MORNING REPORT



A 23-year-old man with HIV infection comes for a follow -
up examination. He was hospitalized 1 week ago with
Pneumocystisjiroveci (formerly Pneumocystiscarinii)
pneumonia, which is being treated with  trimethoprim &
sulfamethoxazole and a prednisone taper. During his
hospitalization, he was diagnosed with hyponatremia . He
feels well, and his condition has significantly improved
since his dlscharge 3 days ago.

On physical examination, temperature is 36.6 °C (97.8 °F),
pulse rate is 84/min, resplratory rate is 12/min, and blood
pressure is 110/60 mm Hg. He appears thin and in no
apparent distress. Cardiac examination is normal. The
Iuc?gs are clear to auscultation. There is no peripheral
edema.



Laboratory Studies

CD4 cell count
Glucose

Blood urea nitrogen

Creatinine
Sodium
Potassium
Chloride
Bicarbonate
Albumin
Phosphorus
Serum osmolality
Urine sodium

Urine potassium

Urine osmolality

87/uL (0.087 x 10°L)

182 mg/dL (10.1 mmol/L)

12 mg/dL (4.29 mmol/L)

0.7 mg/dL (61.89 { mol/L)
111 meg/L (111 mmol/L)

3.6 meg/L (3.6 mmol/L)

96 meqg/L (96 mmol/L)

22 meq/L (22 mmol/L)

3.3 g/dL (33 g/L)

2.6 mg/dL (0.84 mmol/L)

246 mosm/kg H ,0O (246 mmol/kg)
117 meg/L (117 mmol/L)

24 meg/L (24 mmol/L)

453 mosm/ kg (453 mmol/kg)




Which of the following Is the most
likely cause of this patient's
hyponatremia ?
Syndrome of inappropriate
antidiuretic hormone secretion
Volume depletion
Adrenal insufficiency
Pseudohyponatremia
Psychogenic polydipsia
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SIADH is a state in which the patient abnormally retains
water despite a low serum osmolarity .

Urine sodium >25 meqg/L

Syndrome of inappropriate
ADH secretion




Which of the following is the most likely cause of this patient's
hyponatremia ?

Syndrome of inappropriate antidiuretic hormone secretion

Hypotonic hyponatremia with a urine osmolality >100 mosm/kg H ,O in
the absence of volume depletion, adrenal insufficiency, congestive heart
failure, hypothyroidism, cirrhosis, and/or renal impairment

Volume depletion
Absence of a low urinary sodium level and a history of vomiting or
diarrhea -

Adrenal insufficiency
May cause hyponatremia if there is a deficiency of mineralocorticoid
activity but nothing to suggest

Pseudohyponatremia
Osmolality would be normal

Psychogenic polydipsia

Would present with a low urine osmolality and low urine electrolyte
levels



A 29-year-old black man with HIV
Infection comes for a routine examination.
He has a history of numerous
opportunistic infections and was recently
treated with a course of intravenous
acyclovir. He also Is positive for the
hepatitis C antibody.

On physical examination, there is 2+
pitting edema to the knees. The
remainder of the examination is normal.



Laboratory Studies

Blood urea nitrogen
Creatinine

Albumin
Urinalysis

C3

C4

CDA4 cell count
HIV RNA viral load

30 mg/dL (10.71 mmol/L)

1.8 mg/dL (159.16 emol/L) (6
months ago, creatinine was 0.9
mg/dL [79.58 emol/L])

2.8 g/dL (28 g/L)

No hematuria, 4+ proteinuria,
abundant oval fat bodies in
microscopic examination, no other
formed cellular elements, no
glycosuria, no amino aciduria, no
granular casts

110 mg/dL (1100 mg/L)

35 mg/dL (350 mg/L)

180 cells/t L (0.18 x 10%L)
5000 copies/ mL




Which of the following Is the most
likely cause of this patient's renal
dysfunction?

Trimethoprim dsulfamethoxazole

Pentamidine

Collapsing focal segmental
glomerulosclerosis

Postinfectious membranoproliferative
glomerulonephritis
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Laboratory Studies
Blood urea nitrogen 30 mg/dL (10.71 mmol/L)

Proteinuria + low serum albumin + peripheral edema + oval fat bodies on UA

Nephrotic syndrome

Black patients with HIV infection who have the nephrotic syndrome

Collapsing form of focal segmental glomerulosclerosis

C4 35 mg/dL (350 mg/L)

CD4 cell count 180 cells/t L (0.18 x 10%L)
HIV RNA viral load 5000 copies/ mL




Which of the following is the most likely cause of
this patient's renal dysfunction?

Trimethoprim dsulfamethoxazole

Not consistent with hx; also crystal -induced renal failure
caused by sulfamethoxazole or intravenous acyclovir is
unlikely in the absence of crystals detected on urinalysis

Pentamidine

Manifested by broad granular casts and an elevated creatinine
level

Collapsing focal segmental glomerulosclerosis
Most likely dx given pt characteristics/scenario
Postinfectious membranoproliferative glomerulonephritis

Associated with hepatitis C, but typically presents with
hematuria , proteinuria , and low C3 and C4 levels



A 19-year-old man is evaluated for
gross hematuria . Two days ago, he was
diagnosed with pharyngitis . A similar
episode occurred approximately 1 year
ago.

On physical examination, blood
pressure Is 150/90 mm Hg. The
remainder of the examination is normal
except for a resolving pharyngitis .



Laboratory Studies
Blood urea nitrogen
Creatinine

C3

C4

Urinalysis

14 mg/dL (5 mmol/L)

0.9 mg/dL (79.58 { mol/L)
130 mg/dL (1300 mg/L)
30 mg/dL (300 mg/L)

No proteinuria , numerous
dysmorphic erythrocytes and 1
erythrocyte cast/ hpf




Which of the following Is the most

likely diagnosis?
Systemic lupus erythematosus
Antineutrophil cytoplasmic antibody 0
associated small -vessel vasculitis
Postinfectious glomerulonephritis
Cryoglobulinemic glomerulonephritis
IgA glomerulonephritis
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IgA glomerulonephritis

HenochdSchoénlein purpura , an IgA-dominant form of vasculitis




Which of the following is the most likely diagnosis?
Systemic lupus erythematosus

Excluded by normal complement levels (usually low C4,
sometimes low C3)

Antineutrophil cytoplasmic antibody dassociated small -
vessel vasculitis

Usually have extrarenal manifestations, more commonly affects
older patients, does not develop suddenly, and is not typically
associated with a viral pharyngitis

Postinfectious glomerulonephritis

Usually 2 or 3 weeks after streptococcal pharyngitis or cellulitis
presents

Cryoglobulinemic glomerulonephritis

Excluded by normal complement levels (usually low C4,
sometimes low C3)

IgA glomerulonephritis
Most likely GN given scenario



MKSAP Question #4




