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Clinical History 

ÅPt:   76 yo Caucasian female  
 

ÅCC:   Shortness of breath,  

  Dyspnea on exertion 

  Progressively worsening over last year 
 

ÅROS:   Denies chest pain, cough, hemoptysis 

  Denies headache, dizziness 

  Denies fever, nausea and vomiting 

  Denies h/o TB or exposure  
 



Clinical History, cont. 
 

ÅPMH:   Mitral valve regurgitation/replacement 

  Atrial fibrillation/flutter s/p pacemaker, 
  CAD, Hypertension, Hyperlipidemia                                                                      

 

ÅMEDS: Lipitor, Sotalol, Verapimil, Coumadin, 
  Lasix, Atrovent 
 

ÅSocHx:   Lives in town 

  Non-smoker 

  No pets (including birds) 



Clinical History, cont. 

ÅPE:   Moderate respiratory distress 

  Vitals: Respiratory Rate 24, BP 140/90, 
  HR 80, T98.6  

  Cardiovascular: Regular 

  Pulmonary:  Clear breath sounds, 

  No crackles, wheezes, rhonchi 
 

ÅEKG: Atrial fibrillation without ST-T changes 
 

ÅLABS: Normal CBC, Coag studies 

  Normal Comprehensive Metabolic Panel 

 



Pulmonary Function Testing 
 

ÅFINDINGS: 

ïFEV1/FVC ratio is reduced 

ïFEV1 and FVC reduced without 
significant bronchodilator 
response 

ïMild flow rates are reduced 

ïTLC is reduced 

ïRV is within normal limits 

ïDLCO is reduced 

ïFlow volume reveals an end-
expiratory flow limitation 



CT Chest Wo Contrast 
Lung window 



Work-up, cont. 

ÅThoracoscopy 
 

ÅWedge biopsies of RLL 
segments: 

ïSuperior 

ïLateral basal 

ïMedial basal 




