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Diagnostician: concealed identity
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Chief complaint

qARBABANANAY 1 TuneuNnlssneLna
Present iliness

Status LAN able to perform basic ADLs without limitation
2 years PTA filassnnmafinpuibedlsarlazans reumatoid arthritis liunnaineites heumatoid
arthritis #281 methotrexate 7.5 un./dlay ynduaniiad wuualesialnG physical examination: no
petechiae, no ecchymosis, no bleeding site Inel CBC: Hb 15.1 g/dL, Het 46% (MCV 89.3 fL, RDW
13.7%), WBC 7,560/mm° (N 55.5%, L 35.6%, M 5.8%, E 2.4%, B 0%), platelet 52,000/mm°  1agl baseline
CBC L?ﬂ@ 5 Lﬁ@uﬁ@uuﬁ’ﬁ: Hb 16.3 g/dL, Hct 48.9% (MCV 91.4 fL, RDW 14.1%), WBC 7,11O/mm3 (N
59.8%, L 30.3%, M 7.1%, E 2.4%, B 0.4%), platelet 202,000/mm’>  HilszdmRFutlszniuasulng
odadiufen Hasnthadlesndaiile tietiedle Yeliafle  1EFunndtasuniie drug (alternative
medication)-induced thrombocytopenia  ualaen 1 aunaIgAiLLsznuayulnsnndadities CBC:
Hb 15.6 g/dL, Hct 47% (MCV 90.7 fL, RDW 14.3%), WBC 8,94O/mm3 (N 67.7%, L 24%, M 6.3%, E 2.2%,
B 0.5%) platelet 241,000/mm’ N@Laﬂﬂ%u"] globulin 3.8 g/dL, albumin 4.1 g/dL, total protein 7.9 g/dL;
ANA positive 1: 320 with discrete speckled and positive in centromere (anti-centromere suspected);
negative HBsAg nor anti-HCV FARNNHALAEA WL thrombocytopenia an
8 months PTA Buflannisle dnsuzlefisunzdanndu ennsleliduiusiuvimeuazdanean Ufias
srdRszanene L1auAS ﬁfﬁ;ﬂn‘lmqmﬁummaﬁmaﬂn nAwihaneidu Fullssmuen dextromethorphan
pfanz 1 WiamAtens HaanrinuanaeeIn1Tlindu ummadl OPD yAsayn Amany inflamed both
nose with clear nasal discharge, post-nasal drip with mucoid discharge 155un390aden19E chronic
rhinosinusitis 165U levocetirizine 5 un./4u , fluticasone intranasal spray, roxithromycin 150 Nn./94 141
7 Su wdssunnsinmennisleaiuting usdeldimesiin
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2 months PTA fthefspaiientns enslednaiulusnensda fihonmnmainniulsaazdnsm
ANNFUTATAGIRNIIR wuninanasann 55 Alanfu wide 48 Alaniu uwnnsgianisinelaniindes
n¥eanaAne s uaziAnsaRARIAEesTTnAR

1 month PTA enmslaraamz 1§ume 2 nadnayn Gudluunnduluges 1 Heu seunaaunni filaandn
fauisamanaei 2 $19 naldi§u wpmall OPD ypeasn physical examination: 2 groups of 2 cm
right cervical lymphadenopathy at zone I, zone Ill; 1 group of 2 cm left cervical lymphadenopathy at
zone lllI; inflamed both nose with clear nasal discharge with post-nasal drip AMARENIT acute
lymphadenitis 'l§51 levofloxacin 500 8031 3utlsznm 14 54 ndeULssnueNAsy aNnTsnAELATY
mqqammuwmmmﬂm‘iﬁmﬁmtﬁﬂmﬁw physical examination: 2 groups of 1 cm right cervical
lymphadenopathy at zone Il, zone IlI; 1 group of 1 cm left cervical lymphadenopathy at zone Il

1 day PTA fihedunaindqnsndentunadnnuindies wazan 2 419 dfanlssReuRmeg il
Feneentinaiay liiedsee hifdeaduden Taanzthuden hiflodwden usensledelaimi 1
mfmLﬁwﬁmﬁimwmmm@nmu CBC: Hb 11.2 g/dL, Hct 32.6 % (MCV 86.9 fL, RDW 16.4%), WBC 4780
(N 68%, L 17%), platelet 3,000/mm>; coagulogram: PT 15.6/11.2 sec, INR 1.18, aPTT 32.8 sec
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Past history
1. Rheumatoid arthritis

30adt 50 TreunnTsmening AagensiimBunndeiieriasding uasietihflonsaesing 155
AMadeiN192 juvenile rheumatoid arthritis nFUNNI3NEALWNWNINKNTNTANERT THTueN N uTtin uaY
$nwn 3 Tennnsvnestn 15 Dreuanlsemenuna GuilennnsiaiRnadiedle fereniigasiing dinsunns
Snundilaanenunatenas 1§50 methotrexate 7.5 un /ddank hunan 5 T lainsuilssdd serology g
mﬁ"}?ﬂmﬁ‘iﬁ‘qwmmmvﬁﬁmniﬁﬁv{iLuﬁi 10 Yreunnlsesnenuna 1AFunnsinundioe methotrexate 10 un./
Flonsf unan 5 1 anntuanasvde 7.5 un/dians physical examination: swollen joints of both
elbows, both wrists, both first interphalangeal joints, right first-fifth metacarpophalangeal joints, left first
and second metacarpophalangeal joints
Plan film both hands (AP and oblique)




2. Essential hypertension, dyslipidemia, impaired fasting glucose
Aade 20 Tnaunnlsene1u1a ann1smzaatszand office blood pressure 130/80-140/90 mmHg,
home Blood pressure 110/80-130/90 mmHg NALREA 2 LABKNaUNN IsNeNLNg fasting plasma glucose
106 mg%, HbA1c 5.8%; total cholesterol 145 mg/dL, HDL 40 mg/dL, LDL 79 mg/dL, triglyceride 132
mg/dL 2 months PTA Thai CV risk score=14.62%
Current medications:
Methotrexate (2.5) 3 tab oral )niuaning
Folic acid (5) 1 tab oral pc
Nebivolol (5) V2 tab oral pc
Simvastatin (20) 1 tab oral pc W1
Levocetirizine (5) 1 tab oral hs
Fluticasone intranasal spray 2 puff bid
Montelukast (10) 1 tab oral hs
Social and personal history
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Family history
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Physical examination
General appearance: an elderly Thai male patient, full consciousness, well cooperation;
body weight 50 kg, height 166 cm, arm span 171 cm BMI 18.1 kg/m2
Vital signs: BP 130/60 mmHg, PR 80/min (supine) RR 22/min, BT 36.4°C
Skin: generalized petechiae at body predominately at abdomen, both arms and legs, no acanthosis
nigricans, no subcutaneous nodule
HEENT: mildly pale conjunctivae, anicteric sclerae, no gum hypertrophy, wet purpura at soft palate and
bruise on lower lip, no oral ulcer, no tonsil enlargement, thyroid 15 gm, no thyroid bruit
Cardiovascular system: JVP 3 cm above sternal angle, regular rhythm, PMI at fifth ICS and left MCL, no
heaving, no thrill, normal S1S2, no loud P2, no S3 nor S4 gallop, no murmur
Respiratory system: trachea in midline, normal chest contour, equal chest expansion and tactile
fremitus, decrease breath sound both lungs, no adventitious sound, no vocal resonance, no egophony,

no whispering pectoriloquy



Abdomen: normal abdominal contour, no distension, normoactive bowel sound, soft, not tender, liver
can be palpated 3 cm below right costal margin, liver span 12 cm at mid-clavicular line, positive splenic
dullness, no shifting dullness

Per rectal examination: yellow feces, no mass, no rectal shelf, intact sphincter tone, prostate 30 g with
smooth surface and rubbery consistency

Genitalia: testes 25 mL with rubbery consistency; well developed secondary sex characteristics
Musculoskeletal system:

Elbows: limited extension of left elbow

Wrists: limited flexion and extension of both wrists with ulnar deviation

Hands: limited finger flexion of first-third of both hands, proximal interphalangeal joint flexion with distal
interphalangeal joint extension of right fourth digit compatible with Boutonniére deformity and proximal
interphalangeal joint hyperextension with distal interphalangeal joint flexion compatible with Swan
neck deformity of right fifth finger, ulnar deviation of right fourth-fifth digits

Feet and toes: hallux valgus both feet, crossover toe of left second toe, hammer deformity of right and
left fourth-fifth toes

Synovial thickening of elbows, wrists, both first interphalangeal joint, right first-fifth
metacarpophalangeal joints, left first and second metacarpophalangeal joints

Axial joint: no deformity, no dimple, no spine stepping, no tenderness along spine, paraspinal area, no
limit range of motion of flexion, extension, lateral rotation, lateral flexion

No pitting edema both legs, no clubbing fingers



Lymph node: Right anterior cervical lymph nodes up to 1.5 cm, right posterior cervical lymph nodes up
to 1 cm, bilateral submandibular lymph node and bilateral supraclavicular lymph nodes up to 1 cm, both
inguinal lymph nodes up to 1.5 cm, with movable and rubbery consistency in all nodes; no epitrochlear
and axillary lymph node can be palpated
Neurological examination:
Consciousness: alert, orientated to time/place/person
Speech: no dysarthria, intact fluency, comprehension, repetition, and naming
Cranial nerve examination: RAPD negative, normal visual field by confrontation, pupils 3 mm react to
light both eyes, midline resting eye position, full EOM, normal corneal reflex, no ptosis, no nystagmus,
normal strength of muscles of mastication, symmetrical nasolabial folds, normal hearing, no tongue or
uvula deviation
Motor system

Volume: no muscle atrophy/hypertrophy

Tone: normal tone, no atrophy, no fasciculation, no pronator drift

Power Right Left
Deltoid 5 5
Triceps 5 5
Biceps 5 5
Hand grip 5 5
Hip F/E 5/5 5/5
Knee F/E 5/5 5/5
Ankle DF/PF 5/5 5/5

DTR Right Left
Triceps 2+ 2+
Biceps 2+ 2+
Brachioradialis 2+ 2+
Knee 2+ 2+

Ankle 2+ 2+



BBK Plantarflexion Plantarflexion
Clonus Negative Negative
Babinski: plantarflexion both sides
Sensation: intact pinprick sensation, and proprioceptive sensation of both sides
Cerebellum: finger to nose and heel to knee intact, no truncal ataxia, no dysdiadokokinesia
Stiff neck: negative
Laboratory investigations
CBC: Hb 10.2 g/dL, Hct 29.1% (MCV 83 fL, MCH 29.2 pg, MCHC 35.1 g/dL, RDW 15.9%), WBC
4,780/mm’ (N 54%, L 21%, M 14%, E 11%, B 0%), platelet 1,000/mm’; PT 12.6/11.2 sec, INR 1.13,
aPTT 25.8/24.4 sec
Peripheral blood smear: as picture below
Reticulocyte count: 1.6%, absolute reticulocyte count 56,000/mL
Direct antiglobulin test: negative, indirect antiglobulin test: negative
Serum iron 55 TIBC 163 Transferrin saturation (Tsat) 33.7%
Bone marrow study:
Bone marrow aspiration:
Specimen: satisfactory specimen
BM cellularity: mild hypercellularity
M: E ratio 1: 1
Iron: no specimen; ringed sideroblasts: no specimen
Megakaryopoiesis: markedly increased, morphology normal
Granulopoiesis: normal, promyelocyte 6%, myelocyte 6%, metamyelocyte 9%, PMN/band 24%
Erythropoiesis: normal 52%
Lymphopoiesis: normal 2%
Histiocyte: normal
Plasma cell: 1%
Abnormal cell: not present
Conclusion: mild hypercellularity, no evidence of myelodysplasia
Flow cytometry:
Granulocyte population: hypo-granularity is noted; abnormal expression of CD13 and CD16
Erythroid population: normal expression of CD235a/CD71/CD36
Immature population <1%

Interpretation: flow cytometry showed signs of myelodysplasia



Blood chemistry

BUN 12 mg/dL, Cr 1.01 mg/dL, Na 132 mmol/L, K 4.4 mmol/L, Cl 101 mmol/L, CO2 23 mmol/L,
corrected Ca 10.1 mg/dL, PO, 4.8 mg/dL, albumin 2.5 g/dL, globulin 6.3 g/dL, total protein 8.8 g/dL,
Uric acid 13.2 mg/dL TB/DB 1.05/0.52 mg/dL, AST 15 U/L, ALT 15 U/L, ALP 112 U/L, GGT 72 U/L,
LDH 188 U/L

Fasting plasma glucose 98 mg/dL, HbA1c 5.4%

Methotrexate level O umol/L

Urinalysis: sp.gr 1.005 pH 7.5, blood 2+, glucose negative, protein negative, nitrite negative, WBC 0-
1/HPF, RBC 3-5/HPF, epithelium 0-1/HPF

| | | | | |
Serum Protein Electrophoresis
Fractions % Ref % g/dl Ref. g/dl
Albumin 343 < 55.8-66.1 2.95 4.02-4.76
Alpha 1 3.1 2.9- 4.9 0.27 0.21-0.35
Alpha 2 41 < 7.1-11.8 0.35 0.51 - 0.85
Beta 1 38 < 4.7- 7.2 0.33 0.34 - 0.52
Beta 2 4.0 3.2- 6.5 0.34 0.23 - 0.47
Gamma 50.7 > 11.1-188 4.36 0.80 - 1.35
Ratlo M protein : T.P: 8.6

SPEP: polyclonal gammopathy

Serology

Anti-HIV: negative, HBsAQ: negative, anti-HBc: positive, and anti-HBs: negative, anti-HCV: negative
HBsAg quantitative <0.05 IU/mL, HBV viral load <10 IU/mL; TPHA: non-reactive; H. pylori antibody:

positive



Peripheral blood smear

EKG 12 lead




Imaging
Chest X-ray:

3 years PTA 8 months PTA This admission

Plan film both hands (AP and oblique)

1. What are the diagnostic investigations leading to final diagnosis?

2. What is the most likely diagnosis?



