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Case 1: AMSUNNSIAAT UHINNAYAIVAIUATUNSG

"A 45-year-old man presented with acute fever with right leg pain for 1 day"

Patient profile:
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Chief complaint: 1911 1duLazl a1 15U
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Past illness:
- Severe mitral stenosis
- TB pleura 3ﬁﬂ§ﬂ£ﬁ@ﬂﬁ1ﬂu 2553 91NN1TATIVNY right pleural effusion, pleural biopsy: chronic
. . Yo [ (% A
granulomatous inflammation 1@5ventaIsasulsemuaunsy 6 hou

ﬂsz%’ﬁmﬁ"lﬁ’%’u‘luﬂagﬁ’u: furosemide 20 mg/day

Personal and family history:
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Physical examination on initial admission:

Vital signs: T 39.9°C, PR 118/min, RR 30/min, BP 123/55 mmHg

GA: Good consciousness, dyspnea

HEENT: no pale conjunctivae, mild icteric sclerae

Cardiovascular: JVP engorgement with rapid V-Y, regular rhythm, L'V heaving, Loud S1, opening snap with
diastolic rumbling murmur gr.IV at apex

Respiratory: fine crepitation both lungs

Abdomen: soft, not tender, positive shifting dullness and fluid thrill, hepatomegaly with pulsatile liver

Extremities: pitting edema 3+ both legs, well defined erythematous patch and markedly tender at right shin, no bleb,
no crepitus, no limit ROM of ankle and knee both sides, intact sensation and arterial pulsation (Figure. 1)

Hospital course

é’ﬂ’m"l,é’]’%‘ums%’ﬂmﬁ’w ceftriaxone 2 g IV daily 3N clindamycin 600 mg three times daily AONIVIVIILIN
ndnuasfuduai ﬁ@jui‘;ﬁyu 1an vduan li'la ﬁqﬂ?ﬂmmqmwwﬁiﬂﬁmﬁﬁa

Physical examination on third day of admission:

V/S: BT 37°C, BP 98/66 mmHg, P 102/min, RR 20/min

Right leg: two large with small multiple hemorrhagic tense bullae on well-defined purpuric erythematous patched on

right leg (Figure. 2)

Pulse Rt Lt
Femoral 2+ 2+
Popliteal 2+ 2+
Posterior tibial 0/+ 2+

Dorsalis pedis 0/+ 2+
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Figure. 1 Figure. 2

Investigations:
® (CBC:Hb 16.4 g/dL, Hct 47.1%, WBC 9,600/mm’, N 88%, L 9%, Mo 3%, Platelet 194,000/mm’
® Coagulogram: PTT 30.5 sec (control 24.2), PT 21.4 sec (control 12.1), INR 1.78
® Blood chemistry: Na 120 mEq/L, K 6 mEq/L, Cl 82 mEq/L, HCO, 20 mEq/L
® Bun/Cr 31/1.5 mg/dL
® LFT: DB 3.2 mg%, TB 5.1 mg%, SGOT 70 U/L, SGPT 44 U/L, ALP 199 U/L, TP 7.5 g%, Alb 3.6 g%
® Anti-HIV: non reactive

® Chest radiography
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Case 2: AMZUNNYMNAAIAINIYNEIVID

“A 39-year-old Thai male: Fever and progressive dyspnea for 2 weeks”
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CT whole abdomen: circumferential mass at ascending colon 1a5umseda right half
colectomy, pathological findings: no malignancy waarda orelnd liliennudertie
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Y
ulcerated fissure into lamina propria 8£11N139139 colonoscopy F1NWU Inflammatory
bowel wall at distal ileum and ileocolonic anastomosis site HANTIATIVNWNEITINGINL
multiple apthoid lesions with ulcerated colonic mucosa with active inflammation 185 ums
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34199871 Crohn’s disease $nNH1A2Y azathioprine 50 1N./3U, mesalamine 3 1./7U 2159
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ulcer with exudate on top at anastomosis site NO#1T WNNNGITINGIND ulcerated colonic
mucosa with marked chronic active inflammation and granulomatous tissue reaction, rare
CMV inclusion identified (CMV immunostained positive) 711908 active Crohn ’s disease
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Vital signs: BT 37.1°C, PR 90/min full and regular, BP 110/70 mmHg, RR 28/min, SpO, room air 90%

General appearance: Good consciousness, not pale no jaundice, no edema, dyspnea, Ht 160 cm, BW 42 kg,

BMI 16.4 kg/m’

HEENT: no thyroid gland enlargement, no oral thrush, no oral ulcer

RS: trachea in midline, decrease chest expansion, hyperresonance sound on percussion, and decrease breath sounds
of right lung

Abdomen: flat, healed midline surgical scar, active bowel sound, soft, not tender, liver and spleen not palpable

CVS, NS, and others were with in normal limits.
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wamsnsIamaneslfians:
1. CBC: Hb 12.2 g/dL, Hct 35.4%, MCV 87.8 fL, WBC 7,240 /mm’ (N 90.5 %, L 5.0%, M 4.3%, E 0.1%),

platelet 425,000/mm’

2. Chest radiograph 1/12/2559: as Figure w

dosu131u sw.d55 181dneszinonseeniitlenu uazifiase Preumocystis jiroveci pneumonia
with secondary pneumothorax T¥mssamn trimethoprim-sulfamethoxazole (80/400) 3 amps IV q 8 hr, prednisolone
30 wn.Au WH Y Jeadmunuened udilansinaen
SpO, 97-99% on O2 cannula 3 LMP

n&sFUmsinm 12 Sufieimsmiiosnniu as19319me
vital signs: BT 36.4°C, PR 104/min full and regular, BP 130/92 mmHg, RR 24/min, SpO, room air 95%
subcutaneous emphysema on neck and anterior chest wall

CXR 12/12/2558: as Figure
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Case 3: AMSUNNYMAAT %W]ﬁﬁﬂiﬂlﬂ?‘i'l')ﬂﬂ'lﬁﬂ

“A 80-year-old woman with fever for 2 months and progressive jaundice for 2 weeks.”

Patient profile:

Chief complaint:
Present Illness:
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mamwmmmwmﬂgmmi Ulﬂ ceftriaxone -> ciprofloxacin wmmﬂ”lﬂmﬂ;]muzmﬂm
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Vital signs: BP 120/80 mmHg, BT 39.0°C, RR 20/min, PR 110/min and tender at coccyx area
P [ 9
lasumssnymuudilelu
Wa septic work up: H/C x II negative.
CXR: no infiltration.
X-ray LS spine and pelvis: no fracture.
UA: WBC 3-5/HPF, RBC 50-100/HPF.
CBC: Hb 11 g/d, Het 32%, WBC 10,050/uL (Neu 88.0%, Lymp 6.0%, Mono 2%, Eos 0.1%,
Baso 0.2%), platelets 227,000/uL. BUN 20, Cr 0.85. LFT: TB 0.6, DB 0.3, SGOT 25, SGPT 17,
a I Y { <
ALP 91, Alb3.1, Globulin 3.8 1Ag11)§Fuziiu moxifloxacin (4 Ju) nfaewilu cefdibutin (6
Fu) uaszrnaueunsw. ihedad 1daasanniu Ja 1414 38-39 esruzaiBoa 39 ldulaouen
a I~ o
ﬂg%aumﬂu sulperazone + amikacin (7 )W)

Ao [ o A [ A [ 2 Y Y = ) 1 9 3 [
wuzNdIueusnEIdINTW viawlasuedensd [dmniu lermsnundusmdionnnss 69
9 =R < a 9 a 9 [ [ 9 [l ] a a IR
SAnUUTHUAUNY griaudleaed ineeld asiasemelinuanurailng unndds

an d‘ 9 1 . [ an [ 1
gaenlFug iemaiaues 49 1na Ha septic work up naIngA I FIUE 4 U NuN

H/C x II negative.
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UA: WBC 0-1/HPF, RBC 0-1/HPF.
CBC: Hb 9 g/d, Het 28%, WBC 5,420/uL. (Neu 69.0%, Lymp 23.0%, Mono 6%, Eos 2% ),
platelets 420,000 /uL. BUN 53, Cr 1.65. LFT: TB 3.0, DB 2.4, SGOT 82, SGPT 54, ALP 232,
Alb 2.6, Globulin 3 4.
CXR: no infiltration.
CT whole abdomen NCCT: The study normal sizes and attenuation of liver, spleen, pancreas,
intrahepatic ducts, gall bladder, both kidneys, abdominal aorta, urinary bladder and pelvic
organs. No ascites. No intra-abdominal lymphadenopathy.
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Past Illness: s Isallszdrda asrvgquamilszanlynil
Personal and family history:
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Physical examination:

GA: An old Thai female patient, BW 45 kg, height 160 cm, BMI 17.58 kg/m2
Vital signs: BP110/70 mmHg, BT 38.8°C, RR 26/min, PR 120/min

Skin: no skin rash, ecchymosis or petechiae

HEENT: moderate pale conjunctivae, icteric sclera, no engorged neck veins
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Lymph node: impalpable superficial lymph nodes

CVS: pulse full and regular rhythm, normal S1S2, no murmur

RS: normal chest contour and movement, trachea in midline, equal breath sound, no adventitious sound

Abdomen: normoactive bowel sound, no distension, soft, liver 2 FB BRCM with blunt edge, firm consistency,
smooth surface and mild tender, liver span 12 cm, splenic dullness negative, no chronic liver stigmata

Per rectal examination: normal sphincter tone, empty rectum, yellow stool and no melena

Extremities: no edema or deformities

Neurological examination: awake, well co-operative, motor power grade V all, intact cranial nerve and sensory, no

stiffness of neck, DTR all 2+, BBK plantar response

Investigations

CBC: Hb 7.5 g/d, Het 21.8 %, MCV 82.1 fL, MCH 28.1 pg, MCHC 34.2 g/dL, RDW 16.6 %, WBC 1,340 / uL (Neu
86.0%, Lymp 9.0%, Mono 4%, Eos 0.8%, Baso 0.2%), platelets 52,000/uL

Coagulogram: PT 17.4 sec (<12.2), INR 1.45, APTT 40.5 sec (<26.1)

Blood chemistry: Total protein 5.4 g/dL, Albumin 2.0 g/dL, Total bilirubin 13.64 mg/dL, Direct bilirubin 10.83
mg/dL, SGOT 134 U/L, SGPT 8 U/L, ALP 592 U/L, BUN 71 mg/dL, Creatinine 1.55 mg/dL, Na 146 mmol/L, K 3.6
mmol/L, C1 110 mmol/L, HCO, 20 mmol/L, Ca 7.2 mmol/L, PO, 5.7 mmol/L, uric 11.4 mmol/L, LDH 446 U/L

Serology: HbsAg: negative, anti-HBs: negative, Anti-HBc: positive, Anti-HCV: negative, Anti-HIV: non-reactive




