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Pt admitted to ingesting large amts of
Acetaminophen and Tbuprofen for > 1 month for
ankle pain. APAP level 42 and pt started on
Aceylcysteine. Pt worsened throughout the day
with dec MS, inc LFTs, inc Tbili. Lactulose
started for hepatic encephalopathy. Pt
progressed to liver failure and DIC. Pt expired
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