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Clinicopathological Conference

An old male patient with short breath and nocturnal

paroxysmal dyspnea
(the 31st case)
Institute of Geriatric Cardiology, Chinese PLA General Hospital

Case presentation

The patient, a 94-year-old man, was admitted
to the hospital on Aug. 11, 2008 because of exer-
tional dyspnea for 1 year, which was aggravated
for 9 days.

Present history:One year ago, the patient be-
gan to experience chest distress and shortness of
breath on exertion, the symptoms could resolve af-
ter rest. After that his activity endurance de-
creased gradually, and dyspnea occurred after he
walked up two flights of stairs. One week before
admission, nocturnal paroxysmal dyspnea devel-
oped, accompanied by chest distress and sweating.
He coughed and expectorated moderate amount of
white sputum daily. The patient visited our hospi-
tal for treatment and was admitted to this depart-
ment with the diagnosis of cardiac dysfunction.
Since he was sick, he had no evidence of abdominal
distension, oliguria or edema of face and lower ex-
tremities,

Past history: He had a history of hypertension
for 6 years. His blood pressure fluctuated in the
range of 140-150/60-70mmHg after treatment with
metoprolol. He suffered from gastric ulcer 20
years ago and had been cured. Cholecystectomy
was performed in 1999 because of cholecystolithia-
sis. He denied any history of communicable disease

such as hepatitis, tuberculosis, He has smoked a

package of cigarettes daily for 50 years. He drank
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little. He was married, and has no history of he-
reditary diseases.

On examination, the temperature was 36. 5°C,
the blood pressure 150/70 mmHg, the pulse 75
beats per minute, respiration rate 28 per minute,
He was conscious and cooperative, and could an-
swer all questions. No cyanosis of lips. No en-
gorgement of jugular veins, A small amount of
moist rales could be heard over both lung fields on
auscultation. The heart on percussion was found to
be enlarged to the left , cardiac rhythm was regu-
lar at 75 per minute, At the apex, there was a
grade-l /IV blowing systolic murmur transmitting
outwards to the left axilla. The abdomen was flat.
There was a well healed surgical scar in the right
upper quadrant. The liver was palpated 3cm below
the right costal margin and was firm without ten-
derness. Hepatojugular reflux was negative. There
were no shifting dullness and edema of legs.

The primary diagnoses were chronic heart fail-
ure with grade-[/VI heart dysfunction, coronary
heart disease with unstable angina pectoris, hyper-
tension,

After admission, laboratory tests were per-
formed and the results were as follows: the blood
routine : WBC 9. 09X 10°/L,N 0. 652, HB 146g/L,
RBC 4.7X10'%/L, platelet 294 X10°/L, brain na-
triuretic peptide (BNP) 9127ng/L, urea nitrogen
9. 62mmol/L, creatinine 97. 1pmol/L. Chest radio-
graph was normal. The electrocardiogram (Fig 1,
p525) showed sinus rhythm, left anterior branch
block and complete right bundle branch block. On
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the second hospital day, the patient abruptly expe-
rienced chest pain associated with palpitation and
nausea, the pain radiated to his back. Several mi-
nutes later, shortness of breath and orthopnea de-
veloped. At that time, physical examination found
that, the temperature was 37, 5°C, the blood pres-
sure 156/70 mmHg, the respiration rate 30 per mi-
nute and the pulse 105 beats per minute. The lips
were slightly cyanotic. Auscultation found medium
amount of moist rales and wheeze on both lung
fields, cardiac rhythm was regular at 105 per mi-
nute., The electrocardiogram and cardiac enzyme
had no change. Treatment of acute heart failure
was given immediately, including high-flow O;,
sublingual nitroglycerin, cedilanid 0.2mg and
diprophylline 0. 25g intravenously. Approximately
30 min later, the patient’s symptoms resolved. The
blood routine examination was performed once
more and found that WBC was 18. 83 X 10°/L and
N was 0. 883. Blood gas analysis found pH 7. 46,
PO, 53. TmmHg, PCO, 23. 6mmHg, Sa0, 89.7%,
HCO; 16. 4mmol/L and BE 5. 8mmol/L. Blood bi-
ochemical examination found urea nitrogen 5. 34
mmol/L and creatinine 118. 7pmol/L. Tranthorac-
ic echocardiogram showed left ventricular hyper-
trophy and no left ventricular segmental wall mo-
tion abnormalities. The ejection fraction was 65%,
E/A<1, left ventricular diastolic function de-
creased. Chest X-ray film ( Fig 2, p525) showed
mild plaque-like shadow in the right lower lobe,
After that, the patient had productive cough and
aggravation of dyspnea. His sputum changed from
white frothy to purulent. Cefminox and moxifloxa-
cin were given intravenously for controlling infec-
tion, sodium nitroprusside and dopamine were
pumped according to his blood pressure, diuretic
and cardiocinetic were administered intermittently.
His condition still had no change, including moist
rales over both lung fields, leukocytosis with a left
shift. Considering that his pulmonary infection
was not well controlled, cefminox and moxifloxa-
cin were discontinued and meropenem was initiated
on Aug. 16th. The microbiologic culture of spu-
tum showed Candida tropicalis on Aug. 16th and

Aug. 18th. Several sputum smears showed spores
and hyphae of fungus. Fluconazole was adminis-
tered. After treatment for 1 week, the symptoms
were much improved with no dyspnea at rest or af-
ter light activities. Rales at the base of lung disap-
peared, blood routine indexes turned to be normal.
So intravenous drug was discontiuned, ACEI and
B-blockers were given orally. He was discharged

after stay in the hospital for 47 days.

Discussion

Doctor LI Jiayue:1 would like to talk about
the characteristics and the diagnosis of pulmonary
infection in senile patient. Pneumonia is one of fre-
quently encountered diseases in the elderly, and its
clinical manifestation may be atypical, so the diag-
nosis is often missed or mistaken., When the pa-
tient is correctly diagnosed, the patient’s condition
is often serious, and case fatality rate is high. The
greatest specificity of this case is a man of advanced
age. On our ward, the patients over 90 years old
accounted for about 1% of all patients in one year.
The organ functions of patients of advanced age
like this patient are seriously deteriorated, and the
responsiveness of organism is insufficient, Atypical
clinical manifestation makes the diagnosis and
treatment difficult.

There are several characteristics about pneu-
monia in aged people: (1) The senile pneumonia are
mostly toxic type, in other words, the shock type.
(2) The most common type of senile pneumonia is
bronchopneumonia. (3 ) The manifestation of
pneumonia in the elderly is not obvious. (4) Pneu-
monia in the elderly often coexists with cerebrovas-
cular disease, cardiovascular disease, diabetes or
other diseases; these diseases are serious, which
often hide symptoms of pneumonia, and make it
not easily found. (5) The X-ray detection rate of
senile pneumonia is low; X-ray examination is the
most reliable means for diagnosis of pneumonia,
but it is not very reliable in senile pneumonia. Mu-
rakami compared the diagnosis of pneumonia by X-
ray and pathological anatomy in 51 cases of elderly

pneumonia, and found that pneumonia could be
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considered by X-ray manifestation only in 37 cases.
(6) The incidence of pneumonia in the elderly is
high, because of the declined resistance to disease,
immunologic hypofunction and hypofunction of
stress. (7) Mortality rate of pneumonia in the eld-
erly is high, It was reported that in the ten leading
causes of death in the elderly, pneumonia ranked
first, the mortality rate was 28%. The elderly of-
ten have multi-organ diseases , so they are apt to
develope multi-system organ failure and death after
the occurrence of pneumonia. Therefore, for
elderly patients with suspected lung infection, the
whole-body characteristics of patients should be
grasped, which can lead to the subjective judging
accordant with the actual conditions.

Doctor TIAN Jinwen: Dr. Li sums up the
characteristics of pneumonia in the elderly very
clearly, 1 agree with Dr. Li. This patient
possesses these characteristics: (1) Elderly male
patient. (2) History of coronary heart disease, (3)
Before admission to our hospital the patient had
manifestation of heart failure and laid in bed with
high pillow at home. The activity endurance de-
creased. (4) After admission, the symptoms of
pneumonia were atypical, such as the body temper-
ature was not high, symptoms of cough were not
obvious, sputum was not voluminous, wet rales
which could be heard in the condition of heart fail-
ure were detected at the bases of lungs, the rale
was difficult to be differentiated from that in heart
failue. (5) The chest X-ray film did not indicate
lung infection clearly. (6) The disease developed
fast, acute left ventricular failure happened on the
second day after admission, the blood routine ex-
amination showed WBC count increased to 18, 38 X
10°/L; neutrophils were elevated to 0.883; the
symptoms of cough and asthma were aggravated.
(7) Renal insufficiency emerged rapidly. On the
second hospital day serum creatinine rose to
118. 7pmol/L. (8) The state of multiple organ in-
sufficiency emerged rapidly, which made treatment
complicated and contradictory. (9) Internal envi-
ronment became relatively unstable with electro-

lyte disorders, acid-base imbalance, and deteriora-

tion of the nutritional status, It was reported in lit-
erature that the mortalily of the patients with three
organ failure for longer than a week approximated
100% , therefore the patient was in a very danger-
ous situation.

Treatment must take integrated, comprehen-
sive approach, including anti-infection, enhancing
myocardial contractile force, diureses, reducing
the load of the heart, protecting kidney function,
improving the oxygen supply, maintenance of elec-
trolyte and acid-base balance, cardiac nutrition,
adequate energy supply, and expectorating phlegm.
Drug side effects should be observed carefully and
the treatment should be adjusted in time, the car-
dio-pulmonary resuscitation measures such as en-
dotracheal intubation, breathing machine assisted
respiration should be ready at any time, The thera-
peutic efficacy of the patient showed that the pa-
tient’s condition was held accurately and timely,
the comprehensive treatment rescued the patient
from the state of organ failure , and made him re-
cover and discharged eventually. This is a success-
ful example of treatment of the multiple organ in-
sufficiency in the elderly.

Doctor LU Caiyi: This is a very typical case
of multiple organ insufficiency in elderly patient,
94-year-old, hinted that his major organs were on
the brink of exhaustion, the strike by any disease
can make the critical state of organ function de-
compensate and enter the failure period. The valu-
able experience in this patient is correctly differen-
tiate his condition in the early stage, especially the
early diagnosis of lung infection, and early decisive
treatments have great significance for his recovery.
The symptoms of respiratory tract in many elderly
patients with pulmonary infection are not typical.
In this case heart insufficiency was outstanding,
while heart failure was just caused or aggravated
by lung infection. The heart and kidney functions
of the patient have already been in a critical state
which was aggravated by pulmonary infection,
leading to the sequential organ failure. This was
the outstanding characteristics that the multiple

organ insufficiency was triggered by lung in this
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case . As Dr. Tian just mentioned, for the better
treatment, the patient’s physical state as a whole
should be considered, so that the patient’s MOF
can be corrected. The function of any organ would
influence the function of other organs, especially if
the patient develops renal failure, it is often the
watershed of good or poor prognosis of multiple
organ insufficiency. Because of timely treatment,

the patient kidney function recoverd rapidly. The

lessons we should get is that correctly differentiate
his condition as a whole was still not early enough,
the potential risk of lung infection was estimated
not enough in a very old elderly, and some treat-
ments were not early enough. Otherwise, if we
blocked the development of MOF before it ap-

peared, the patient would get more benefits.

(Translator: LI Jiayue)
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