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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, December 7th, 2007.  A review of the literature is not expected, but pertinent references should be used.  Student presentations are limited to five minutes.

Chief Complaint:

A 79 year old man presents with worsening breathlessness for two months.
History of Present Illness:  

The history begins fifty-five years ago when the patient started smoking a pack of cigarettes a day which he continued for the next thirty years.  Approximately fifty years prior to admission, he was diagnosed with Ankylosing Spondylitis.  His disease progressed to involve the thoracic spine and was associated with chronic hypoventilation and hypoxemia.  He required oxygen supplementation, in addition to nocturnal continuous positive airway pressure for mild obstructive sleep apnea (apnea/hypopnea index 12.5/hour).  Pulmonary function tests performed one year prior to admission showed predominantly restrictive lung disease, with a small obstructive component at low lung volumes (FEV1 1.06L, FVC 1.73L, FEV1/FVC 61%, TLC 74%).  Baseline computed tomographic (CT) scanning of the chest was notable for mild centrilobular emphysema, diffuse bronchial wall thickening and bony changes associated with ankylosing spondylitis.  Tuberculin skin testing was negative.         
Two months prior to admission, the patient noted worsening of his usual breathlessness while stair climbing.  One month later, he developed a persistent, non-productive cough.  His symptoms progressed gradually, limiting his exercise tolerance to several feet.  On the morning of admission, he developed dyspnea at rest and chills.  His family noticed a bluish discoloration to his skin.  He was brought by ambulance to the emergency room where he denied any chest pain, orthopnea, paroxysmal nocturnal dyspnea, sick contacts or recent travel.   
Past Medical History: 

Diabetes mellitus type II, hypertension, dyslipidemia, benign prostatic hypertrophy
Past Surgical History: 
Transurethral resection of the prostate, left inguinal herniorrhaphy, left hip hemiarthroplasty 

Medications: 

Metformin, glyburide, losartan, hydrochlorothiazide, verapamil, simvastatin, aspirin, etanercept, diclofenac, calcium carbonate, vitamin D

Allergies:  

No known drug allergies
Family History:   
Non-contributory
Social History: 

Born in the United States, currently resides in Queens.  Retired, worked as a real estate appraiser.  World War II veteran.  Thirty pack year smoking history, drinks a few glasses of wine monthly, denies illicit drug use.  Travel history includes Puerto Rico, Cuba, the continental United States and Western Europe. 

Review of Systems:   
Otherwise negative
Physical Exam:

General:  Cyanotic appearing elderly man in respiratory distress

Vital Signs:  T 102.3 0F, HR 118 bpm, BP 167/72 mmHg, RR 27 breaths/min, SaO2 70% room air improved to 97-98% on non-rebreather mask 
HEENT:  Pupils equal, round and reactive to light, extraocular muscles intact, moist mucous membranes 
Lymph:  No cervical, submandibular or axillary lymphadenopathy 

Neck:  Supple, elevated jugular venous pressure
Chest:  Bibasilar inspiratory rales, fair air movement

CV:  Tachycardic, normal S1/S2 no murmurs, rubs or gallops  
Abdominal: Soft, nontender, nondistended, normal bowel sounds, no organomegaly

Extremities: Warm, 2+ pitting edema bilateral lower extremeties, 2+ distal pulses

Neuro:  Non-focal
Laboratory Data:

[image: image1]
Troponin 0.02 

BNP 60 
Arterial Blood Gas (room air):  pH 7.37/PCO2 58/PO2 41

Urinalysis:  yellow, trace protein, nitrite positive, leukocyte esterase negative, 0-3 wbcs, 0 rbcs
Urine and blood cultures: pending

Radiology:  Please see attached Powerpoint file
ECG:  Please see attached Powerpoint file

Hospital Course:
A CT scan of the chest was obtained which showed diffuse, predominantly central ground glass opacities, as well as hilar and medisastinal lymphadenopathy.  There was no evidence of pulmonary embolism.  Examination of the sputum revealed no acid fast bacilli.  A transthoracic echocardiogram showed a hyperdynamic left ventricle, a mildly elevated left atrial pressure (12mmHg) and pulmonary hypertension (45mmHg).  The patient was treated with supplemental oxygen via nasal cannula, an oral floroquinolone and diuresis.  His respiratory symptoms and gas exchange failed to improve despite these measures.  On the seventeenth hospital day, repeat CT scanning of the chest showed patchy ground glass opacities in the mid and upper lung fields.    

A diagnostic test was performed.  
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