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Case 2: AMIUNNYFAIAAT YW IAINIUNYIIIN1aY

“A 72-year-old female presented with chronic non-productive cough for 3 months”
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Patient profile:
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Chief complaint: 19 2 e neuanIsanenuna
Present illness: status 183 Mnaistseiiudroauesla
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Past history:

1. Perimembranous type VSD with infundibular pulmonic stenosis



- A X T4
mslszynefnedihealsnfaie a5 2/2561
valag dunnulsndaeuralszme lng
wangasmsanousuwndlszinhiudesensymviogsmans lindaiye

TUNGHAVAN 10 WHBAIAN 2561 18T 13.00-16.00 U.

o ¢ & a A
i3l ﬁjﬂﬂﬂig"]jll FUSITTA BU 3 NOIBIYINITY f]']ﬂ'lilﬂﬁllWi%Lﬁﬂiﬁ 6 IDUNISHUUNTITH

ISQWEH’IJ]ﬁWi%iNf]%]Lﬂ@%}] AT TN NIUNWI

@

- 3faduile 407 Aewwnsn. ilesninasaniumedlidenialefindnd TTE wy small VSD
perimembranous type liinefiormsmiiesdie ihiansiedamuiuszey linefioinmsialeduman
IZ?J ﬂI’E]‘LliJTJW. L%lﬂJﬁ@1ﬂ15l1’iﬁ@ﬂ\i1m3ﬂ1ﬁ]@ﬂlﬁi 3@ﬂﬁﬂu1ﬁi?%aﬂ@1uﬂ15§lﬂy1 TTE WU VSD
perimembranous type with left to right shunt, oscillating mass size 10X8 mm at interventricular septum (LVOT)
and size 5X9 mm at pulmonic valve, thickened pulmonic valve without hemodynamic significant. LVEF 70%. No
RWMA. nugiiigosmssndagtienljies
- Coronary angiogram: normal coronary
- 27 noun1IN. #3I9AAAMIN TTE WU mobile echo density mass size 10 mm at interventricular septum
site of VSD, suspected healed vegetation.
2. Secondary idiopathic thrombocytopenic purpura (ITP)
Siasuiile 5 dou deransn, Lﬂmﬁ]1ﬂﬁ@ﬂzﬁaﬂaaﬂﬁmu%wm%q wazsdeandariun Tunuumwmduas
A3701E0AT 13aME1NaNY platelets 58,000 cell/uL 1¥aasianontsneii Tsawenagmnaansaia
- CBC: Hb 13.8 g/dL, Hct 42.4%, MCV 94 fL, RDW 13.9%, WBC 9650 cell/uL (PMN 45%)
platelets 60,000 cell/uL
= PBS normochromic normocytic RBC, polychromasia 2+, few microspherocytes, PMN
predominated, platelet 4-6/0il field, no platelet clumping
- mamﬁmﬁuwu HBsAg positive Aadudu Secondary idiopathic thrombocytopenic purpura 310
HBYV infection
- Start prednisolone 30 mg/day iiie 2 iouneuan. uadtelu 185Uz
3. Hepatitis B infection
- @329WVINNT work up secondary ITP, Tiineiii)sz Iaaumaeanselingduonaumneu Ugs
Usziams 185uiden linsuse Rusamdeiitosnimue hiadusnaurie
= HBV VL =187 copies/ml (log 1.74)
- Anti HBs negative, Anti HBc positive
- Start lamivudine 150 mg/d 1ijo 1 ifiou ouUNITN.
Personal history, social history and family history:
- Ufasmsquyniseauueaneaed
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- UjasdsziAuiouazeoinms
Current medications:
- Prednisolone 30 mg/day
- Lamivudine 150 mg/d
- Furosemide
Physical examination:
GA: An elderly Thai female, alert well co-operative
Vital signs: BP 124/70 mmHg, PR 88/min, regular, RR 16/min, BT 37°C, height 150 cm, BW 44 kg,
BMI 19.5 kg/m’
HEENT: no pale conjunctivae, anicteric sclerae, no oral ulcer, no OC/OHL, no dental caries, no thyroid gland
enlargement
Lymph node: left non tender movable supraclavicular lymphadenopathy, 1 cm in size, with soft consistency
Lungs: trachea in midline, equal breath sound both lungs, no adventitious sound
Heart: no neck vein engorgement, apical beat at left sixth ICS and 1 cm lateral to MCL, RV heaving, systolic thrill,
systolic ejection murmur grade 5/6 at LUPSB, no radiation, normal S1 S2, no loud P2
Abdomen: no superficial vein dilatation, no distension, normoactive bowel sound, soft, not tender, no guarding, no
rebound tenderness, liver and spleen can’t be palpated, liver span 10 ¢cm, no splenic dullness, positive shifting
dullness
Musculoskeletal: no pitting edema, no arthritis
Skin: no Osler’s node, no Janeway lesion, no rash
Neurological examination: Orientation to time place and person
Eyeground: no Roth’s spot, no exudate or hemorrhage, no papilledema
Cranial nerves: intact
Motor: normal tone, motor power grade V all extremities
Sensory: intact

Reflexes: DTR 2+ all extremities
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Investigations:

Chest X-ray

& '

Blood chemistry:

BUN 25 mg/dL, Creatinine 1.8 mg/dL, Na 126 mmol/L, K 4.3 mmol/L, CI 97 mmol/L, HCO3 24 mmol/L,
Calcium 9.2 mg/dL, Phosphate 3.7 mg/dL, Magnesium 0.56 mg/dL

Total protein 7.4 g/dL, Albumin 2.1 g/dL, globulin 5.3 g/dL, Total bilirubin 2.3 mg/dL, Direct bilirubin 1.6 mg/dL,
AST 53 U/L, ALT 28 U/L, ALP 132 U/L

CBC:

Hb 8.9 g/dL, Het 26.9%, MCV 97 fL, RDW 15%, WBC 8700 cell/pL (PMN 70%) platelets 43,000 cell/uL

UA: Spec 1.006, pH 5.5, protein 1+, sugar negative, blood 2+, WBC 3-5/HPF, RBC 50-100/HPF, Epi 0-1/HPF

Anti HIV: non-reactive
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SUMMARY

O wa investigation dh Wt?llu

CT chest coronal view Bronchial tissue H&E stain

O Clinical diagnosis Pulmonary cryptococcosis

0 Microbiological diagnosis
Bronchial biopsy: Section of the alveolar tissue shows moderate chronic inflammation with type II pneumocyte
hyperplasia and vaguely formed granulomas. There are macrophages in alveolar spaces with scattered
encapsulated yeasts, morphologically characteristic of Cryptococcosis.
Pathological Diagnosis: Right upper lung, biopsy: Cryptococcosis with histiocytic infiltration and Focal vague
granulomatous inflammation

0 Management Amphotericin B 1 MKD

0 Progress The patient death from arrhythmia and multiorgan failure



