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Case 1: AMZHUNNEUAIAAT meansmuﬂﬁnmaﬂ

""A 58-year-old Thai male with right eye protrusion for 1 week prior to admission"

Patient profile:
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Past history:
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Personal history, social history and family history:
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Physical examination:

GA: A middle-aged Thai male, alert

Vital signs: BP 130/70 mmHg PR 90/min, regular, RR 28/min with tachypnea, BT 37.0°C

HEENT: mildly pale conjunctivae, anicteric sclerae, no oral ulcer, no OC/OHL, right eyelid swelling, proptosis
and complete ptosis, marked chemosis, no conjunctivitis, no bruit, no facial tenderness, intact tympanic membrane,

multiple dental carries

317 1 waz 2 dnvazanvesdihe

LN: No lymphadenopathy

Lungs: Trachea in midline, normal chest expansion, equal breath sound both lung, minimal coarse crepitation both
lung

Heart: No neck vein engorgement, apical beat at 5" ICS, MCL, no heaving, no thrill, normal S1 S2, no murmur
Abdomen: No superficial vein dilatation, no distention, active bowel sound, soft, not tender, no guarding or
rebound tenderness, Liver and spleen can’t be palpated, liver span 10 cm, splenic dullness negative, shifting
dullness negative

Extremities: No pitting edema, no joint swelling or limit ROM
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Neurological examination:

- Alert, orientate to time-place-person, well co-operative

- Normal speech, no dysarthria, no dysphasia

- Cranial nerves

- CN I: not examined

-CNII:

- VA Rt Light projection, Lt 20/20

- Right RAPD +ve

- Right Eye ground: Optic disc swelling with hemorrhage

- Right Pupil 5 mm SRTL, Left pupil 3 mm RTL

-CNIL 1V, VI:

- Right eye total ophthalmoplegia, complete ptosis right eye

- CN V: decreased facial sensation at V1 area, Corneal reflex negative right eye
- CN VII: No facial weakness

- CN VIII: no hearing loss

- CN IX and X: Normal gag reflex, Uvular at midline position

- CN XI: no weakness of sternocleidomastoid and trapezius

- CN XII: No tongue deviation, no atrophy

- Motor: normotonia, motor power grade V all

- Sensory: no sensory loss except V1 area

- Reflex: DTR 2+ all, no clonus, BBK sign absent

- Frontal releasing signs: Glabellar, palmomental, suckling, rooting reflexes negative
- Parietal lobe signs: Stereognosis, finger palm, neglect, apraxia negative
- Stiff neck: negative

- Kernig’s sign: negative
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Investigation:

- CBC: Hb 9.3 g/d, Hct 29.7%, MCV 81 fL, RDW 12%, WBC 25.54/uL (PMN 85.1%, L 9.8%, Mono 4.8%,
Eos 0.1%, Baso 0.2%), platelets 6,970/uL

- Blood chemistry: Total protein 7.3 g/dL, Albumin 2.5 g/dL, globulin 3.8 g/dL, Total bilirubin 0.23 mg/dL,
Direct bilirubin 0.21 mg/dL, SGOT 51 U/L, SGPT 37 U/L, ALP 155 U/L, BUN 14 mg/dL, Creatinine 0.53 mg/dL,
Na 137 mmol/L, K 3.7 mmol/L, C1 97 mmol/L, HCO, 25 mmol/L

- FBS: 99 mg/dL

- AntiHIV: negative
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Case 2: AMSHNNAMAAIAITIVNENLID

“A 67-year-old man presented with hoarseness for 2 weeks”
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Present illness:
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Past illness:
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Current medication
- Metformin (850) 1 tab oral bid pc

- Glipizide (5) 1 tab oral bid ac
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Physical examination:

Vital signs: BT 36.5°C, PR 75/min full and regular, RR 16/min, BP 119/69 mmHg

General appearance: good consciousness, normosthenic built, hoarseness, not pale, no jaundice, no dyspnea, no
sign of chronic liver disease

HEENT: whitish patch at tongue, no oral hairy leukoplakia, no oral ulcer, no nasal mass, no deviate nasal septum,
normal tympanic membrane, no thyroid nodule or enlargement

Lymphatic system: no superficial lymphadenopathy

CVS: JVP 3 cm above sternal angle, PMI at 5™ ICS at left MCL, no heaving or thrill, normal S1S2, no murmur
RS: no stridor, normal chest contour, trachea in midline, normal chest expansion, normal breath sounds
Abdomen: soft, not tender, liver and spleen can’t be palpated, liver span 8 cm, no increase splenic dullness,
shifting dullness negative, bimanual palpation negative

Digital rectal examination: no mass, prostate 3 FB, smooth surface and soft consistency, no melena

Nervous system: good orientation to time-place-person, Cranial nerve II-XII - normal all, normal muscle tone and
motor power grade V all extremities, sensory intact

Skin: multiple discrete scaly erythematous patch at buttock, both groin and right thigh, bilateral scaly

hyperkeratotic plaque at both plantar of feet, scaly patch at both hands

Investigation:

CBC: Hb 11.5 g/dL, Het 36.9%, MCV 93.4 fL., WBC 10,330/mm3 (N 81.8%, L 10.6%, M 6.4%, Eo 1.0%),
platelet 454,000/mm3

Blood chemistry: BUN/Cr 16.9/0.73 mg/dL, Na 135 mmol/L, K 4.3 mmol/L, C1 97 mmol/L, HCO, 22 mmol/L
LFT: TB/DB 0.3/0.19 mg/dL, AST/ALT 17/13 U/L, ALP 306 U/L, Albumin 2.9 g/dL, Globulin 4.4 g/dL

UA: pH 6.0, sp/gr 1.035, sugar 4+, protein 1+, WBC 0-1/HP, RBC 1-2/HP
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CXR:
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Case 3: ﬂm$!!WTIEJﬁ1ﬁﬂﬁiﬂﬂﬂ"l‘i.l"lfﬁ“ﬂ%lla

“A 70-year-old male presented with altered mental status for 3 months”
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Past history: AownHsanigsmsmaududiamnmssous ndaunivaegsyms sharunauazain
thduiithudu muldudusd
- isadszidiluvasaidear ladudfasiida anudulafiags uazwnunuiuldszmun
aiuame wazauauiu ML 18R (HDAIC 6.96 mg%)
- 911531 181 aspirin (81) 1 tab PO OD, clopidogrel (75) 1 tab PO OD, carvediol (6.25) 2 tabs PO bid,
ezetimibe (10) 1 tab PO OD, atorvastatin (40) 1 tab PO hs, sitagliptin (100) 1 tab PO OD, metformin
(850) 1 tab PO tid
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Physical examination
GA: An old man, able to follow simple verbal commands
Vital signs: T 36.7°C, PR 70/min, RR 20/min, BP 140/90 mmHg
HEENT: not pale conjunctivae, anicteric sclerae, no oral thrush, no oral hairy leukoplakia, thyroid gland not enlarged
LN: no superficial lymphadenopathy
Heart: normal S;S,, no murmur
Lungs: trachea in midline, normal breath sounds, no adventitious sounds
Abdomen: normoactive bowel sound, soft, not tender, no guarding, no rebound tenderness, liver and spleen not palpable
Extremities: no pitting edema, no abnormal skin lesions
Nervous systems: awake, oriented to time, place and person
Rt eye: pupil 3 mm RTL, full EOM, VA 20/50, A/C: deep/clear, fundus cannot be evaluated due
to photophobia
Lt eye: pupil 4 mm SRTL, ptosis, no chemosis, limited EOM, VA no PL

A/C: deep/cell 1+, RAPD +, sharp disc

100% 0%
100%4’7 100% 0% 4’7 0%
100% 0%

CN V, VII, VIIIL, X, IX, XI, XII - intact
motor: power grade V in all extremities
sensory: no impaired pinprick sensation
cerebellar: no dysdiadochokinesia, no tremor

DTR: 2+ all, Babinski sign absent, no stiffness of the neck

Investigations

1. CBC: Hct 35.8%, Hb 11.6 g/dL, MCV 84.9 fL, WBC 13,820 cells/mm’ (N 84%, L 12%, M 4%),
platelets 461,000 cells/mm’

2. Fasting blood glucose 90 mg/dL, HbA1C 6.96 mg%

3. BUN 8 mg/dL, Cr 0.63 mg/dL, Na 130 mmol/L, K 3.64 mmol/L, C1 90 mmol/L, HCO, 30.1 mmol/L



