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 AAT deficiency can also affect the liver (eg, neonatal hepatitis, hepatocellular carcinoma) and skin 

(panniculitis) 

 Smoking-induced centriacinar (centrilobular) emphysema most commonly causes disease in the upper lobes 

of the lungs, whereas the panacinar emphysema of AA T deficiency classically results in greater destruction 

of the lower lobes. 

 AAT deficiency should be considered in a number of situations, including in patients with 1 ) COPD at a young 

age ($45 years); 2) COPD with minimal or no smoking history; 3 basilar-predominant COPD; or 4) a history of 

unexplained liver disease. 
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 Intravenous epinephrine is indicated for patients with anaphylaxis who have not responded to initial 

intramuscular epinephrine. It is not administered initially due to higher risk of adverse effects (eg, cardiac 

arrhythmia). 
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 Imaging reveals infiltrate in the lower lobes or right middle lobe (aspiration while upright) or the posterior 

segment of the upper lobes (aspiration while recumbent). 
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 The most common adverse effect associated with the use of any inhaled corticosteroid is oropharyngeal 

candidiasis (oral thrush). 
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 Typical symptoms of bronchiectasis include chronic cough with daily production of large amounts of 

mucopurulent sputum (>100 mUday), dyspnea, sinus congestion, fatigue, weight loss, and hemoptysis. 

 In this young patient, the underlying etiology of bronchiectasis is most likely undiagnosed cystic fibrosis (CF). 

 Pseudomonas aeruginosa is a characteristic finding in the sputum. In addition, upper lung lobe involvement 

(evidenced by upper lung field crackles and right upper lobe infiltrate in this patient) is characteristic of 

bronchiectasis due to CF and helps differentiate it from bronchiectasis due to other causes. 

  
 Women and individuals of Chinese descent have a higher chance of developing cough due to ACE inhibitor 

therapy, and a tickling or scratching sensation in the throat (as reported by this patient) is a common 

feature. 

  
 This patient's cough started after a recent upper respiratory infection, occurs primarily at night, and is 

without expectoration. This history is most consistent with upper-airway cough syndrome (postnasal drip). In 

some patients, postnasal drip can be "silent" without the classic presentation ( eg, liquid dripping into the 

back of the throat, frequent throat clearing). 
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 Atrial fibrillation (eg, irregular RR intervals, absent P waves, narrow QRS complexes) is associated with PE 

and may be caused by atrial strain from increased right atrial pressure. Low oxygen saturation and atrial 

fibrillation are associated with poor prognosis in PE. 
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 If this patient fails a 2-hour trial of NPPV (eg, hypoxemia, severe respiratory distress, and/or acidosis), 

intubation would be considered. 
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 Upper respiratory infection (URI) is the most common trigger of COPD exacerbation; in this patient, URI is 

suggested by the 1-week history of low grade fever, runny nose, and productive cough 

  
 In Pulmonary contusion , Administration of large volumes of intravenous fluid may worsen the underlying 

pulmonary edema. 
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 Pleural effusions occur in about 40% of patients with pneumonia. 



  
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 Burn victims are at high risk for respiratory compromise because the supraglottic airway, which efficiently 

exchanges heat with inhaled air, is very susceptible to direct thermal injury and acute obstruction by edema 



and blistering. (In contrast, the subglottic airway is protected from injury by reflexive closure of the vocal 

cords upon exposure to extremely hot air.) 

 Adult-onset asthma tends to be more severe and less likely to go into remission. 

 The DLCO in asthma is usually normal or increased (severe asthma). It is never increased in patients with 

COPD (though it may be normal in early chronic bronchitis). 

  
 Hypertrophic osteoarthropathy (HOA) is a condition where digital clubbing is accompanied by sudden-onset 

arthropathy, commonly affecting the wrist and hand joints. Hypertrophic pulmonary osteoarthropathy 

(HPOA) is a subset of HOA where the clubbing and arthropathy are attributable to underlying lung disease 

like lung cancer, tuberculosis, bronchiectasis, or emphysema. 
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 Patients with a clinical presentation and ANCA studies consistent with GPA may be initiated on therapy 

(high-dose corticosteroids and immunomodulators/cytotoxic agents) prior to confirmatory tissue biopsy 

  



 Squamous cell lung carcinoma and lung adenocarcinoma are the most common SPS tumors, and smoking is 

the strongest risk factor. 
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 The DLCO, which measures gas exchange between the alveoli and pulmonary capillary blood, remains 

normal in chronic bronchitis (intact alveolar and capillary structures), but the alveolar destruction that 

occurs in emphysema results in decreased DLCO. 



  
 Therefore, in this patient, the Fi0 2 should be slowly decreased to <60% to prevent oxygen toxicity to the 

lungs. 

  
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 Pleural fluid analysis provides decision-making information in 90% of cases. If a diagnostic thoracentesis 

shows exudative pleural fluid, further diagnostic investigations are indicated. 

 Lung carcinoma, breast carcinoma, and lymphoma are the three tumors that cause approximately 75% of all 

malignant pleural effusions. 

 Massive PE is defined as PE complicated by hypotension and/or acute right heart strain. 

 Jugular venous distension on physical examination and right bundle branch block (RBBB) on 

electrocardiogram (ECG) are signs of acute right heart strain. 



 Although echocardiography has poor sensitivity for segmental PE massive PE often has visible 

echocardiographic abnormalities that allow for rapid bedside diagnosis. 
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 Approximately 10% of patients with PE have occlusion of a peripheral pulmonary artery by thrombus, 

causing pulmonary infarction. These small peripheral thrombi are more likely to cause pleuritic chest pain 

and hemoptysis, due to inflammation and irritation of the lung parenchyma and adjacent visceral and 

parietal pleura. 



  
 Long-distance flights, although a risk factor for venous thromboembolism (VTE), do not qualify as 

immobilization for 3 days 



  
 (It may be difficult to differentiate PE from RV myocardial infarction [MI]. which can also cause RV 

dysfunction; however. RVMI is less likely to cause dyspnea or syncope and more likely to cause bradycardia 

or arrhythmias). 

 Unfractionated heparin is recommended in patients with decreased estimated glomerular filtration rate as it 

is more convenient to monitor its therapeutic level via activated partial thromboplastin time (aPTT). 
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