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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, January 18, 2008.  A review of the literature is not expected, but pertinent references should be used.  Student presentations are limited to five minutes.

Chief Complaint:

A 77 year old man presents with acute breathlessness and productive cough for eight days.  

History of Present Illness:

The history begins about fifty years ago when the patient started smoking two packs of cigarettes a day and also consumed about one quart of alcohol daily, both of which he continued for the next forty years.  Also over the past fifty years, he was diagnosed with hypertension.  About six years prior to presentation, he developed intermittent hematuria.  The workup, which included a cystoscopy with multiple bladder biopsies, revealed a bladder diverticulum without evidence for urologic malignancy.  One year prior to admission, he began to feel short of breath with an exercise tolerance of two to three blocks.  Approximately two weeks prior to admission to an outside hospital, the patient experienced cough although he was still active and working at home.  As part of an evaluation at that time, a plain chest radiograph was done and was reported as normal (shown).  His PPD status was unknown.

Twelve days prior to admission to this hospital, the patient was admitted elsewhere with gross hematuria and flank tenderness that had lasted for three days.  The pain was constant and sharp.  He denied having fever, nausea or vomiting at that time.  A plain chest radiograph upon admission (shown) showed bilateral lower lung field infiltrates and bilateral pulmonary nodules.

At that hospital, he was treated with antibiotics for an Enterococcus group D urinary tract infection.  An abdominal CT scan was performed which revealed a large bladder diverticulum on the right side but no significant lymphadenopathy, hydronephrosis, urolithiasis or other pelvic abnormalities.

Four days into his admission at the outside hospital, the patient developed acute breathlessness, chest tightness, and a cough productive of brown sputum.  He was empirically treated for pneumonia with piperacillin/tazobactam and azithromycin.  A chest CT was performed (not shown) which revealed multiple pulmonary nodules diffusely distributed throughout the lung fields, some with well-circumscribed borders and others with slightly irregular borders, and small bilateral pleural effusions.  Sputa were obtained for acid-fast bacilli smear which were negative three times.  A bronchoscopy was performed on hospital day eight.  Bronchoalveolar lavage was negative for AFB but culture positive for Candida albicans.  Transbronchial biopsy of lower lung parenchyma showed focal hemorrhage and a separate fragment with small lymphocytic infiltration and rare single large atypical cells and macrophages.  AFB stain was negative.  Gomori methenamine silver and gram stains showed small intracellular material in macrophages.  That material may have represented lysosomal material in cell cytoplasm.  Fungal infection was not favored, but because of the large atypical cells a carcinoma could not be ruled out.

The patient’s respiratory status slowly declined and he was hypoxic on room air with an oxygen saturation of 85% on 50% inspired oxygen.  He was transferred to the NY Harbor VA hospital for further workup on hospital day thirteen.

Past Medical History:

Benign prostatic hypertrophy, peptic ulcer disease, diverticulosis, essential tremor

Past Surgical History:

multiple hernia repairs, exploratory laparotomy

Medications on transfer:
Piperacillin/tazobactam, azithromycin, atenolol, ipratropium/albuterol, tylenol with codeine, primidone, finasteride, terazosin

Allergies:

No known drug allergies

Family History:

Mother and Brother with coronary artery disease, Sister with cancer of unknown primary

Social History:

Born in the United States, lives with his wife.  Retired, was a maintenance worker.  Korean War veteran.  Eighty pack-year smoking history until 10 years ago, previously drank alcohol heavily until ten years ago, denied illicit drug use.

Review of Systems:

Otherwise negative

Physical Exam:

General: elderly man lying in bed in respiratory distress but able to answer questions

Vital Signs: T 100.5ºF, HR 103 bpm, BP 103/56 mmHg, RR 22-26/min, SaO2  85-95% on 100% O2

HEENT: normocephalic, atraumatic; pupils equal, round and reactive to light, extraocular muscles intact

Neck: supple, no masses, no jugular venous distension

Chest: good air entry bilaterally throughout, bibasilar crackles, no wheezing

CV: tachycardic, regular, normal S1/S2, no murmur

Abdomen: obese, active bowel sounds, soft, nontender, nondistended, no organomegaly or masses

Extremities: warm, no pedal edema, 2+ distal pulses

Neurologic:  alert and oriented to person, place, and time; otherwise non-focal exam

Laboratory Data:

[image: image1]
CPK 69 IU/L (38 to 174, Troponin 0.38 ng/mL (0.03 to 0.09)

ESR 27mm/60min (0 to 15), LDH 233 U/L (91 to180)

Legionella urine antigen negative

ECG:  Please see attached Powerpoint file

Radiology:  chest plain radiographs and chest computed tomography in attached Powerpoint file

Transthoracic ECHO:  normal LV size, ejection fraction 70%, right atrium and ventricle normal size, pulmonary artery pressure normal, no vegetations.  

VA Hospital Course:

The piperacillin/tazobactam and azithromycin were stopped and the patient was started on amphotericin empirically for a possible fungal infection.  He was also given albuterol/ipratropium nebulizer treatments.  A repeat chest CT was done (shown) and a procedure was performed.
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