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Case Study: Physical Exam

Background 

The following case study can be used with mentees to illustrate the purpose and value of  conducting a physical exam. The case is structured to include pauses in the narrative to allow mentees to practice clinical decision-making along the way. In this way, it resembles a structured clinical vignette (see Using Clinical Vignettes).

Case

The patient is a 50 year-old man infected with HIV who comes to a clinic for routine follow-up. 

He was diagnosed with HIV infection six months ago, with a CD4 count of 60, and started antiretroviral therapy (ART) with nevirapine, 200 mg daily for 14 days, then BID, i.e., twice a day. He started stavudine 30 mg BID and lamivudine 150 mg BID 3 months ago. He has tolerated this regimen well, and says he takes almost all of his prescribed doses. He has missed several follow-up appointments with the clinic doctors, but has come to the pharmacy to receive his medications every month. Another clinician started him on ART, and this is the first time you have seen him. He says that his appetite is fair, and that he is not losing weight. He denies fevers, but has some sweats at night. He denies pain, tingling, or numbness in his extremities. The remainder of his review of systems (ROS) is normal, by his report.

Since you do not know him, you quickly review his chart. It reveals that he had some anemia at baseline, with hemoglobin of 10. His chemistries and liver enzymes were normal before starting ART. He had reported some discolorations on his skin, but there is no further mention of this in the notes.

In addition to ART he is taking cotrimoxazole, 1 double-strength tablet daily. He denies medication allergies.

His vital signs appear normal in the triage nurse’s notes from today.

The patient would like to pick up his medications and go home. 

Questions:

1. How would you like to proceed? 

2. Are you done with the visit?

Case, continued

You explain to the patient that you would like to do a quick physical exam, since it has been a while since he saw a clinician. Externally, his head appears normal, with no scalp lesions or alopecia. His pupils and conjunctivae are normal. Examination of his oropharynx reveals no thrush or leukoplakia, but there is a flat, oval, violaceous lesion on his hard palate. The patient was unaware of this lesion. There is no cervical adenopathy.

You ask the patient to remove his shirt.

Examination of the skin reveals 10 to 15 hyperpigmented, flat, non-tender lesions scattered across his torso, back, and both arms. They are slightly nodular to the touch. When you ask, the patient says that these were the skin discolorations he had when he was first started on ART, but that they have increased in number since then. He has no axillary adenopathy or edema of the upper extremities. His lungs are clear to auscultation and percussion. His cardiac rate and rhythm are regular, and there are no cardiac murmurs. His abdomen is soft and non-tender to palpation. The liver edge is soft and non-distended, and you don’t notice any signs of splenomegaly.

You ask the patient to put his shirt back on and to remove his pants, socks, and shoes.

There is no inguinal adenopathy. There are a few hyperpigmented, flat, nodular lesions scattered on his legs. There is no edema of either extremity. 

His cranial nerves are normal. Examination of all four extremities shows intact pinprick and light touch sensation and 5/5 strength. His biceps, patellar, and heel deep tendon reflexes are 2+ and symmetric.

Questions

1. What is your preliminary diagnosis?

2. Do you think the patient is taking his ART?

3. What testing would you like to perform?

4. How did performing a physical exam change your management of this patient?

Comments and Questions/Discussion Points:

Clinically, this patient has Kaposi sarcoma (KS) in addition to AIDS. KS would have been missed had the examiner trusted the chart and the patient’s self-report and not performed an independent physical exam. It is likely that the patient had KS at the time ART was started, for he complained of similar lesions at the time. These may have been misdiagnosed at the time, or the patient may not have been thoroughly examined. 
1.  Why do you suppose the patient did not report progression of his skin lesions in the review of systems? 

Perhaps he was frightened, and in denial, and didn’t want the possibility of another disease confirmed. Perhaps he didn’t think it was anything important. (Remember, KS lesions often are painless, and his are causing him no associated symptoms, such as difficulty eating, local swelling around the lesions, or lymphedema). 

KS is a vascular tumor caused by infection with Human Herpesvirus 8 (HHV8). It most commonly affects the skin, with lesions as described in this case, but can also appear on oral mucosae, conjunctivae, and visceral organs, including in the bronchi, lung parenchyma, and gastrointestinal (GI) tract. Effective combination ART has revolutionized the treatment and prognosis of KS. ART alone is often sufficient to control cutaneous disease and cause lesions to regress, although it can take several months of ART to show an effect. Extensive cutaneous disease and visceral disease usually require ART plus chemotherapy, which is increasingly available in resource-limited settings. There are increasing reports of KS lesions worsening shortly after ART is started, i.e., KS IRIS (immune reconstitution inflammatory syndrome). This can be lethal when it involves pulmonary KS, in which case concomitant chemotherapy is needed. 

2. Why is the patient’s KS progressing despite his being on ART? 

This may be a sign that the ART he is picking up every month may not actually be getting into his system, either because he is not taking it (i.e., poor adherence) or is not absorbing it from his GI tract. Alternatively, he may need chemotherapy in addition to ART to control his disease.

3. What tests would you consider performing at this point?

Logical next steps would be to obtain a CD4 count, which he is due for anyway, to see if he is experiencing immunologic recovery on ART. It would also be sensible to inquire about his adherence, inquire about symptoms of malabsorption, and obtain a chest x-ray to look for signs of pulmonary KS (usually a nodular infiltrate). This is definitely a situation in which getting help from a clinician highly experienced in HIV-associated KS would be helpful. 
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