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remember to correct AG for albumin: dec alb 1 from 4.0, inc AG 2.5

SAMPLE CASES

     143| 90 |___




                 3.3 | 40 |

     140| 115|___




                 3.1 | 15 |

7.50/29     __|___|___

                     | 22 |

7.25/60     __|___|___

                     | 26 |

7.34/60     __|___|___

                     | 31 |

7.50/48     __|___|___

                     | 36 |

7.20/21     __|___|___

                     |  8  |

7.48/35/53   __|___|___

                        | 27 |

7.50/20   140|103|___    

ASA OD

                     | 15 |

7.40/20   145|100|___   

CKD, vomitting

                     | 24 |

7.50/20   145|100|___  

alcoholic developing PNA and vomitting

                     | 15 |

7.10/50   145|100|___ 


diabetic found down after vomitting

                     | 15 |


(need hx to distinguish from which other situation?)

7.15/15   140|110|___


post DKA

                     | 5   |

7.31/10   123| 99|___

                     |  5 |

7.20/25   130| 80 |___ 


diabetic vomitting

                     | 10 |

7.07/28   125|100|___ 


acidemia as cause of hypokalemia, what effects on

               2.5 |  8  |


respiratory muscles?

7.18/80   135| 93 |___


does this patient need to be intubated? BiPAP?

                     | 30 |

7.40/36   140| 95 |___


vomitting and ASA ingestion

                4.2| 25 |

7.14/18   130| 94 |75_  906

30 man DM 1 week fever, polyuria, polydipsia
               6.1 |  6  |2.3

7.26/23   135| 89 |50_  1181

25 woman DM 1 week fever, polyuria, vomitting
               6.1 | 10 |2.3

7.26/23   138|111|49_  650

45 DM 1 week fever, polyuria, diarrhea
               6.1 |  8  |1.4

6.95/33/60   140|104|75_  1008          25 DM 1 week fever, cough, inc sputum
                    7.0 | 7   |2.6

7.64/25   140|104 | 8_  

31 woman 33w pregnant w 2w vommiting
               3.0 | 26  |0.6

7.53/25/75   140| 111|18_  

33 woman 33w pregnant with chest pain
                    4.0 |  19 |0.7

6.87/90/42   140| 99 |31_  

33 woman OD on phenobarb, RR=3
                    7.7 | 16 |1.5

7.14/60/52   140| 94 |45_  300

60 man on HCTZ, chest pain, BP 88/60, crackles
                    5.9 | 20 |1.9

7.40/40/88   140| 84 |28_ 160

DM man vomitting, etoh=58
                    3.0 | 24 |1.3

-----------

PEARLS

difficult because

normal values are forgotten or poorly defined

 
pH 

7.40 (7.35-7.45)


PCO2

40


HCO3-

24

people give different ranges for normal values

math is difficult

many equations to describe few concepts

fudge factor

use pattern recognition

clinical suspicion (sustained vomitting, think met alk)


differential diagnosis (abg shows met alk, think diuretics, vomitting, etc)

can have normal pH with acid base disorders

* body does not generate a large anion gap to compensate even for a chronic alkalosis, therefore, a substantial increase in unmeasured anions indicates a primary AG metabolic acidosis, regardless of pH or bicarb concentration
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Haber RJ. A practical approach to acid-base disorders. West J Med. 1991 Aug;155(2):146-51[image: image2.png]TABLE 8.—The Relation Between Level of Anion Gap and
Biochemical Diagnoses in 51 Patients

Without Renal Failure*

‘Biochemically Confirmed
Anion Gap, Patients, Organic Acidosis Present,
mmolfiter No. No. %
17-19 7 2 29
20-24 20 13 65
25-29 15 12 80
30-45 9 9 100
=20 44 34 7

“Adapted from Gabow et al9






[image: image3.wmf]RESP ACID

Acute

pH

dec

0.008

per inc PaCO2

HCO3 inc 

0.1

per inc PaCO2

Chronic

pH 

dec

0.003

per inc PaCO2

HCO3 inc 

0.4

per inc PaCO2

1

2

acidemia

or

alkalemia

?

metabolic

respiratory

acute

chronic

AG

NAG

3

4

? respiratory compensation 

(immediate)

RESP ALK
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