New York University Medical Center

Department of Medicine

Clinical Pathological Conference

Friday November 9th, 2007 at 11:30 AM

Bellevue Hospital – 17W Conference Room


The clinical pathological conference is a teaching exercise in which the students integrate their understanding of pathophysiology and the clinical manifestations of disease with their ability to interpret information provided by a case record.  The case is one in which careful consideration of the information available can lead to a correct diagnosis and an insight into the disease process.


The students must submit a complete diagnosis indicating the entity, as well as the manifestations in the patient.  All infectious diagnoses must include reference to the etiologic agent by genus and species.  Malignant diagnoses must contain enough specificity of cell type to eliminate ambiguity.  Cardiac diagnoses must be complete and conform to the New York Heart Association criteria.  If a diagnostic procedure was performed, the diagnosis must include the proposed procedure.


Selected students will present their diagnosis and reasoning at the CPC on Friday, November 9th, 2007.  A review of the literature is not expected, but pertinent references should be used.  Student presentations are limited to five minutes.

Chief Complaint:

An 83 year-old man presents with three days of intermittent chest pain.

History of Present Illness:

The patient’s history begins approximately six months prior to admission when he noted decreased exercise tolerance and was found to have a normocytic anemia.  He was treated with a blood transfusion and the patient was started on erythropoietin for a presumed diagnosis of myelodysplastic syndrome (MDS) although no bone marrow biopsy was done to confirm this.  About five months prior to admission, pt noted a nonproductive, chronic cough that was worse in evenings and relieved with prn albuterol therapy.  One month prior to admission, the patient again started experiencing increasing shortness of breath.  Pt also noted to have occasional night sweats and unintentional weight loss of about 5 lbs.  On day of admission, pt presented with three days of intermittent chest pain that was substernal and radiated to his left arm and shoulder.  It was sharp and stabbing in nature and worse with inspiration.  The episodes would last hours and were variably relieved with sublingual nitroglycerin.  A prompt cardiac evaluation revealed a moderate to large pericardial effusion with right atrial collapse with a question of a right atrial mass.  Pt was admitted to CCU for further evaluation.

Past Medical History: 

Hypertension ≥ 20 years
Diabetes ≥ 10 years
Hypercholesterolemia ≥ 10 years
Past Surgical History: 
Appendectomy 
Medications: 

As outpatient – glyburide, ramipril, atenolol, erythropoietin, albuterol prn
On transfer – heparin drip

Allergies: none
Family History: Brother died at 55 of MI.  No family history of malignancy.
Social History: 

Born in the United States, patient fought in East Asia during World War II.  He has no recent travel. 

50 pack year tobacco history, quit 35 years ago. No alcohol use.  No illicit drug use.  Pt lives with wife in upstate New York. Pt worked in construction prior to retiring at the age of 69. 

Review of Systems: remainder of review of systems noncontributory
Physical Exam:

General: well developed male with evidence of respiratory distress who appears younger than stated age

Vital Signs: BP 105/68  HR 120, regular, RR 20, Temp 98.2, SpO2 92% room air
HEENT: oral mucosa dry, but clear
Lymph: no cervical, axillary or inguinal lymphadenopathy 

Neck: supple, jugular venous not observable due to anatomy
Pulmonary: decreased breath sounds at bases 1/3 up bilaterally
Heart: decreased heart sounds, tachycardic, regular rhythm, pulsus paradoxus of 22
Abdominal: soft, nontender, nondistended, normal bowel sounds, with liver span of 14cm and dullness in Traube’s space
Extremities: warm, 2+ peripheral pulses, no edema
Skin: no rashes

Rectal: guaiac negative

Neuro: Alert and oriented to person, place and time

Laboratory Data:
	Test
	On Admission
	
	Reference Range

	HEMATOLOGY
	
	
	

	Hemoglobin (g/dl)
	10.1
	
	13 – 18

	Hematocrit (%)
	29.5
	
	40 – 52

	White-cell count (per mm3)
	7,200
	
	4,500 – 11,000

	Differential Count (%)
	
	
	

	   Neutrophils
	53
	
	42-75

	   Lymphocytes
	22
	
	20– 50

	   Monocytes
	7
	
	2 – 12

	   Eosinophils
	18
	
	0 – 7

	Mean Corpuscular Volume (µm3)
	83.2
	
	80 – 95

	Platelet Count (per mm3)
	195,000
	
	150 – 450,000

	MPV
	7.3
	
	7.5-10.5

	Partial-thromboplastin time, activated (sec)
	33.6
	
	23.3-35.6

	Prothrombin time (sec)
	18.2
	
	10.0-13.8

	INR
	1.5
	
	0.9-1.2

	CHEMISTRY/SEROLOGY
	
	
	

	Sodium (mmol/liter)
	141
	
	135 – 145

	Potassium (mmol/liter)
	4.1
	
	3.5 – 5.0

	Chloride (mmol/liter)
	104
	
	100 – 110

	Carbon dioxide (mmol/liter)
	28
	
	24– 32

	Urea nitrogen (mg/dl)
	21
	
	6 - 22

	Creatinine (mg/dl)
	.7
	
	0.4 – 1.2

	Glucose
	95
	
	65-115

	Calcium (mg/dl)
	 8.5
	
	8.5 – 10.5

	Magnesium (mmol/liter)
	 0.8
	
	0.7 – 1.0

	Phosphorus (mmol/liter)
	 2.9
	
	2.6 – 4.5

	Aspartate aminotransferase (U/liter)
	25
	
	10 – 42

	Alanine aminotransferase (U/liter)
	18
	
	10 – 42

	Total Bilirubin (g/dl)
	2.6
	
	 0.1– 1.2

	Total Protein (g/dl)
	6.1
	
	6.4 – 8.2

	Albumin (g/dl)
	4.2
	
	3.8-5.1

	Alkaline Phosphatase (U/liter)
	109
	
	42-121

	Lactate Dehydrogenase
	 348
	
	110 - 225


-Chest X-Ray: (see images)-

-EKG: (see images)-sinus tachycardia at 120 bpm, low voltage
-Chest CT (see images)

-A DIAGNOSTIC PROCEDURE WAS PERFORMED





















































































