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Current medication:

Allopurinol 300 mg/day

Social/personal history:
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Family history:
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Physical examination

General appearance: A middle-aged Thai male patient, good consciousness, well co-operative

Ht. 176 cm BW 88.2 kg BMI 28.47 kg/cm’

Vital signs: BP 122/72 mmHg, BT 37.0°C, PR 80 /min regular, RR 18/min

HEENT: No pale conjunctivae, anicteric sclerae, normal pharynx and tonsils

Lymph node: Can’t be palpated at both cervical, supraclavicular, axillary and inguinal lymph nodes

Skin: No rash

Chest: Equal chest movement, no chest wall deformity, mild tender at right chest wall around g" ribs,
not warm, no erythema or swelling, no crepitus
good air entry, clear, equal breath sound, no adventitious sound

CVS: Apical impulse at 5" ICS, MCL, no LV heave, no thrill, normal S152, no murmur

Abdomen: No distension, active bowel sound, soft, not tender, no guarding, no rebound tenderness

liver and spleen can't be palpated

Extremities: No edema

Neurological examination: Good consciousness and orientation

CN: Intact

Motor: Normal muscle volume, normal muscle tone

Motor power: Grade V all

Deep tendon reflex 2+ all

BBK: Plantar flexion response both sides, Clonus — negative

Sensory: Pin prick sensation: Normal

Fundoscopy : Normal fundi, no papilledema, shape optic disc, normal retinal artery-to-vein ratio



Laboratory investigations

CBC: Hb 14.8 g/dl, Hct 43.3%, MCV 91 fl, RDW 11%, WBC 18,800/l (N 74%, L 22% M 4% Eo 0%),

Platelet 335,000/ul

PTT 22/19 sec, PT 10.3, INR 0.94

BUN/Cr 13/1.03 mg/dl, random plasma glucose 114 mg%, uric acid 7.9 mg/dl, ca’ 9.8 mEg/dl, PO, 4 mEq/dl
LFT: TB/DB 0.4/0.2 mg/dl, AST/ALT 35/52 IU/L, ALP 79 IU/L, LDH 478 IU/L

UA: yellow, clear, Sp gr 1.022, pH 6.0, protein trace, glucose negative, RBC 0-1 cell/HPF, WBC 0-1 cell/HPF,
epithelium negative, cast negative

ABG at room air : pH 7.41, pO, 86 mmHg, pCO, 39 mmHg, HCO, 24 mmHg, O, sat 96%

CXR
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MDCT OF THE THORAX :

M.D.C.T of the thorax were obtained with coronal and sagittal reconstructions

-The study shows minute interstitial infiltration prominently at the anterior aspect both upper lungs
-No obvious ground glass opacity, centrilobular nodules, tree-in-bud opacity, subpleural nodules, septal
thickening, consolidation etc are detected

-Multifoci of cystic bronchiectasis and focal bronchiectasis are noted, prominently at the posterior
superior aspect both lower lobes

-The rest shows no bronchial dilatation nor increased bronchoarterial ratio

-Focal expanding bony destruction at the posterior rt 8th rib about 4.5 cm length is noted

-There is also focal sclerosis or calcification at the disc space T7-8

-No obvious pleural effusion nor endobronchial lesion

-The other intra-thoracic structures such as trachea, both main bronchi etc are unremarkable

-Small mediastinal nodes about 1 cm are observed

Pulmonary function test

Spirometry Ref Pre Meas  %Pre Ref Post Meas  %Post Ref ~ %Post Chg
FvC Liters 4.65 4.46 96

FEV1 Liters 3.69 3.67 99

FEV1/FVC % 79 82

FEF25-75% L/sec 3.79 3.99 105

FEF50% L/sec 4.89 5.11 105

PEF L/sec 9.01 10.84 120

Lung volumes

TLC Liters 6.73 6.58 98
RV Liters 2.05 1.70 83
RV/TLC % 32 26

FRC N2 Liters 3.50

Diffusion

DLCO mL/mmHg/min 28 22 78
DL Adj mL/mmHg/min 28 21.9 78
DLCO/NA mL/mmHg/min  4.24 4.11 97
DLNVA Adj mL/mmHg/min 4.09

VA Liters 5.35



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

2. What is the most likely diagnosis?



