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Clinicopathological Conference

A 96 year old woman with cough, dyspnea and vomiting

(The third case)
Case Presentation
The 304 Hospital of PLA

A 96 year old woman was admitted to the hospi-
tal because of cough with sputum, dyspnea, nausea
and vomiting.

The patient had been limited in bed for one year
a8 her advanced age and difficulty on walking, but her
general condition had been relatively stable until one
week earlier when she began to have cough with lack
of strength to expectorate sputum , and have nausea,
dyspnea, vomiting of gastric content, fecal and uri-
nary incontinence, bowel movement 1-2 times/d with
vellow and tarry stool appearing alternately.

Her relatives narrated that she had the history of
hypertension, coronary heart disease, geriatric valvu-
lar heart disease and cholecystectomy. Her tempera-
ture was 36°C, the pulse rate was 80/min, and the
respiration rate was 18/min. The blood pressure was
120/80 mm Hg.

On physical examination, the patient was in pas-
sive position, malnourished, and was too weak to an-
swer any questions. Many hig patches of bed sore
with ulcer and pus were noticed on right lateral back,
buttock, and medial and lateral sides of thigh. Harsh
breath, dry and moist rales could be heard at both
lung bases. The heart rhythm was normal, a grade2
systolic murmur was heard at auscultation area of aor-
tic and mitral valves. Abdominal examination found
no abnormalities. Moderate edema was found at distal
part of right imb.

A chest radiograph revealed a large patchy
shadow at right upper lobe, increased markings of left
lung, while the right edge of heart, bilateral costo-
phrenic angles, and diaphragmatic surface were indis-
tinct, and aorta was tortuous and calcific. An abdom-
inal uitrasonographic examination showed normal size
and shape of liver and spleen. The gall bladder had

been resected. Echocardiogram revealed sortic valve
calcification and stenosis, calcification of posterior
cusp of mitral valve, and left ventricular ejection frac-
tion being 59 percent. An electrocardiogram showed
normal rhythm with low voltage. Laboratory tests
were performed on the admission, hematologic and
blood chemical values are showed in Table 1. Stool
examination revealed positive occult blood. Urinary

examination showed:protein( + } , 5-8 red cells and

Table 1 Hematologic and blood chetnical values

. On On seventh

Variable
Admission  hespital day

White cells{G/L) 15.0 -~
Neutrophils( % ) 82 -
Haptoglobin(GfL) 158 -~
Glucose(mmol/L} 7.8 6.1
Urea nitrogen{mmol/L) 32.09 4.45
Creatinine(mmol/L) 116 72
Urie acid 631 299
Protein{G{L) 57 57
Albumin 32 32
Globulin 25 25
Sodium{mmol/1.) 128 131
Potassium{mmol/L.} 6.0 5.2
Chloride{mmol/L) 97 10
Creatine kinase(U/L) 311 161
MB fraction 34 20
ALT(UIL) 52 17
AST(U/L) 79 51
LOH(U/L) 421 285
HBDH(U/L) 307 224
ESR(mm/h) 74
pH 7.319
PCO, (mmHg) 47.8
PO, (mmHg} 54.2
50,(%) 93
HCO; (mmolfL) 24.7
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0-2 white cells / high-power field. Preliminary diag-
noses after admission were pneumonia, hemorrhage of
digestive tract and bedsore. The anti-infective, hemo-
static treatment, intravenous nutrition support, correc-
tion of electrolyte disorder and intensive nursing of
bed sore were given. But the condition of the patient
was not improved significantly. The patient appeared
weak and listless. She could not take food, and had
the edema worsened. On the 7th hospital day, the

respiration rate was 27-40/min, with hypopnea and

tachypnea. The blood chemicals and gas values were
examined (Table 1), Besides the continuous use of
anti-infective and other supporting therapies, the res-
piratory stimulant (lobeline 3mg) was given to cor-
rect the respiratory failure. Then the respiration be-
came stable. On the 10th hospital day. the patient
was in deep coma, then began to breath as sighing ar
22:00 with cyanosis of lips and terminals of limbs.
Resuscitation measures failed and the patient died.

Clinical Discussion

Dr. Peng Chaojin: The clinical characteristics
of this case are suggestive of multiple organ failure in
the elderly {MOFE) as the patient was very old,
with general asthenia and malnutrition. But the clin-
ical symptoms were not typical and characteristic.
The X-ray feature showed: a patchy shadow at right
uppet lobe and bilateral indistinct costophrenic an-
gles, which infer the lung discases as follows: @) Se-
vere pneumnonia. But the patient did not have typical
manifestation, such as fever, severe symptoms of
respiratory tract, etc. @ Pulmonary tuberculosis.
The lack of low fever, night sweat, and chronic
cough with sputum and blood does not suggest the
diagnosis. But we should take the case seriously that
the clinical signs of pneumonia and pulmonary tuber-
culosis in elderly might be untypical, and make the
diagnosis difficult and treatment not ideal. @
Atelectasis. X-ray feature is suggestive of atelectasis,
but the basic illness should be detected. In my opin-
ion, besides pneumonia and pulmonary tuberculosis,
lung tumor should be considered. Multiple organ
failure in the elderly might be the final cause of the
death. As pneumonia could exist on the bases of old
age, long time in bed, malnutrition, especially com-
bined with pulmonary tuberculosis and lung tumor,
it is the primary cause of multiple organ failure in the
elderly.

Dr. Hou Zhanjun: The patient was of ad-
vanced age, had a history of hypertension and coro-
nary heart disease, and had been in bed for 1 year.
Pasitive signs included moist rales at both lung bases

and bed sore. X-ray showed a patchy shadow at right
upper lobe and bullae of lung ar low lobe. Positive
results of tests showed impairment of renal function,
increase in myocardial enzyme, and positive cccult
blood. The features of clinical signs suggest such di-
agnoses as follows: pneumonia, malnutrition, elec-
trolyte disorder, acid-base disturbance, infection of
skin, myocardial infarction, and probable heart fail-
ure. Pulmonary infection acted as initiator and
played major role in induetion of MOFE. Pulmonary
abscess and infarction could not be ruled cut as the
sign of X-ray, the history of long-time bedridden,
and dyspnea. But these diagnoses need to be identi-
fied by nuclide scanning and bronchoscopy. 1 think
that MOFE induced by pneumonia was the cause of
the death.

Dr. Yin Jian: According to the clinical signs,
I think the diagnoses were as follows: pulmonary in-
fection, respiratory failure, hemorrhage of digestive
tract, acute endogasttitis, malnutrition, hypoprotei-
nemia, acute renal failure, infection of urinary tract,
heart failure. But lung tumor, digestive tract tumor,
pneumoedema could not be ruled out, Myocardial in-
farction should not be included as the cause of the in-
crease in myocardial enzyme might be heart failure
and shock. The cause of the death, as [ think, was
multiple organ dysfunctions aggravated by pulmonary
infection.

Dr. Shen Dong: The main features of the pa-
tient were old age and decreased general reaction to
stress. Myocardial infarction did not supported by
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electrocardiogram and clinical features. Increase in
myocardial enzyme might be secondary to severe in-
fection, shock, and other organ damage. Heart fail-
ure was definite, so the final diagnosis should be
MOFE which developed on the basis of multiple or-
gan aging and dysfunctions, aggravated by infection,
injuries, arrhythmia, myocardial infarction, and py-

emia, etc. According to recent papers, the causes of
MOFE in decreasing order are infection 94. 55%
(pulmonary infection 72. 73% ), tumor 14. 55%),
arrhythmias 7. 28% , abuse of drug 5.45% , opera-
tion or injury 1. 82%, acute myocairdial infarction

1.82%.

Pathological Discussion

Dr. Lu Jiangyang : The pathological diagnoses
were as follows: (D Peripheral pootly differentiated
adenosquamous carcinoma, 5 by 4 by 3 cm, accompa-
nied by suppurative and colliquative necrosis at apical
and posterior segments of right lung. The lymph
nodes at hilus of lung proliferated reactively in grade
0/7. Acute pulmonary abscess existed at right lung.
There were acute fibrinous purulent pleurisy at right
upper thoracic wall, and thoracic hydrops. Bilateral
pulmonary alveoli were in the state of edema and had
hyaline membrane formation. There were edema, se-
vere stasis of blood, and local fibrosis at pulmonary
interstitial tissue. Focal collapse, chronic bronchitis,
and pulmonary emphysema coexisted. @ Fatty infil-
tration was observed at walls of two ventricles of the
heart. Fibrous lipofuscin deposition and focal necrosis
of myocardium were found. The ventricles enlarged
with calcification of mitral and aorta valves. & The
focal necrosis and fatty degeneration of liver were ob-
served, @ Epithelium cloudy swelling, granular and
vacuolar degeneration of renal tubules, and renal in-
terstitial edema with inflammatory cell infiltration ex-
isted. (® Stasis of blood and hemorrhage of digestive

tract, lysis and degeneration of villi were observed in

small intestine. ® Cerebral edema with chronic mul-
tiple cerebromalacia existed.

The pathological cause of death should be MOFE
that developed from acute pulmenary abscess and
acute fibrinous purulent pleurisy which originally in-
duced by carcinoma of right lung.

Dr. Li Pingsheng : MOFE is mainly induced by
pulmonary infection, and other internal diseases on
the basis of multiple organ aging and chronic dysfunc-
tions. The manifestation of MOFE usually is that two
or more organs failed in sequence within a short time,
The differentiation of MOFE and MODS (multiple
organ dysfunction syndrome) is that MODS often de-
velops without multiple organ aging and chronic dys-
functions, but following shock and infection which
induce severe stress reaction, SIRS(systemic inflam-
matory response syndrome), and hypoimmunity.
MODS could be reversal unless at its final stage. In
contrast, the features of MOFE are the necrosis and
proliferation of cells, and fibrosis and collapse of or-
gans.

{ Translator HOU Yuntian, Institute of
Geriatric Cardiology, General Hospital of PLA)
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