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Case 4: 139WeN11251%7D

“A 39-year-old man presents with non-massive hemoptysis for 2 days”
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Past history:

Underlying disease: AIDS Diagnosis W.f. 2548, Start GPO-VIRS30 W.f. 2554 (CD,71

Cells/mm’) with poor compliance then lost to follow up f.W. 2559

History of pulmonary tuberculosis W.¢. 2557 $n¥1159nenawNwY fiheudanueInsy 6 @ounmiu g
Jamumssnuaeiies

History of disseminated cryptococcosis (CNS, Pulmonary, Bone marrow, and Cryptococcemia)
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Personal history:
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Physical Examination:
Vital signs: BP 90/60 mmHg, HR 112/min, BT 38.5°C, RR 24/min. SpO, (At room air) 90% BW 50 kg,
Height 165 cm BMI 18.3 kg/m’

General appearance: A young male, awake, alert, and oriented to time, place, and person, tachypneic

HEENT: Mildly pale conjunctivae, anicteric sclerae, no injected pharynx,

no tonsil enlargement, no oral ulcer, oral thrush and white corrugated patches, normal size of thyroid gland
LN: No superficial lymph node enlargement

RS: Trachea in midline, equal lung expansion, no stridor, coarse crepitation at both lower lungs.

CVS: No engorged neck vein, apical beat at 5" 1eft ICS & MCL, no heave, no thrills, normal S1S2, no murmur
Abdomen: No distension, normoactive bowel sounds, soft, no tenderness, no guarding, liver and spleen were
impalpable, liver span 8 cm, no CVA tenderness

Extremities: No pitting edema, no deformity

Skin: No rash, no petechiae, pruritic papular eruption both legs

Neurology: Grossly intact

Investigations:

CBC: Hb 8.9 g/dL, Hct 27.2%, MCV 77.9 fL, MCH 25.5 pg, MCHC 32.7 g/dL, RDW16%, PIt 188,000 cells/
mm’, WBC 6870 cells/mm’ (N 84.9%, L 9.2%, M 5.4%, E 0.4%, B 0.1%)

Coagulogram: PT 15.2 Sec, INR 1.25, APTT 28.4 Sec

Blood chemistry: BUN 18 mg/dL, Creatinine 0.57 mg/dL, Sodium 134 mmol/L, Potassium 4.2 mmol/L, Chloride
102 mmol/L, Carbondioxide 20 mmol/L, Calcium 8.7 mg/dL, Phosphate 3.1 mg/dL, Magnesium 1.8 mmol/L
LFTs: Albumin 2.7 g/dL, Globulin 4.5 g/dL, Total bilirubin 0.5 mg/dL, Direct bilirubin 0.36 mg/dL, AST 44 U/L,

ALT 35 U/L, ALP 178 U/L
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CD4 13 cells/mm’ (3%)
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Summary

0 wa investigation fdh willu

Radiologic finding (CT Chest with contrast): Multifocal consolidations with air bronchogram and cavitary
lesions scattered in both lungs. The largest lesion is at apicoposterior segment of LUL, measured up to
7.5%5.8*4.5 cm. Multifocal nodular infiltrations in both lungs as described, probably infectious/inflammatory
process. Multiple necrotic mediastinal nodes and hilar lymphadenopathy

Sputum mAFB: Positive

O Clinical diagnosis: Pulmonary rhodococcosis with rhodococcocemia, AIDS
0 Microbiological diagnosis: Sputum culture: Rhodococcus equi, Hemoculture: Rhodococcus equi

0 Management: Levofloxacin 750 mg iv q 24 hrs. and Azithomycin 500 mg iv q 24 hrs.
(31/7-20/8/2018), Meropenem 1 g iv q 8hrs. (31/7-9/8/2018), then

Rifampicin(300) 2 caps po hs (9/8/2018-discharge)

0 Progress: Patient’s fever and hemoptysis were improved after 7 days of iv antibiotics and
he was discharged home on a combination therapy of azithromycin and rifampicin as outpatient regimen.
However, due to his poor adherence to treatment, he was hospitalized again a month following and passed due

to persistent R. equi infection.



