
PMH: 
Recent 
dental 
abscess - 
seen at 
urgent care 
1 week 
prior - 
started on 
amoxicillin  

Meds:
None 
besides 
amoxicillin 

Fam Hx:
No family hx of cardiac 
disease 
Lung cancer in grandfather, 
colon cancer in father 
Soc Hx:
No travel outside of the 
country, currently housed - 
incarcerated 1y ago for a few 
weeks. Work as an aid for 
blind individuals. 
Health-Related Behaviors:
Recently cut down to 4 
drinks/day Smokes 5 
cigarettes for 20 years. No 
recreational or IV drug use. 
2 sexual partners in last year - 
no hx of STIs. 

CC:  Hemoptysis and SOB

HPI: 39 yoM  w/ hemoptysis and SOB for a 
couple of months. Describes coughing up 
coin-sized amount of blood multiple times - 
occasionally w/ vomiting. Endorses orthopnea 
and nocturnal dyspnea. Symptoms have 
progressively worsened.   
Also endorses chest pain during exertion w/ 
bilateral upper abdominal pain for the past 
weeks w/ decreased appetite. Also has chills 
and night sweats for the past couple of 
months, but no fever. 
Denis lower extremity edema, weight loss or 

dizziness. No recent travel or sick exposures. 

Vitals: T: 35.7 HR: 124 BP 102/70: RR: 24 SpO
2
:  100% on RA

Exam:
Gen: alert, oriented, no acute distress
HEENT: atraumatic, normocephalic
CV:  tachycardic. No murmurs.  JVD noted
Pulm: CTAB, slightly diminished at left base 
Abd:  nonspecific tenderness in upper quadrants 
Neuro: no focal deficits 
Extremities/Skin: no lower extremity edema 

Notable Labs & Imaging:
Hematology: 
WBC: 8 Hgb:13.1 HCT 39.2 MCV 92  Plt : 253    
Chemistry:
Na: 131  K: 6  Cl 102:  CO2:20 BUN:8  Cr 0.96: glucose: 119 Ca:8.7 
AST: 49 ALT: 42 Alk-P: 79 T. Bili: 0.6  Albumin: 3.8
Troponin 0.05 BNP 1239 CRP 9.6 ESR 9 Procalc 0.11  PT: 13.3 INR 1.2
UA:  trace urine protein and ketones, 1+ bilirubin, specific gravity 1.029, leukocyte 
esterase -. Negative nitrate. No WBC, RBC 
EKG:  sinus tachycardia, LA enlargement 
CXR:  patchy bilateral interstitial opacities suspicious for multifocal viral/atypical PNA, 
including COVID-19 PNA. Trace L pleural effusion. Mild cardiac enlargement.
COVID neg Hep C and HIV neg TSH 2.94
Urine tox screen- positive for cocaine, negative otherwise 
Echo - LV diastolic dimension dilated. LVSF severely depressed. EF 25-30%. RV dilated. 
RVSF depressed, biatrial dilation, moderate to severe MR, moderate  TR 
CT C/A/P - peribronchial R lung ground glass opacities. Small calcified 4mm RLL nodule. 
No cavitary lesions. Global cardiomyopathy.  Mild mediastinal /R hilar lymphadenopathy. 
Hepatomegaly. Small amount of RUQ, mesenteric, and pelvic ascites.   
ANA c-ANCA neg C4 nl Legionella UA neg, mycoplasma PCR neg blood culture neg Sputum 
cx - normal respiratory flora. Neg quantiferon, AFB culture / smear neg  
Sarcoidosis ruled out - Ca, vitamin D 1,25, ACE all neg 

Dx: Drug-induced lung injury 2 to cocaine use in the setting of HF 

Problem Representation: Young male adult  w/ PMHx of recent 
dental abscess, drug and alcohol abuse, presents with sub-acute 
signs of HF and hemoptysis. Images showed ground glass opacity 
and dilated cardiomyopathy. Lab test positive for cocaine.

Teaching Points (Kiara):
● SOB (dyspnea): Cardiac, lung, chest, neuromuscular, hematology, 

other.
● Hemoptysis: Lung: Upper → Bronchitis, foreing body,  Lower →  

bronchiectasis, cystic fibrosis, fistula, parenchyma (Infection: TB, 
fungal), malignancy (vasculitis-Good Pasture, LSE), Heart: 
Congenital, rheumatic fever, endocarditis, vascular  malformation 
leading to HF, HF due to pulmonary edema, Coagulation: Leading 
to bleed. If female, think about endometriosis.  Mimikers: 
epistaxis, GI bleed.

How to move forward? Assess background: HIV, exposures, born 
in another country. 

● Chest pain: Heart > Lung due to ortopnea. 
● Endocarditis: Around 85% of endocarditis you can hear a 

murmur.
● Immunocompromised patient (Systemic symptoms without lab 

inflammation): Surrounding heart, myxoma, endocarditis, 
carcinoid sd,  HIV, TB. 

● Cardiomyopathy: Covid-19 (after 2-3w), other viral infections, 
cocaine.

● Ground glass opacity: Cardiac, PCJ if mostly 
immunocompromised, Covid-19. 

● Hilar lymphadenopathy: Can be explained by volume overload 
(exclusion diagnosis), Sarcoid: perilymphatic nodules (linear 
distribution) and uncommon (ground glass opacity).

● Young with HF: Drugs, congenital, sarcoidosis.
● Drug-induced lung injury: Bronchiolar, alveolar vessel and 

disruption of membrane  capillary membrane.
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