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Case 1: AMZUNNYATAIAIIIYNEIVUIA

“A 36-year-old man presented with chronic ulcers at right thigh for 4 years”
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Chief complaint: tHaF5aNAUVIVN 4T Avumn Isanea
Present illness:
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Wa pus culture: S. aureus, AFB negative, culture for TB negative, PCR for TB negative
WA tissue biopsy: Chronic and acute granulomatous inflammation, negative for GMS and acid fast
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WA tissue biopsy: Abscess, no evidence of Tuberculosis
8% CT whole abdomen (11/11/2015): Multifocal enhancing mass at right and left abdominal
wall with rectus abdominis invasion, multilobulated mass at anterior right thigh size
10.5%2.3,3.8%2.6,11x6.4 cm respectively
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WA tissue biopsy: organized inflammation with keratinous material tissue
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Past illness:
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Physical examination:
Vital signs: BT 38.3°C, PR 110/min full and regular, BP 120/70 mmHg, RR 16/min

General appearance: A Thai man, normosthenic built, good consciousness, mildly pale, no jaundice, no edema

HEENT: no oral thrush, no thyroid gland enlargement

RS: trachea in midline, normal chest contour, no adventitious sound

CVS: PMI 5" MCL, no heaving, no thrill, normal S1S2, no murmur

Abdomen: normoactive bowel sound, no abdominal distension liver & spleen not palpable, bimanual

palpation negative, no CVA tenderness

Extremities: below knee amputation right, good stump

Nervous system: E4V5M6, motor power grade V all, intact cranial nerve and sensory, no stiffness of neck DTR all
2+, BBK — plantar response

Lymphatic system: no lymphadenopathy

Skin: multiple discrete erythematous nodules, many lesions break to ulcers and vegetative plaques with

necrosis and discharge on top at right thigh, right groin extend to lower abdominal wall
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Investigation:

CBC: Hb 8.5 g/dL, Het 27 %, MCV 57 fL, WBC 22,730/mm’ (N 86.3%, L 8%, M 4.7%, Eo 0.7%, B 0.3%),
platelet 998,000/mm’

BUN/Cr 11.9/0.58 mg/dL, Na 135 mmol/L, K 3.9 mmol/L, C1 97.5 mmol/L, HCO, 23 mmol/L

LFT: 01/04/59 TB/ DB 0.2/0.07 mg/dL, AST 15 U/L, ALT 15 U/L, ALP 178 U/L

UA: pH 6.5, Sp.gr.1.020, protein neg, sugar neg, WBC 0-1, RBC 0-1

CXR:
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Case 2: AMZUNNYAITAT ﬂW'IﬂQﬂ‘iﬂlN‘Wl"jﬂﬂ'mEI

“A 70-year-old man presented with acute fever for 5 days”

Patient profile:
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Chief complaint: 4 5 Auneuinlsanerna
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Present illness: nou111 1nainsilszi1iudreauedd
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6 wounoumsn. e 1dsuns3tieneiu multiple myeloma IgG kappa ISS stage I 1az5UMITNYIR0LIB
A @
fisn. ynaansal

11 TUNOUNITN. Wi}ﬂﬁﬂmlﬁ}’%’ veuaiitiiga VMP regimen (bortezomib, melphalan, prednisolone)
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8 Juneuinsw.  dAthemasawiadludiheven Tuilld liligadensonawd Tutiinau lifiuwalureauhavse
N1311n Jaa2zga91521na wa CBC; Hb = 5.5 g/dL, HCT = 17%, WBC = 650 cells/lL,
PMN = 32%, L = 62%, Mono = 4%, Eo = 2%, Baso = 0%, PLT = 10,000 cells/uL 1@5UmMs5n1aIe
GCSF 300 mcg SC OD ttag amoxicillin/clavulanic acid (1 g) tab po bid pc
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Past history:
- Multiple myeloma, IgG Kappa, ISS stage I, 3iioseiile ARAN 2558, WIRIBDINTOOUNAY, milponaseuLswAzda
YU 1 1R

O Bone marrow aspiration: plasma cells 50% with plasma sheet and immature plasma cells
Bone marrow biopsy: plasma cell neoplasm, mature plasma cells, nodular involvement (15%) CD138; positive,
CD38; positive, Kappa; positive, Lamda: negative

O IgG 1,850 mg/dL (548-1,768), serum free light chain-kappa 88.3 mg/dL (3.3-19.4), Beta 2-microglobulin 3,440
Wwe/L (700-1,800), albumin 3.7 g/dL, cytogenetic: del 17p (16.4%), SPEP: monoclonal gammopathy

O Bums$nudae VMP regimen ndausniile 2-12 w.o, 2558 11lay¥1 febrile neutropenia, hemoculture: no

@ [ = = A o v &
growth, $NUAY ceftazidime 7 Tu 1¥a9d %Qxﬂaﬂugmmmnmumﬂu Veldex regimen (bortezomib,
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dexamethasone) 90 2 AF411ADY 5.0, 2558 1Ay 1.9, 2559 a1gA 1451 VMP regimen 15lunsei 2 1ifo 15-26
f.N. 2559
- Intercritical gout, Ivneiiiell 2523, lutiemstadennudyil

=

- Essential hypertension, 3a9e1i/e 10 Unow, ns1wanmsasrvgunmilsza

Personal and family history:
laildonersyu'lng
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Uaslszialdonandariadauduwdon
limeuievsonnis

! ' L )
miwu 'l diaeadad

Current medication
1. Acyclovir (200 mg) 2 tab po tid pc (3 days/week)
2. Omeprazole (20 mg) 1 tab po ac.

3. Colchicine (0.6 mg) 1 tab po pc

Physical examination
GA: A Thai male, good consciousness, weight 57 kg, BMI 21.7 kg/m2
V/S: BP 140/70 mmHg, PR 90/min, BT 39.4°C, RR 22 /min
HEENT: markedly pale, anicteric sclera, no dental caries, no injected pharynx and tonsils, normal oral
mucosa, no injected both tympanic membrane, no engorged neck vein, no cervical
lymphadenopathy
Heart: apical beat at Sth ICS, MCL, no heave, no thrill, normal S1, S2, no murmur
Lungs: trachea in midline, normal chest expansion, normal breath sound, no adventitious sound
Abdomen: no superficial vein dilation, no abdominal distension, normal bowel sound, soft not tender,
no guarding, no rebound tenderness, liver not palpable, span 10 cm, spleen not palpable,
splenic dullness negative
Extremities: no palmar erythema, no swelling, warmth or redness, no limit ROM, no tender along
joint line

Skin: no rash, no petechiae, no skin nodule
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NS: Alert, orientate to time, place and person, pupil 3 mm RTLBE
EOM full, no nytagmus, no facial palsy, no tongue deviation, gag positive both sides
Cerebellar: Finger to nose, heel to knee intact, no dysdiadochokinesia
Motor power grade V all
Sensory: normal pinprick sensation
DTR 2+ all, BBK plantar flexion both, Clonus negative
Stiff neck: negative

Anus: no perianal tenderness

Investigations

- CBC: Hb 6.5 g/d, Het 19.9%, MCV 83.6 fL, MCH 27.4 pg, MCHC 32.8 g/dL, RDW 15%, WBC 302/uL (PMN
21.9%, L 75.7%, Mono 0%, Eos 0.4%, Baso 2%), platelets 6000/LL

- Blood chemistry: Total protein 5.9 g/dL, Albumin 3.2 g/dL, Total bilirubin 0.46 mg/dL, Direct bilirubin 0.2 mg/dL, SGOT
19 U/L, SGPT 25 U/L, ALP 38 U/L, Globulin 2.8 g/dL, BUN 14 mg/dL, Creatinine 0.95 mg/dL, Na 134 mmol/L, K 3.4

mmol/L, C1 101 mmol/L, HCO3 20 mmol/L, Ca 8.3 mg/dL

'

3 19 1 Chest X-ray
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Physical examination
Skin: multiple erythematous subcutaneous nodules, vary in size (2-4 ¢cm in diameter), tender, no fluctuation on left arm

and right leg

| 1 2 lateral aspect of left arm
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3 N4 Right leg
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Case 3: AMIUNNYFAIAAT 3»1111’31]811@81!%81»11?131

“A 54-year-old man presented with progressive dyspnea for 3 days”

. 1 = a o + =) ) =)
Patient profile: 110107 01¢ 54 1 iidun v.ounoe 353 1n1 8 1FW1IU
Chief complaint: vi1¢luvitios 3 Juneum lsane1uia
. [ = A a 9
Present illness: 3 TUNOUNITN. HOIMIHUBNIAUAY UOUKYUKNOU 3 TU 11wIw 2 919 Tadrizesnilsuim
a 1 o ] 1 1 g {
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oUW, UINTUNIN.U52310100 #519519MY Crepitation both lungs, pitting edema 2+ both
legs and SEM at apex 3n¥1dgeiudaay miloganad 1guuIN de@omsnyIn

T5aneNV1auITY 1INBATIVNULAN

Past history:
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Personal history:
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Physical examination:

V/S: BT 37°C, PR 100/min, RR 20/min, BP 100/70 mmHg, Sat 95% room air, BW 48 kg

GA: a middle age man, good consciousness, well co-operative

HEENT: mildly pale conjuctivae, no jaundice, many dental carries, no oral thrush, no cervical
lymphadenopathy

RS: normal breath sounds, no adventitious sound

CVS: no neck vein engorgement, PMI at left 6" ICS, shift to the left 3 cm from MCL line, heaving apex,
thrill at apex and LUSB, PSM grade IV at apex radiate to axillar, DBM grade IV at Erb point,
bounding pulse, Corrigan’s pulse +ve, Durozier’s sign +ve, Traube’s sign +ve, Pistal shot sound +ve,
Hill’s sign +ve

Abdomen: soft, not tender, no hepatomegaly, splenomegaly 2 FBs below LCM, no spider nevi, no superficial
abdominal vein dilatation

NS: E4V5MB6, no facial palsy, no dysarthria, full EOM
Normal muscle tone, motor power gr [V+ on Lt. side, grade V on Rt. side
DTR 3+ on Lt. side, 2+ on Rt. side
BBK; Dorsiflex response on Lt., plantarflex response on Rt.
Sensory intact both light touch and pin-prick sensation
No visual defect (by confrontation test)

Ext: no splinter hemorrhage, no Osler’s node, no Janeway lesion

Eye exam: no subconjunctival hemorrhage, no Roth spot

Investigation:

- CBC: Hb 11 g/dL, Het 35%, WBC 7,200 cell/mm’ (N 58.5,L27.2,M 11.2,E 2.5, B 0.6%), Platelet

88,000/mm’

- Blood chemistry: BUN 13 mg/dL, Cr 1.1 mg/dL, Na 134 mmol/L, K 3.6 mmol/L, C1 89 mmol/L, HCO,

26 mmol/L

10
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LFT: Albumin 2.8 g/dL, Globulin 5.7 g/dL, AST 73 U/L, ALT 78 U/L, ALP 114 U/L, Cholesterol 92 mg/dL,
DB 0.87 mg/dL, TB 0.23 mg/dL

UA : pH 5.0, sp. gr 1.028, Alb; trace, Sugar; neg, many RBC (no dysmorhic RBC), WBC 10-20/HPF,
Epithelium 1-2/HPF

CXR

EKG
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