cASE STUDY

CHRONIC RENAL FAILURE

For the Disease Summary for this case study,
see the CD-ROM.

ATIENT CASE

Mr, MLA. is a 27-year-old white male, who is visiting his primary healthcare provider to dis-
cuss recent blood tests. He has been feeling fatigued and weals lately.

s Past Medical History

Three years ago, the patient presented to the emergency room with a six-hour history of
coughing up blood. He also complained of difficuity breathing, chills, and chest pain. He had
recently suffered a two-weels episode of influenza A. Laboratory tests revealed an elevated
white blood cell count and iron deficiency anemia. A physical exam revealed moderate
hepatosplenomegaly and inspiratory crackles at the base of each lung. He was hospitalized
for a thorough clinical workup.

~ An ELISA test was positive for anti-glomerular basement membrane (GBM).antibodies
in the blood, but serum complement levels were within normal limits. Immunofluorescence
of the renal biopsy was positive for IgG and complement lining-the glomerular membranes.
-A diagnosis of Goodpasture syndrome was made, The patient was educated about
Goodpasture syndrome (that it is a disease in which the immune system attacks the kidneys
and lungs) and that a potential serious complication is chronic renal failure.

The patient was immediately placed on methylprednisolone (1 mg/kg/d po divided Q
6-12 hrs) and plasmapheresis was conducted (four plasma exchanges of 1 L each daily for
two weeks). After two weeks, the patient’s symptoms resolved and serum anti-GBM antibod-
ies were no longer detectable. The patient was maintained for six months on azathioprine
(2 mg/kg/d po QD) and 160 mg trimethoprim plus 800 mg sulfarmethoxazole 3 X/week.

Patient Case Question 1. Which type of immune hypersensitivity reaction causes the
destructive renal changes in Goodpasture syndrome—type [, IL I1i, or ?

Patient Case Question 2. Why were methylprednisolone and azathioprine given to the
patient?

Patient Case Question 3. Why was trimethoprim and sulfamethoxazole prescribed with
azathioprine for this patient?

Patient Case Question 4. What is the purpose of plasmapheresis?
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The patient denies any bleeding and pruising, shortness of breath, chest pain with inspira-
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CASE STUDY 31 ZCHRONIC RENAL FAILL

Anti-icteric sclera
. Fundi normal
. Conjunctiva normal

'+ Tympanic membranes intact and clear
. No exudates or erythema in oropharynx

.Skin

o Very pale, dry with flakiness

~« No ecchymoses or purpura

Neck

¢ Supple without masses 0T bruits
e Thyroid normal
+ No lymphadenopathy

Lungs

Mild bibasilar crackles with auscultation

Heart

» Regular rate and rhythm 7
e S and 8, sounds clear with no additional heart sounds

+ No murraurs or rubs

Abdomen

a Soft, non-tender, and non-distended

» No guarding or rebound with palpation

» No masses, bruits, hepatomegaly, or splenomegaly
« Normal bowel sounds

Rectal/Genitourinary

« Prostate normal in size with no nodules
« Anal sphincter fone normal
= Stool is guaiac-negative

Extremities

« Negative for cyanosis or clubbing

« Mild (1+) edema of the hands and feet

o Normal range of motion throughout

a 2+ dorsalis pedis and posterior tibial pulses bilaterally

Neurological

o Alert and oriented X 3
+ No sensory or motor abnormalities

Patient Case Ouestion 8. Whatis a likely cause of the abnormal Jung sounds here?
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