Clinicopathological Conference
30 Mdeney 2553
Clinician: HA.NEY. ANUNT YaLTALIT AGNEGN
Radiologist: Wel.WeY.AN91 Tazdaunwemi

Diagnostician: To be announced
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3 nauneuNnlaneLa wmsaalseneLaqinaInsnl PE HEENT: mildly pale conjunctivae, mild
icteric sclera; jugular vein: giant V wave Heart: RV heave, palpable P, pitting edema 2+ 1§ie1n furosemide (40)
1 tab po bid pc N, e, warfarin (3) 1 tab po hs, atenolol (100) 1 tab po OD pc
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Past history: No other known underlying disease, no history of blood transfusion,
No drug allergy, no history of surgery

Personal history: lalguius 1dnngs
Family history: fiasa1aiflulsm “siqlala”
Physical examination:
General appearance: An elderly Thai female
Vital signs: BT 37 OC, RR 18/min, HR 85 bpm, totally irregular, BP 96/60 mmHg
BW 55 kg, Ht 160 cm, BMI 21.48 kg/m?



HEENT: moderately pale conjunctivae, no icteric sclerae
Pharynx and tonsils not enlarged
Thyroid gland not enlarged, no bruit and no thrill
No parotid enlargement, no spider nevi
Jugular vein: engorged 4 cm above sternal angle with giant V wave
Lymph node: no cervical lymphadenopathy
CVS: Apical beat at Lt 6" ICS, 2 cm lateral to MCL
RV heave, palpable Py,
Normal Sy, increased S»
Pansystolic murmurs grade Il at LLPSB with increased intensity when inspiration, positive Carvallo's sign
Lungs: Trachea in midline, normal breath sound, no adventitious sound
Abdomen: No distension, normoactive bowel sound; soft, not tender
Liver 3 FB below right costal margin, smooth surface, firm consistency, blunt edge, liver span 15 cm
Splenic tip at 4 FB below left costal margin,
No shifting dullness, no caput medusae
Ext: Pitting edema 1+ up to midtibias, no clubbing fingers, no palmar erythema

Neuro: Grossly intact

Lab investigations:

CBC: Hb 8 g/dl, Hct 25.5% MCV 84 fi, RDW 20.2% WBC 5,500/mm? (N 45%, L 43%) PIt 222,000/mm?
Peripheral blood smear: normochromic, microcytic RBC, anisocytosis 1+, poikiocytosis 3+, polychromasia
few, no schistocyte or microspherocyte, normal platelets

BUN 15 mg/dl, Cr 0.84 mg/dl

PT 17.4/11.3, INR 1.6, PTT 37.1/28.9

Sodium 137 potassium 4.4 chloride 98 HCO3 28 mmol/L

Calcium 7.8 mg/dl (8.1-10.4), PO4 2.6 mg/dl (2.7-4.5)

LFT: TB 2.61 mg/dl, DB 0.55 mg/dl, AST 36 U/ml, ALT 27 U/ml, ALP 46 IU, albumin 3.7 g/dl, total protein g/dI
UA: yellow clear urine, Sp gr 1.010, pH 6.0, protein negative, glucose negative, RBC 0-1/HPF, WBC 0-1/HPF,
squamous epithelium 3-5/HPF

Arterial blood gas (room air): pH 7.471, pO2 59.2, pCO, 37.4, HCO3 27.5, O, Sat 91.9%

Anti-HIV: negative

HBsAg negative, antiHCV negative



CXR:

EKG:

Echocardiography report:

- M mode echocardiogram
LA 47 mm (20-40), LV (ED) 40 mm (38-53), LV (ES) 29 mm (26-34), Ao 21 mm (20-38), Ao
separation 14 mm, LV EF 55%, LV FS 27.5%, IVS 10 mm, LV PW 10 mm, LV mass 127.09 g, LV mass index
83.07 g/m?
- 2-D mode echocardiogram
MV restricted, AV thickened, TV thickened, PV normal, main PA 25 mm, RV 29 mm (<24), MVA
3.3cm? (4-6), LVOT diameter 17 mm, Ao sinus 27 mm, sinu-tubular junction 23 mm
- Doppler echocardiogram

Mild AR, no AS



Mild MR (MR peak velocity 4.53 m/s, flow rate 15.31 ml/sec, regurgitation volume 5.34 ml, PISA

radius 2.5 mm), no MS

No TS

Severe TR (peak TR velocity 3.27 m/s, peak instantaneous gradient 42.77 mmHg, estimated RA

pressure 20 mmHg, calculated RV systolic pressure 62.77 mmHg)

No PS
Mild PR (end-diastolic velocity 1.37m/s, PA end-diastolic pressure 27.51 mmHg)

Impression
1. Thickened AV with mild AR (RJW = 21%)
2. Restricted PML with MAC. Mild MR (posteriorly directed jet, ERO = 0.03). No MS.
3. Thickened TV with severe TR (venacontracta = 8.5 mm, holosystolic reversal flow in hepatic vein)
Normal PV. Estimated PAP = 62/27 mmHg
4. Dilated LA (LAVI = 68 m*/m?). Good LV systolic function (LVEF = 55% by Teicholtz’s method)
with diastolic and systolic LV D-shaped. No RWMA. Mild increase LV filing pressure (E/E’ = 12)
5. Dilated RA and RV. Good RV systolic function (TAPSE = 18 mm, TDI of lat TV annulus = 10 cm/s,
MPI =0.1)
6. Neither intracardiac thrombus nor pericardial effusion was detected
7. Agitated saline: positive contrast in LA and LV chamber
Lab 20y PTA 10y PTA 6y PTA This visit
WBC 9,100 6,160 5,510
%N 50 45.7 45.3
Yol 38 41.9 43.6
%Mo 9.4 4.5 6.9
%E 1.7 4.5 3.3
Hb 9.3 9.5 8.0
Hct 29.3 31.0 25.5
MCV 30 34 84
RDW 17.9 21.0 20.2
Platelets 387,000 218,000 222,000
PT 12.2 16.5
INR 1.2 1.5




BUN 9 10 18
Cr 0.8 0.7 0.71
TB 1.91
DB 0.67
AST 37
ALT 26
ALP 59
Albumin 3.8
Globulin 4.3
02 sat (%) No record No record No record 91.9
Echocardiogram:
LV

ES (26-34mm) 28 292

ED (38-53 mm) 43 40
LA diameter (20-40 mm) 33 a7
RV (< 24 mm) 23 29
RA (mm) - -
PA pressure (mmHg) - 62/27

CTA of pulmonary artery




The pulmonary trunk is enlarged, approximately 3.7 cm. There is no filling defect in the pulmonary

trunk and its branches. The right atrium and right ventricle are enlarged. The IVC is dilated and there are also
refluxing of the contrast medium refluxing into hepatic veins.

There is small pericardial effusion.

There are few enlarged aortopulmonary window and right paratracheal nodes, up to 1.3 cm in short
axis diameter. There are few small superior mediastinal, left paratracheal and bilateral axillary nodes, up to 8
mm in short axis diameter. Trachea and both main bronchi are patent.

There are ares of mosaic attenuation scattering throughout both lungs. There is a small consolidation
in anterior segment of LUL. There are also few small areas of ground glass opacity in anterior segment of
RUL, inferior segment of lingular segment of LUL and lateral basal segement of LLL.

Bilateral pleural spaces are clear.

The included upper abdomen reveals splenomegaly with streak calcification.

There is no osteolytic or osteoblastic lesion.

Impression:

Enlarged pulmonary trunk, enlarged right-sided heart chambers, dilated IVC and refluxing contrast
medium into hepatic veins and small pericardial effusion, representing pulmonary arterial hypertension (PAH).

Mosaic attenuation scattering in both lungs would result from PAH.

No evidence of pulmonary in anterior segment of LUL, and small GGO in RUL, left lingual and LLL,
probably representing infection or inflammatory process.

Few enlarged mediastinal nodes, possibly reactive nodes.



USG upper abdomen:
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The liver shows enlarged size with normal parenchymal echogenicity without demonstrable space-
taking lesion. There is no intrahepatic bile duct dilatation. CBD caliber is about 6 mm, not dilated. Gallbladder
is normally distended without stone.

Splenomegaly is observed, measured about 13.4 cm in craniocaudal axis. There is no space-taking
lesion.

Pancreas appears normal.

Both kidneys are of normal size, shape and echotexture. The sizes of right and left kidneys are about
10.5x4.4 cm and 11.1x5.0 cm, respectively. There is no mass, stone or hydronephrosis, bilaterally.

Urinary bladder is normally distended with smooth outline. Uterus appears unremarkable.

There is no ascites or intraabdominal lymphadenopathy.

Impression: Hepatosplenomegaly without demonstrable space-taking lesion

Unremarkable otherwise

Questions

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

2. What is the most likely diagnosis?



