Endocrine Case Studies
C.C.:  “I’m having palpitations for the past couple of weeks”
A 32 year-old female presents for the first time to your office with a complaint of palpitations for the last 2 weeks.  Palpitations are not associated with exertion, and occur during the morning and early afternoon only.  She also admits that she feels increasingly anxious and “jittery” for about a period of one month.  There is no chest pain, history of murmurs, HTN, or congenital cardiac anomalies.  Denies dyspnea, SOB, cough, or pleurisy.  No abdominal pain, vomiting, or diarrhea.  Denies history of nervousness, depression, or anxiety disorders.

Past medical history: 

Not taking any medicines, denies caffeine intake, denies smoking, there are no known financial or emotional stressors
What is a possible cause of her palpitations and co-existent anxiety?

What other classical historical complaints and physical exam findings may support your tentative diagnosis?

Laboratory diagnostics?  

C.C.:  “I’ve been very thirsty and peeing a lot over the past 3 weeks”

A 45 year-old Hispanic female that is known well to this clinic, with past medical history of hyperlipidemia/triglyceridemia x 8 years, HTN x 5 years, and hypothyroidism x 12 years presents today with the complaints of polyuria and polydipsia over the last 3 weeks.  Polyuria and polydipsia began insidiously and simultaneously.  Patient notes a gradual increase in urinary frequency, from her usual 4 times per day, to the current 18 times/day over the stated time period.  Denies dysuria, hematuria, pyuria, or change in odor.  Urine color has become a lighter shade of her normal yellow.  There is an increase in water intake to a current 6 eight ounce glasses from a previous 2 glasses per day prior to 3 weeks ago.  
Past Medical History:

-Medicine: HCTZ 25mg qday HTN, Niaspan 500mg qHS hyperlipidemia
-Smoker: 16 pack-years

-Family Hx: brother 37, “insulin not working right”, mother 67, DMII, father deceased, 59, MI

What is the working diagnosis at this point?
In addition to polydipsia/uria/phagia, what are some other possible presenting complaints?

What are some expected physical exam findings now or with advanced disease?

What laboratory studies are diagnostic?

A 33 year-old female is rushed to the local emergency room.  As per her roommate, the patient collapsed 10 minutes ago.  Prior to that, the roommate noted that the patient began “acting weird, unlike herself.” She notes that the patient was irritable and anxious about four hours ago, highlighted by 2 episodes of associated nonbilious vomiting and abdominal pain.  Then, about 45 minutes ago, suddenly began to demonstrate signs lethargy, confusion, listlessness, and weakness, culminating in a collapse 10 minutes ago.  Since the collapse, she is noted to be in a state of altered sensorium, characterized by moaning and incoherent speech.   
Past medical history is unknown.

Physical Exam:

General: Patient in stuporous state

Vitals: HR: 175 bmp, reg.   RR: 22/min    BP: 90/50   Temp: 106.8 °F (rectal)

Skin: Poor skin turgor.  Peripheral cyanosis over lower extremities.  Hyperpigmentation of nail beds, metacarpal phalangeal joints and anterior knees bilaterally.

PVS: Extremities cool to touch.  Radial and dorsalis pedis are 1+, symmetric, thready BIL. Posterior tibialis and popliteal not palpable BIL.

Neurological:  Alert and oriented x 0. Doll’s eye reflex intact. Glasgow coma scale: 9

eyes: 2 (to pain), verbal: 3 (inappropriate words), motor: 4 (withdraws to pain)   
Rest of exam unremarkable

What laboratory tests will you order?

How would you diagnose?  Diagnosis?

Treatment?

