Anemia —mild, moderately severe, severe (pale)

m Vital signs
m Size of liver and spleen
B Leg edema(+H)~(+++H)H77 B “

m Ascites —abdominal distension,

m Abdominal girth, (by cm.) shifting dullness



m Ex. Hepatic coma (clinical grades)
m Shock(BP, Pulse, and anuria)

Clinical grading of HE

Clinical grade

Grade 1
(prodrome)

Grade 2

(impending
coma)

Grade 3
(early coma)

Grade 4
(deep coma)

Clinical signs

Alert, euphoric, occasionally
depression. Poor concentration,

slow mentation and affect,
reversed sleep rhythm.

Drowsiness, lethargic,
inappropriate behavior,
disorientation.

Stuporose but easily rousable,
marked confusion, incoherent
speech

Coma, unresponsive but may

respond to painful stimulus

Flapping tremor

Infrequent at this

stage

Easily elicited

Usually present

Usually absent

=|

m 8. Physical findingst.ZH &1V &, LB DL &
HIRE L Z b E =



Ascites : direct signs.

m Abdominal girth, increased
m Body weight : increased
m Fdema.

® Symptoms—abdominal

distension

FLUID IN PERITONEAL CAVITY [ASCITES]

— i wtea




Ascites

— ) _a

m 1. abdominal distension 12 =
m 2. Abdominal girth, (by cm.)
m 3. shifting dullness

m 4. Increase in BW.

@ BEKEIERS R (RBESRREEER )

7R iek Efhst ERER e HE

1R (2 <1000 ml EREER  #23iEEE BEAGEE <3cm» SREE
g) i fadis]

28 (P £] 1000~ IECREiEEEE  EEE
g) 3000 mil i

34 (& > 3000 ml BEEERENE - BEEEREE - O EhOE=EERE . ZEE -
g2) HEETIL 10 em




Size of mass ( by cm.)

m 9. Nodular mass (tumor) BR4CERA /N f2 8]

o

m  Physical findings—observation

m  Images size—US, CT , endoscopy, MR, X-ray

| 2

m Descriptive words

5, [HA FHHHE.
m Huge, big, large,

P RUIFRZE R/

m Small, very small, tiny



Huge, big, large H—{FEA?

Exceedingly great size,

FEAHY
Big : Of considerable size, number, quantity, =N
magnitude, or extent; large

Large : [EUCCERREH EE—RERI K

ady. larg-er, | est

1. Of greater than average size, ext

35 Nk Jarge | EETHVER,  TESCCJERR S A
5-8 cm,. 7R big FHVHA RA ~ A,
>8 cm. (>10 cm.) huge HE R AN, KREY



ANEMLE RERIA/NS7ATAE]

m Gall bladder stone 1.0 cm Pl 5 A] DL large,
2 cm. PN big or huge

m (0.5-0.9 cm. moderately sized stone

m (0.2-0.4 cm small stone
B <(0.2 cm. Tiny stone

m Not measurable small size--- gall bladder sand

What is the normal size of a gallstc-ne"

The answer is that there is no normal size when it comes to galls ’r Ines
y hundreds of tiny gall: t nes.
285 5 a5 |arg o, although a gallstone of this size is rare. No
EVEIYONe W I’rh gallstones will become symptomatic.




Sizes of gall stones
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1o (2 2 %) Risk ratio 7

The Risk of Gallstones with Weight

Relative Risk of Gallstones

o] w
9 N

3¢
09

&

%9 M4
Drvarwegh

Body Mass Index

I'he nisk of gallstones increascs as weight increases. Risk beg
to increase in the upper part of the health range and becomes
extremely high in women who are very obese

Source. Nurses” Healih Stady

Stampter et al, 1992; Table

Only parents  Both parents  One sibling 2 siblings 3 siblings 4+ siblings

Hns

=

Familial risks for gallstones in the population of Sweden

BM]J, Open gastroenterology
Vol. 4

Results Gallstone disease was diagnosed in 660 732
patients, with an overall incidence of 131 per 100 000
person-years. Familial cases

accounted for 36.0% of all patients with gallstone
disease. Of these, 50.9% had a parental family history
(SIR 1.62), 35.1% had a sibling history (SIR 1.75) and
14.0% had a parental+sibling history (SIR 2.58).

Among a total of 54 630 affected siblings, 84.4% were
sibling pairs (SIR 1.55). However, the remaining 15.6% of
the affected siblings constituted the high-risk group of
multiple affected siblings and an SIR >10; these persons
accounted for 7.7% of all familial cases. The

spousal risk was only slightly increased to 1.18.
Conclusions Overall, the results point to the underlying
genetic causes for the observed familial clustering,
which may involve polygenic gene—environmental
interactions for most familial cases but high-risk genes
in close to 10% of cases. Family histories should be taken
intoaccount in the medical setting and used for
counselling of at-risk individuals.
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Gallstone disease is associated with increased
mortality in the United States

Constance E Ruhl 1, James E Everhart
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Abstract

Background & aims: Gallstones are common and contribute to morbidity and health care costs, but
their effects on mortality are unclear. We examined whether gallstone disease was associated with
overall and cause-specific mortalities in a prospective naticnal population-based sample.

Methods: We analyzed data from 14,228 participants in the third US National Health and Nutrition
Examination Survey (20-74 years old) who underwent gallbladder ultrasonography from 1988 to 1994.
Gallstone disease was defined as ultrasound-documented gallstones or evidence of cholecystectomy.
The underlying cause of death was identified from death certificates collected through 2006 (mean
follow-up, 14.3 years). Mortality hazard ratios (HR) were calculated using Cox proportional hazards
regression analysis to adjust for multiple demographic and cardiovascular disease risk factors.

Results: The prevalence of gallstones was 7.1% and of cholecystectomy was 5.3%. During a follow-up
period of 18 years or more, the cumulative mortality was 16.5% from all causes (2389 deaths), 6.7%
from cardiovascular disease (886 deaths), and 4.9% from cancer (651 deaths). Participants with
gallstone disease had higher all-cause mortality in age-adjusted (HR = 1.3; 95% confidence interval
[CI]: 1.2-1.5) and multivariate-adjusted analysis (HR = 1.3; 95% Cl: 1.1-1.5). A similar increase was
observed for cardiovascular disease mortality (multivariate-adjusted HR = 1.4; 95% ClI: 1.2-1.7), and
cancer mortality (multivariate-adjusted HR = 1.3; 95% Cl: 0.98-1.8). Individuals with gallstones had a
similar increase in risk of death as those with cholecystectomy (multivariate-adjusted HR = 1.1; 95%
Cl: 0.892-1.4).
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Risk factors for gallstones among Chinese in Taiwan.
A community sonographic survey
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Abstract

& health survey of adults aged 30 years or more was carried out in southwest Taiwan to determine the
prevalence of gallstones and to study risk factors associated with gallstones. Blood samples were
collected and abdominal sonographic examination and anthropometric measurements were
performed on a total of 923 people. The 40 gallstone cases detected resulted in a prevalence of 4.3%.
The risk factors explored included age, sex, hepatitis, obesity, hyperlipidemia, and diabetes mellitus
(DM). Age and DM were the only significant factors associated with gallstones in our study. With a
reference group of 30-39-year-olds as a comparison, multiple logistic regression analysis showed a
trend effect with odds ratios of 1.73, 3.74, and 6.32 for age groups of 40-49, 50-59, and 60 or above,
respectively. The odds ratio for DM was as high as 2.59. However, sex, body weight index, chronic
hepatitis B, and hyperlipidemia were not significantly associated with gallstones.
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Prevalence and risk factors of gallstone disease in an
adult population of Taiwan: an epidemiological
survey
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Abstract

Background and aims: The aim of this study was to determine the prevalence and risk factors of
gallstone disease (GSD) in an adult population of Taiwan through a population-based screening study.

Methods: A cross-sectional community study in a rural village of Taiwan was conducted in 3333
Chinese adults (aged > or = 18 years) undergoing ultrasonography. A questionnaire on perscnal
history was completed to ascertain whether the removed gallbladder contained stones in all
cholecystectomized subjects, the dietary habits (vegetarian/non-vegetarian diet), the history of GSD in
the participant’s first-degree relatives, the history of gastrointestinal surgery (vagotomy, gastrectomy
for peptic ulcer disease, or ileal resection), parity, and use of oral contraceptives. The demographic
characteristics and biochemical parameters were recorded.

Results: The overall prevalence of GSD was 5.0% (4.6% in men, 5.4% in women) with no significant sex
differences (men/women: odds ratio [OR] 0.71, 95% confidence interval [CI] 0.50-1.01, P = 0.058).
Logistic regression analysis showed that increasing age {men: 40-64 years, OR 7.38, 95% Cl 2.59-21.01,
P < 0.001 and = or = 65 years, OR 14.16, 95% C| 4.84-41.47, P < 0.001; women: 40-64 years, OR 4.08,
95% C11.90-8.75, P < 0.001 and > or = 65 years, OR 6.78, 95% C| 2.97-15.46, P < 0.001) and the
presence of fatty liver evidenced by ultrasocnography (men: OR 2.24, 95% Cl 1.32-3.80, P = 0.003;

3333 adults
Opverall prevalence : 5.0 %
Male: 4.6 %

Female : 5.4 %

OR:

Age 65 and over—14.16
40-64 : 7.38
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Nationwide epidemiological study of severe gallstone
disease in Taiwan
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A retrospective longitudinal study was conducted using Taiwan National Health
Insurance Research Database collected during 1997-2005. Patients with incident
severe gallstone disease (acute cholecystitis, biliary pancreatitis, acute cholangitis)
and gallstone-related procedures (elective and non-elective cholecystectomy,
endoscopic retrograde cholangiopancreatography [ERCP]) that led to hospital
admission were identified using ICD-9-CM diagnostic and procedure codes.

The hospital admission rate for severe gallstone disease increased with advancing age and
the age-standardized rate (95% Cl) per 1000 population was 0.60 (0.59-0.60) for men and
0.59 (0.59-0.60) for women. Men had a higher rate of acute cholecystitis, probably due to the
substantially lower rate of elective cholecystectomy among men than women. For those aged
20-39, hospital admissions for all gallstone-related complications and procedures increased
significantly. For those aged >or=60, incidences of biliary pancreatitis, acute cholangitis, and
hospital admission for gallstone receiving ERCP increased significantly without substantial

change in the incidence of acute cholecystitis and despite a decreased rate of elective
cholecystectomy.
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Clinical predictors of incident gallstone disease in a
Chinese population in Taipei, Taiwan
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Abstract

Background: Gallstone disease (GSD) is a commaon gastrointestinal diserder throughout the world.
The authors explored the incidence of GSD in Taiwan and its condition-associated predictive factors.

Methods: The initial study cohort comprised 2386 healthy adult participants, who were voluntarily
admitted to a teaching hospital for a physical check-up in 2002 in Taipei, Taiwan. After excluding 126
patients who exhibited prevalent GSD, 2260 non-GSD participants received annual follow-up
screenings for GSD until 31 December, 2007, Of those, 1296 (57.3%) patients were re-examined to

collect blood samples and conduct ultrasound sonography.

Results: Among the 1296 participants who exhibited no GSD at the first screening, 23 patients
developed GSD during 3640 person-years of follow-up. The incidence was 0.632% per year (95% CI:
0.292%-2.009%,). After conducting a Cox regressian, increased age (50-59 years versus = 40 years, RR
= 2.16 [95% Cl: 1.09-5.97], 60+ years versus < 40 years, RR = 3.81 [95% Cl: 2.77-8.63]), high body
mass index (=27 kg/m2 versus < 24 kg/m2, RR = 1.64 [95% CI: 1.07-2.98]), high fasting plasma
glucose levels (2126 mg/dL versus < 110 mg/dL, RR = 1.68, 95% Cl: 1.10-3.87), and nonalcoholic fatty
liver disease (yes versus no, RR = 1.44, 95% CI: 1.21-1.90) appeared to be significantly related to
developing G5D.

1296 persons without
Gall stone

Follow up

3640 patient-yaers

-=> 23 developed gall stones

0.632 % /year.
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24 hour ECG monitoring
for arrhythmia

Electrodes

Holter monitor

Bradycardia,

Cardiac arrest

VPC frequency and patterns.

Cardiac rthythm during normal activity.

HOLTER MONITORING

. Ambulatory ( Holter ) electrocardiography ( ECG ) is

a widely used noninvasive test to evaluate cardiac
rhythm abnormalities

. It has also been used for assessing pacemaker and

ICD function, ischemia, and heart rate variability.

. The clinical utility of the ambulatory ECG recording
lies in its ability to continuously examine the
patient's cardiac rhythm over an extended period of
time during normal routine activity, including any
physical and psychological changes.




= CAN YOU COUNT
THE TOTAL
NUMBER OF VPCS
IN A DAY?

It is impossible to manually
count the number of VPCs in a
day because the total number

of heart beats in a day nears
about hundred thousand.
Automatic counting is possible
using a Holter monitor which
can record ECG data for 24-48
hours and analyze it using a
computer program in

the Holter analyzer. Some
consider more than 10% PVC
among the total beats as the
significant threshold level for
active management.
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Ability of a 5-Minute Electrocardiography (ECG) for Predicting
Arrhythmias in Doberman Pinschers with Cardiomyopathy in
Comparison with a 24-Hour Ambulatory ECG

G. Wess, A 5chulze, M. Geraghty, K. Hartmann

m Results: Holter examinations revealed >100 VPCs/24 hours in 204/875
examinations. At least1 VPC during a 5-minute ECG was detected in
131 (64.2%) of these 204 examinations. No VPCs were found in the
5-minute ECG in 73 (35.8%) examinations of affected Doberman
Pinschers. A 5-minute ECG with at least 1 VPC as cut-off had a
sensitivity of 64.2%, a specificity of 96.7%, a positive predictive value of
85.6% and a negative predictive value of 89.9% for the presence of
>100 VPCs/24 hours.

= Conclusions and Clinical Importance: A 5-minute ECG is a rather
insensitive method for detecting arrhythmias in Doberman Pinschers.
However, the occurrence of at least 1 VPC in 5 minutes strongly
warrants further examination of the dog, because specificity (96.7%)
and positive predictive value (85.6%) are high and could suggest occult
cardiomyopathy.



Use of NT-proBNP
for evaluation of potential CVD

Ve

L

ntricular Premature Complexes Workup

=

Approach Considerations

Oltain laboratory studies to evaluate or comrectable causes of VPCs, such as
medications, electrolyte disturbances, infection, and myocardial ischemia or
MI. Obtain serum electrolyte and magnesium levels.

Cwverview

Presentation

DDx A 2016 population-based study of 4598 individuals with ventricular ectopy activity,
including PVCs, found that elevated levels of N-terminal pro-B-type natriuretic
Workup peptide (NT-proBNP) were independently associated with ventricular ectopy but not
with levels of high sensitivity-troponin | (hs-Tnl) or hs-C-reactive protein (hs-CRP).
« Approach [13] Cbtaining levels of NT-proBENP may help in the evaluation of potential adverse
Considerations cardiovascular events in persons with asymptomatic ventricular arrhythmias




Premature Venlricular Contractions (PVCs)
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12, Alll abnormal lab. Data related to
disease activity should be followed up.

® During hospitalization,

m Follow up within 3 days in active diseases.—

determine the disease activity

m [f still abnormal, follow up again within 3-4

days.

m If it is increasing in severity, check it within 1-2

days. It is a disease activity parameter.

m Recheck it

ust before discharge and it is

considered to be a discharge parameter.



13 Explain goal (first goal and
second goal) during VS round.

m Explain goal (first goal and second goal) during

VS round.
m Goal must be expressed by quantity of data.

m First goal (Primary goal) JHESRIEANK
Rk E. recovery from shock.

m Consciousness : clear, BP: > 100 mm Hg,
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= PR: 52-100/.min. RR: Smooth, Oxygenation : full (99-100 %)

m Second gaol: Discharge parameters,
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Second gaol: Discharge parametets,

Nl = =18 i
2B EAN T
GI bleeding

1. No more bleeding—stool

became yellowish,
No hematemesis,
NO bloody stool

2. HB and Ht : almost no
changes in three tests.

3. Hb > 10 gm /dL,.
4, Alert. And comfortable.

5. Stable vital signs
(BP>100,

heart rate : < 100/min.)

e {E (data)

Obstructive jaundice due to
impacted gall stone at the
papilla,.

Reduction of jaundice after removal

of impacted stones (by ERCP and
papillotomy ot othet procedures)

Serum bilirubin< 3.0 ( from >10)

< 2.5 (from 9.9-5 mg/dl)

<2.0 (from 5 mg/dl ot less)

GGT < 100, CRP down to 3.0 or less
CBC : normalized

(WBC< 10,000, Hb : >12gm/dl.)
No complications after procedures.

No fever, no pancreatitis, no shock



Conclusions (2025.11.07)

m Quantitation analysis of clinical information 1s
important.(*symptoms, signs and lab data)

m [t may be used as disease parameter. Then it
could be used to guide clinical management,

m [t may be used as a discharge parameter. Only
the parameter is reduced to normal range (ot
within 1.5x normal upper range.) The patient
can be discharged safely and the short term
readmission rate could be reduced.

m Follow up all abnormal data is of importance.



