
ACOI 2019:  Post-op Ileus 

 

Consult:  Post-op Ileus 

 

CC:  Abdominal discomfort 

 

HPI:  54 yo female with pmhx of menorrhagia, asthma, and hypertension presented to the 

hospital for surgical intervention hysterectomy now with decreased bowel movement. 

 

Pt has had a history of dysmenorrhea, and menorrhagia x 7 years as a G2P2 female.  During her 

pregnancies she had no complications first pregnancy was a spontaneous vaginal delivery and 

the second was c-section due to fetal distress.  Both children, boy and girl, were healthy upon 

delivery and are healthy individuals now as adults.   This pt states that she has not had 

menopause and continues to have menorrhagia.  She can tell her period is coming as she gets 

increased back aches, lower abdominal fullness and discomfort along with increased fatigue and 

increased number of stools per day.  She used 5-6 large pads per day, this is why she agreed with 

her Ob/Gyn to have a hysterectomy.   

 

The pt is post op D#2.  Her stitches and incision are doing well.  She has no fever, chills, pain, 

n/t/w in her BLE’s.  She denies having an appetite, has not had a BM since the surgery, the last 

time she felt hungry was 2 days prior to the surgery.  She did try eating jello postop D#1, but 

other than that has had intermittent sips of water.  She denies nausea, vomiting, diarrhea but 

suggests she may have constipation as she has not had a bowel movement for 3 days.  

 

ROS:  Per HPI 

Positive:  decreased appetite, anorexia, constipation, post op D#2 from TAH, abdominal 

discomfort. 

Negative: fever, chills, abdominal pain, nausea, vomiting, diarrhea, headache, lightheadedness, 

dizziness, chest pain, sob, doe, cough, pain in extremities. 

 

PMHx: 

Menorrhagia – TAH 2 days ago as treatment for this.  

Hypertension 

Asthma 

Dysmenorrhea 

G2P2 

 

PSHx: 

TAH – post op Day # 2 

C-section, due to fetal distress 1987 

Skin lesion removal from forearm, in 1983, benign 

 

Social Hx: 

Lives with her husband of 35 years, 2 healthy children: 1 male age 34; 1 female age 32.  She 

denies smoking, and illicit street drugs.  Alcohol consumption 1-2 glasses of wine per week.  

Works as an accountant in a for profit company. 



 

FamHx:  Mother had menopause due to hysterectomy, she is now 78 yo with blood pressure.  

Father aged 80 yo with BPH, h/o Hodgkins Lymphoma.  Children healthy. 

 

 

PE:  VS:  T 96.8. HR 88. RR 16. BP 140/84 O2sat 93% RA 

 

Gen:  Slightly pale, appears to have low energy, lying supine in bed, interacts easily but slowly. 

HEENT:  DMM, EOMI, PERRLA, atraumatic normocephalic 

Chest:  slight end expiratory wheeze in BLL, otherwise CTAB with moderate inspiratory effort. 

Abd:  hypoactive BS, min to mod distention, tympanic, no masses/lesions.   

Ext’s:  2+radial pulses, BLE edema 1+ non-pitting.   

Neuro:  A/Ox3.  MAE.  CN 2-12 gi. 

Skin:  Surgical incision noted vertical from pubis to inferior umbilicus region, no erythema or 

exudate noted.  

 

OSE: 

Cranium: Low amp CRI, SBS flexed R torsion, OA SSR 

Cervical: C 3-5 RLSR, htn suboccipitals bilateral 

Thorax: CT junction RR, T 6-9 RRSL, htn ES bilaterally 

Ribs: R R 8-12 exhalation dysfunction, L R 2-4 inhalation dysfunction 

Abdomen: diaphragmatic hypertonicity, Ganglia: celiac CW, superior mesenteric CCW, inferior 

mesenteric CCW. Descending and ascending colon IR and inferior 

Lumbar: TL junction RL, L 1-3 RL SR, htn quad lumborum/ES 

Pelvis: L innominate inflare anterior rotation,  

Sacrum: nutated, R/R 

UE: L humerus IR 

LE: R femur IR, htn Adductors R 

 

Labs: 

WBC 8.2, H/H 8/34, Plt’s 210 

Na 132, K 4.3, CO2 28, Cl 110, Bun/Cr 32/1.4, glucose 184 

ALT 45, AST 36, Alk phos 38 

INR 1.2 

 

Imaging: 

CXR – no acute process noted. 

 

EKG:  RRR, 62 bpm, No ST elevations/depressions, no T wave inversions noted.  Poor R wave 

progression. 

 

 

Procedure OMT:  Pt given verbal consent to OMT treatment.  Area’s treated include cranium, 

cervical, thorax, ribs, abdomen, lumbar, pelvis, sacrum, U/LE’s.  Techniques utilized included 

visceral manipulation, BLT, FPR and osteopathy in the cranial field with at least 70% 

improvement. 



 

 

A/P:  54 yo female with pmhx of menorrhagia, dysmenorrhea and hypertension who did not have 

menopause now s/p TAH D#2 found to have post op ileus. 

 

Illeus – post op D#2 for TAH. Pt with no abdominal history of celiac, crohns, etc.  Here with 

decreased appetite, constipation and decreased po intake. NPO at this time.  May increase po 

intake as able.  

 

Visceral somatic dysfunction – due to surgical intervention s/p 2 days.  No history of medical 

diagnosis relative to abdominal disease processes, ie. crohns, irritable bowel, celiac.  Pt with 

OSE showing abdominal ganglia 2/3 in CCW motion, hypoactive BS, decreased appetite with 

constipation.  This suggests ileus and decreased motility.  OMM as treatment has been performed 

with pt consent with a 70% improvement.  Visceral manipulation, BLT, FPR and osteopathy in 

the cranial field with benefit. Continue evaluation and treatment for post op ileus and adjust as 

needed.  

 

TAH – secondary to menorrhagia and dysmenorrhea with no onset of menopause to date. Pt post 

op D#2 with good surgical healing.  Treatment per surgical team.  

 

Hypertension – in pt with diagnosis of hypertension.  Continue regular medications. Hydralazine 

5 mg IV q 6 hours prn SBP >160. 

 

DVT:  SCD’s 

Code:  Full 

 

Dispo:  when pt stable x 24 hours.  

 

 

 

Billing and Coding: 

 

ICD 10 K91.89 Post procedural ileus 

 

ICD 10 codes for OMT: choose areas treated 

M99.00 Segmental and somatic dysfunction of head region 

M99.01 Segmental and somatic dysfunction of cervical region 

M99.02 Segmental and somatic dysfunction of thoracic region 

M99.03 Segmental and somatic dysfunction of lumbar region 

M99.04 Segmental and somatic dysfunction of sacral region 

M99.05 Segmental and somatic dysfunction of pelvic region 

M99.06 Segmental and somatic dysfunction of lower extremity 

M99.07 Segmental and somatic dysfunction of upper extremity 

M99.08 Segmental and somatic dysfunction of rib cage 

M99.09 Segmental and somatic dysfunction of abdomen and other regions 

 



 

E/M – modifier 25 

Codes 

99221-99223 depending on level of initial hospital visit 

99231 – 99233 for subsequent hospital care 

 

OMT code 98925-98929 

 

EBM: 

Baltazar, G., Betler, M., et al.  Effect of Osteopathic Manipulation Treatment on Incidence of 

Postoperative Ileus and Hospital Length of Stay in General Surgical Patients.  The Journal of the 

American Osteopathic Association. March 2013, Vol 113, pp204-209. 

 

Sposato NS, Bjerså K. Osteopathic Manipulative Treatment in Surgical Care: Short Review of 

Research Publications in Osteopathic Journals During the Period 1990 to 2017. J Evid Based 

Integr Med. 2018;23:2515690X18767671. doi:10.1177/2515690X18767671 

 

Crow, W. T., Gorodinsky, L.  Does osteopathic manipulative treatment improve outcomes in 

patients who develop postoperative ileus: A retrospective chart review.  International Journal of 

Osteopathic Medicine.  Vol 12, Issue 1, March 2009, pp 32-37. 

 

 



Pneumonia 
 
CC: Cough 
 
HPI:  82 yo female with pmhx of COPD, osteoarthritis presents to the ED with cough. 
 
Patient notes that over the last 2-3 weeks she has been increasingly tired and fatigued with 
moving around the house.  Usually she does not come to the ED, but she lost her husband 
about 2 years ago and there is no one at home to help her.  She has lost her appetite, but been 
trying to eat ‘something’ during the day.  She continues to have her AM coffee and a ‘couple’ of 
glasses of water.  Her usual activity is to go for a walk around the block daily, but at this time 
she is using her husband’s cane to get around the house from the bedroom to the kitchen. She 
does not recall a fever or chills, but has had some overall body soreness.  Her cough has been 
getting worse over the last week and yesterday there was green “stuff’ that she coughed up 
almost all day long.  She tried her albuterol inhaler with no success four times yesterday.  She 
also had some ibuprofen which made her body feel a little better, so she was hoping to not 
have to come to the ED today, but her ‘achiness’ returned. Pt does not use home O2. 
 
ROS: Per HPI.   
Positive for productive cough, malaise, decreased appetite weakness/fatigue, decreased 
activity. 
Negative for lightheadedness, dizziness, chest pain, neck/arm pain, palpitations, nausea, 
vomiting, diarrhea, constipation, numbness/tingling/weakness in her extremities. 
 
PMHx: 

1.  Osteoarthritis 
2. COPD 

 
PSHx: 

1. Appendectomy 
 
Medications: 
Ibuprofen 600 mg po q 6 hours prn discomfort 
Albuterol inhaler 90 mcg inh/ inhalation 2 puffs q 4hours prn shortness of breath 
Spiriva 18 mcg inhalation bid 
Vit D 800 IU po daily 
Fish Oil 2000 mg po daily 
 
Allergies:  PNC hives. 
 
Social History: Pt lives at home, usually independent in her ADLS.  Husband died 2 years ago 
from MI.  Her 2 children live out of state, ‘but could come home if needed’.  She has a 10 pack 
year history of smoking and quit 50 years ago.  She denies ilicit drugs and has 1-2 glasses of 
wine per year around the holidays.  



 
Family Hx:  Mother died at 92 yo due to CHF.  Father died at 88yo from renal failure.  Her 2 
children are alive and healthy, daughter is 60 yo with hypertension and her son is 56 yo. 
 
PE: VS:  T 98.6. HR: 88. RR 34. BP:  140/67. O2sat 84% RA,  92% 2L NC cont 
 
Gen:  Pleasant elderly female supine on gurney with HOB 65 degrees 
HEENT:  DMM, EOMI, PERRLA, atraumatic, normocephalic 
Chest:  rhonchi BLL’s, crackles bilateral mid lobes, moderate air movement. Apices CTAB. 
CVS:  RRR, S1S2, no m/r/g/c. 
Abd:  soft, nontender, nondistended, hypoactive BS. 
Extremities: 2+ pulses radial and 1+ dorsalis pedis with 1 + non-pitting BLE edema.  
Neuro:  A/Ox3, CN 2-12 gi, MAE. 
 
OSE: 
Cranium: Low amplitude and rate of CRI.  SBS left lateral shear. 
Cervical: OA SSL, C 3-5 ESRR, htn cervical extensors. 
Thorax: T 2-6 ESRL, htn erector spinea.  
Ribs: BL R 2-6 inhalation dysfunction 
Abdomen: Diaphragmatic hypertonicity. 
Lumbar: TL junction RL.  L 3-5 ESRR 
Sacrum: Counter nutated sacral base. 
Pelvis: R innominate posterior rotation outflare 
UE’s: R humerus IR, htn pec major and minor 
LE’s: R Femur ER, htn R gluteus maximus. 
 
Labs:  
WBC 11, H/H 14/34, Plt 190, ANC 8.7 
 
Na 132, K 4.0, Cl 100, Bun 25, Cr 0.9, glucose 123 
AST 32, ALT 28, Alk Phos 64, Bilirubin 11 
 
Troponin <0.017 
 
Imaging: 
CXR:  BLL infiltrate, mildly flattened diaphragms 
 
Procedure:  Osteopathic techniques applied to the following regions:  Cranium, cervical, 
thoracic, ribs, abdomen, lumbar, pelvis, sacrum, U/LE.  Techniques to the above regions include 
cranial in the osteopathic field, SCS, FPR, BLT, MFR, visceral manipulation, rib raising, diaphragm 
doming.  
 
 



A/P: 82 yo female usually independent in her ADL’s, with pmhx of COPD, osteoarthritis presents 
to ED with productive cough x 2 weeks found to have pneumonia. 
 
Pneumonia, Community acquired – Pt with productive cough x 2 days, malaise, increased 
fatigue and decreased appetite. Did not get pneumococcal or influenza vaccines this year.  WBC 
11, ANC 8.7, RR > 30, O2sat < 90% on RA, currently using supplemental O2 to keep O2 sat > 
90%.  CXR with BLL infiltrates. CURB score 2.  Will admit to medical floor.  Ceftriaxone 1 gm IV q 
24 hour if not improving consider increasing dose to 1 gm IV q 12 hours.  
 
Visceral somatic dysfunction – Pulmonary dysfunction with above infection noted in BLL, no 
mucous plugging noted on CXR in pt with history of COPD. Diaphragm flattening and 
hypertonicity.  Ribs found with inhalation dysfunction. Lung parenchyma sluggish in movement. 
Status post OMT pt with > 70% improvement with pain and movement. Thoracic inlet (MFR), 
diaphragm doming, rib raising. 
 
COPD exacerbation – due to pneumonia.  Duoneb q 6 hours.  Solumedrol 125 mg IV q 8 hours x 
24 hour then reevaluate.  Antibiotics as above. Assess for home O2 need prior to discharge.  
 
Somatic Dysfunction – Pt with OA of bilateral knees usually treating self with prn ibuprofen.  
OMT performed on pelvis, sacrum and BLE with > 70% improvement. Pt usually independent 
with ADL’s, was using walker prior to admission.  PT consult.  
 
DVT px: enoxaparin 
Code: Full 
Dispo: When pt stable x 24 hours.  Care management consult as pt may need home assistance 
and oxygen for home at time of discharge.  
 
 
References: 
 

1. Donald R. Noll, DO Brian F. Degenhardt, DO Jane C. Johnson, MA. Multicenter 
Osteopathic Pneumonia Study in the Elderly: Subgroup Analysis on Hospital Length of 
Stay, Ventilator-Dependent Respiratory Failure Rate, and In-hospital Mortality Rate.  J 
Am Osteopath Assoc. 2016, 116 (9), 574-587. 

2. Yao, Sheldon, et al.  Osteopathic Manipulative Treatment as a Useful Adjunctive Tool for 
Pneumonia.  Journal of Visualized Experiments. 2014 May 6; (87):50687. 
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4173698/ 

3. Donald Noll, Brian Degenhardt, Thomas F Morley, et al. Efficacy of osteopathic 
manipulation as an adjunctive treatment for hospitalized patients with pneumonia: a 
randomized controlled trial.  Osteopathic Medicine and Primary Care. 2010 March 19; 4: 
2. doi: 10.1186/1750-4732-4-2. 

 
 
 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4173698/


ACOI 2019:  Acute Renal Failure 
 
 
CC:  Weakness 
 
HPI:  64 yo female with pmhx of osteoarthritis and GERD presents to ED with increasing fatigue 
and weakness.   
 
Pt presents to the ED with her daughter who lives across the street from her.  Pt notes over the 
last 3-4 weeks she was having increased joint pain due the ‘high pressure system’ that was 
moving through the other day making her arthritis ‘act up’.  She states that she usually takes 
ibuprofen when her joints act up.  Since then her joints have been feeling better but she has 
been increasingly tired and fatigued.  She goes out to get groceries every Friday and the last 2 
Fridays she was too tired to go and didn’t really care about eating.  Her daughter notes that her 
mom usually has a good appetite, since she noticed her decreased food intake she has been 
bringing food over to the house including desert and only small amounts have been eaten.  Pt 
denies hemoptysis, and vomiting but does have intermittent nausea.  She denies diarrhea, 
constipation, BRBPR, hematochezia.  She denies dysuria but does state that her urine smells 
more and has a darker color. She denies fever, chills, lightheadedness, dizziness, chest pain, 
palpitations, sob, doe, numbness, tingling and weakness in her extremities. 
 
ROS:  Per HPI. 
Positive:  Fatigue, weakness, increased joint pain, decreased appetite, intermittent nausea, 
increased urine odor, concentrated urine. 
Negative: fever, chills, lightheadedness, dizziness, chest pain, palpitations, sob, doe, numbness, 
tingling and weakness in her extremities. She denies hemoptysis, vomiting, diarrhea, 
constipation, BRBPR, and hematochezia. 
 
PMHx:  
Osteoarthritis 
GERD 
 
PSHx:   
None 
 
Medications: 
Ibuprofen 600 mg po q 6 hours prn joint pain 
Omeprazole 40 mg po q6AM daily 
 
Allergies:  
Ragweed – sinus congestion 
Lactose intolerance 
 
Social Hx:  Lives alone across the street from her daughter, son in law and 3 grandchildren. 



 
Alcohol 2 glasses of wine per night, on average.  Denies smoking and illicit street drugs. Her 
husband died 3 years ago.  
 
FamHx:  Mother alive and 84 yo with hypertension.  Father died at age 78 from MVA.  Daughter 
43 yo and health. 
 
PE:  VS:  T. 97.6  HR 88  RR 26. BP. 116/78. O2Sat 96%RA 
 
Gen:  NAD.  Pale, appears stated age 
HEENT: DMM, EOMI, PERRLA, atraumatic normocephalic 
Chest:  CTAB 
CVS:  RRR, S1S2, no m/r/g/c 
Abd: s, nt, nd, hypoactive BS 
Ext:  2+ radial, 1+ dorsalis pedis pulses. 1+ BLE from ankle to mid calve 
Neuro: A/Ox3, MAE, CN 2-12 gi. 
 
OSE: 
Cranium: SBS SRR 
Cervical: C 3-5 ERSR 
Thoracic: TL junction RL, diaphragmatic hypertonicity, T 8-12 RLSR, ES htn. 
Ribs: R R 6-12 exhalation dysfunction 
Abdomen: Celiac and Inferior mesenteric ganglion CCW rot, Superior mesenteric ganglion CW 
rot.  R kidney superior IR,  
Lumbar: L3-5 RLSR, htn quad lumborum, L1-3 RRSL, htn ES 
Pelvis: R innominate inflare  
Sacrum: R/R 
UE’s: R humerus IR, htn pec major R 
LE’s: BL femoral IR, htn adductors BL.  R tibia ER, htn gatroc R. 
 
Labs: 
WBC 8, H/H 8/12, Plt 109, MCV 90 
Na 128, K 4.5, CO2 23, Cl 100, Bun/Cr 46/2.3, glucose 189 
INR 0.9 
AST 65, ALT 43, Alk Phos 34 
 
UA negative, no casts, WBC’s, RBC’s, leukocyte esterase, or nitrites.  
 
Imaging: 
CT A/P: diverticulosis colon.  No acute process noted.  
 
EKG:  RRR, rate 82, no ST elevations or depressions. 
 



Procedure OMT:  Pt given verbal consent to OMT treatment.  Area’s treated include cranium, 
cervical, thorax, ribs, abdomen, lumbar, pelvis, sacrum, U/LE’s.  Techniques utilized included 
cranial in the osteopathic field, BLT, visceral manipulation and MFR with at least 70% 
improvement. 
 
 
A/P:  64 yo female with pmhx of osteoarthritis and GERD presents to ED with increasing fatigue 
and weakness.   
 
Weakness/Fatigue – due to multiple reasons including ARF and anemia. 
 
ARF – new onset.  Pt with increased fatigue and decreased appetite.  Most likely due to 
ibuprofen consumption and decreased fluid intake.  Bun/Cr normally 10/0.8, now 46/2.3 with 
decreased urine output.  IVF NS 125 cc/h.  I/O’s.  HOLD nephrotoxic medications. No contrast if 
imaging needed.  Consider nephrology consult if worsens.  Follow BMP.  Encourage PO intake.  
Pt with visceral somatic reflexes.  
 
Visceral somatic dysfunction – in dehydrated pt with ARF and UA negative, found to have 
decreased amplitude and rate of movement with kidneys R>L.  Pelvis, lumbar and thorax also 
with restrictions in motion around kidneys.  OMT with improvement.  Continue to follow and 
adjust treatment as needed.  
 
Anemia, normocytic – new onset, in dehydrated pt.  Will check iron, B12 and folate.  Consider 
smear if needed. UA with no RBC’s, no evidence of hemolysis. May have slow RBC loss due to 
slow gi loss. Check Guaiac. 
 
Osteoarthritis – chronic.  Pt taking ibuprofen for osteoarthritis.  Review and consider change in 
medications for inflammatory process. 
 
Somatic dysfunction – Pt with OA in BL knees.  Able to ambulate.  OMT evaluation noted with 
somatic dysfunction. 
 
DVT px:  SCD’s 
Code: Full 
Dispo: when pt stable x 24 hours.  
 
ICD 10 N17.9 ARF 
ICD 10 D64.9 Anemia, normocytic 
 
ICD 10 codes for OMT: choose areas treated 
M99.00 Segmental and somatic dysfunction of head region 
M99.01 Segmental and somatic dysfunction of cervical region 
M99.02 Segmental and somatic dysfunction of thoracic region 
M99.03 Segmental and somatic dysfunction of lumbar region 



M99.04 Segmental and somatic dysfunction of sacral region 
M99.05 Segmental and somatic dysfunction of pelvic region 
M99.06 Segmental and somatic dysfunction of lower extremity 
M99.07 Segmental and somatic dysfunction of upper extremity 
M99.08 Segmental and somatic dysfunction of rib cage 
M99.09 Segmental and somatic dysfunction of abdomen and other regions 
 
 
E/M – modifier 25 
Codes 
99221-99223 depending on level of initial hospital visit 
99231 – 99233 for subsequent hospital care 
 
OMT code 98925-98929 
 
EBM: 
Tozzi BSC Ost, P., Bongiorno, D., Bitturini, C.  Low back pain and kidney mobility: local 
osteopathic fascial manipulation decreases pain perception and improves renal mobility. 
Journal of Bodywork and Movement Therapies.  Vol 16, Issue 3, July 2012, pp 381-391. 
 



ACOI 2019:  Heart Failure 
 
CC:  short of breath 
 
HPI:  77 yo male with pmhx of MI x 2, CABG x 4 vessels in 1998, DM2 presents to ED with 
shortness of breath. 
 
Pt notes that he has been having increased shortness of breath with his ‘regular walking’.  He 
and his wife usually go to the fitness center in their neighborhood and he ‘always does the 
treadmill for 3 miles’, but over the last 2-3 weeks he has noticed he is becoming more tired and 
actually today did not even feel like going.  Because of this his wife encouraged him to come to 
the ED as their PCP was unable to see him today.  He denies any chest pain and notes that this 
does not feel like his heart attacks.  He denies lightheadedness, dizziness, palpitations, neck and 
arm pain. He has had a dry cough increasing over the last 3 weeks also.  He does note that he 
had an appointment with his PCP 3 weeks ago and they changed his medication decreasing his 
carvedilol dose because his blood pressure was improving with his exercise.  He denies fever, 
chills, malaise, nausea, vomiting, diarrhea, constipation and extremity pain.  He has noted some 
mid thoracic discomfort but figures it’s because he hasn’t been working out/walking as much 
lately. He usually sleeps with 1 pillow and is now between 2-3 at night to sleep.  He has not 
changed his diet, blood sugars have been good, but he is hoping to eat some chocolate cake at 
his granddaughter’s birthday this week end. 
 
ROS:  Per HPI. 
Positives:  shortness of breath x 3 weeks, dry cough, DOE, PND,  
Negative:  Lightheaded, dizziness, chest pain, LOC, productive cough, abdominal pain, nausea, 
vomiting, diarrhea, constipation, pain in extremities, fever, chills, malaise. 
 
PMHx: 
DM2 
MI x 2 
Hypertension 
Peripheral neuropathy BLE 
BPH 
 
PSHx: 
CABG x 4 vessels 1998 
Chyolecystectomy 
 
Medications: 
Lipitor 40 mg po qhs 
Carvedilol 12.5 mg po bid 
Lasix 20 mg po daily 
Lisinopril 10 mg po daily 
Aspirin 81 mg po daily 



Vit D 400 IU po daily 
Fish Oil 2000 mg po daily 
 
Allergies:  NKDA 
 
Social History:  Pt lives with his wife and is independent with ADL’s.  Walks 2-3 miles daily.  
Denies alcohol and illicit street drugs.  Quit smoking 1998, history of smoking for 20 pack years.  
Retired airline pilot. 
 
Family History:  Parents both passed: Mom had DM and died from pneumonia age 82, dad from 
heart attack at age 56. Brothers living one with hypertension, and both with DM. 
 
PE:  VS:  T 98.6 HR 94. RR 20. BP:  124/76. O2sat 96% RA 

Gen:  NAD.  Sitting up on gurney with HOB at 65 
HEENT:  MMM. EOMI. PERRLA.  Atraumatic normocephalic 
Chest:  crackles in BLL, no rales wheezes or rhonchi  
CVS:  S1S2, RRR, S3 in LLSB.  JVD 6 cm in current position 
Abd:  Obese, s, nt, nd, hypoactive BS, neg fluid wave 
Ext’s: 2+ radial pulses, BLE warm with 2+ pitting edema from foot to distal knee BL. 
Neuro: A/Ox3, MAE. CN 2-12 gi. 
 
OSE:   
Cranium: Low amp/rate CRI.  SBS flexed left torsion, OA SSR 
Cervical: C2-4 esrl, htn posterior cervical extensors, htn scalenes R>L 
Thorax: T 2-6 FSRR, htn ES BL 
Ribs: L R 6-10 inhalation dysfunction, sternum anterior at inferior portion 
Abdomen: boggy, diaphragmatic hypertonicity 
Lumbar: L 3-5 ESRL, htn quadratus lumborum bilateral 
Pelvis: R innominate posterior rotation  
Sacrum: R/L 
UE: Humerus IR L 
LE: Femur ER R 
 
Labs: 
WBC 9, H/H 13/45, Plt 120 
Na 129, K 3.2, CO2 23, Cl 95, Bun/Cr 20/0.8 
AST 54, ALT 46 
INR 1.0 
BNP 12,056 
Trop 0.54 
 
Imaging: 
CXR:  pleural effusions mild bilateral, cephalization BL 
 



EKG:  Sinus tach, rate 104, QTc 432, Q waves inferior leads, possible ST depression anteriorly 
V3-5. Poor R wave progression. 
 
 
2February2017: TT Echo: LVEF 45%, apical hypokinesis.  RV normal function. RVSP 25 mm Hg.  
MR/TR mild. 
 
Procedure OMT:  Pt given verbal consent to OMT treatment.  Area’s treated include cranium, 
cervical, thorax, ribs, abdomen, lumbar, pelvis, sacrum, U/LE’s.  Techniques utilized included 
cranial in the osteopathic field, BLT, MFR, and SCS with at least 70% improvement. 
 
 
A/P:  77 yo male with pmhx of MI x 2, CABG x 4 vessels in 1998, DM2 presents to ED with 
shortness of breath found to have CHF exacerbation. 
 
 
Systolic CHF exacerbation – TTE from 2February2017 with LVEF 45% and hypokinesis in apex, 
here with sob, doe, and pnd, and recent decrease in carvedilol dose now with BNP 12,056, trop 
elevated x 1 at 0.54 and EKG with new ST depressions in precordial leads. Crackles in BLL and 
thoracic hypertonicity T2-6, CXR showing mild BLL pleural effusions.  Pt improved with Lasix 40 
mg IV x 1 in ED, no urine since dose.  Lasix 40 mg IV q 8 hours.  Strict I/O’s.  Daily weight.  2 gm 
sodium cardiac diet, 1500 cc fluid intake. Echo.  Monitor BMP, BNP.  Repeat CXR prn. 
 
Visceral somatic dysfunction – In pt with known cardiac issues now with new episode of heart 
failure found to have T2-6 lesions, thoracic ES hypertonicity and lower left rib restrictions, along 
with diaphragmatic hypertonicity. Treatment as noted in the procedure.  Continue treatment 
with OMT and modify as needed per patient presentation and evaluation.  
 
Elevated trop – May be due to worsening heart failure in pt with h/o MI x 2 and CABG in 1998 
(about 21 years ago).  Admit to telemetry.  PRN nitroglycerine for chest pain, repeat EKG in 8 
hours, cont serial trop’s. Cardiac consult. 
 
Somatic dysfunction – CRI low in amplitude and rate reflecting disequilibrium.  
 
DM2 – check A1C.  Insulin sliding scale with glucose checks.  Cont lantus and lispro.  ADA diet. 
 
DVT px – sc enox 
Code:  Full 
Dispo:  When pt stable x 24 hours.  
 
 
 
 
 



Billing and coding: 
  
ICD 150.33 Congestive Heart Failure Exacerbation 
 
ICD 10 codes for OMT: choose areas treated 
M99.00 Segmental and somatic dysfunction of head region 
M99.01 Segmental and somatic dysfunction of cervical region 
M99.02 Segmental and somatic dysfunction of thoracic region 
M99.03 Segmental and somatic dysfunction of lumbar region 
M99.04 Segmental and somatic dysfunction of sacral region 
M99.05 Segmental and somatic dysfunction of pelvic region 
M99.06 Segmental and somatic dysfunction of lower extremity 
M99.07 Segmental and somatic dysfunction of upper extremity 
M99.08 Segmental and somatic dysfunction of rib cage 
M99.09 Segmental and somatic dysfunction of abdomen and other regions 
 
 
E/M – modifier 25 
Codes 
99221-99223 depending on level of initial hospital visit 
99231 – 99233 for subsequent hospital care 
 
OMT code 98925-98929 
 
 
EBM 
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