
PMH:
Asthma 
(Cough with 
exercise, 
diagnosed 4 
years ago)
Chronic 
cough worse 
at night

Meds:
Symbicort 
(Budesonide
Formoterol)
Montelukast

Fam Hx: none
Soc Hx: From China, 
moved to NY in high 
school (10 yrs ago). 
Student, lives in NYC (not 
near any farms). Last 
travel to China was 3 years 
ago. Traveled to CA 
2-3months ago, with no 
known exposures or sick 
contacts. No known 
exposure to rodents or 
other animals.
Health-Related Behaviors: 
none
Allergies: none

CC:  cough, fever, SOB
 
HPI: 26yoF presenting with several weeks 
of cough, fever, SOB. Pt was feeling well 
until 3weeks ago when she developed 
worsening of chronic cough, intermittent 
fevers up to 101F, progressive dyspnea. 2 
days prior to presentation, pt had b/l lower 
extremity muscle cramping and presented 
to urgent care. At urgent care, patient was 
found to be tachy and was sent to ED. No 
rash or joint pain reported.

Vitals: T: 37.2C HR: 138 BP: 133/85 RR: 18 SpO
2
: 92% RA, improved to 

98% on 2L
Exam:
Gen: young woman, well-appearing, sitting up, no acute respiratory 
distress
HEENT: clear oropharynx with no erythema or exucdates
CV: tachycardic, no murmurs or irregular heart sounds
Pulm: focal wheezing and crackles in L mid and upper lung fields. L 
base and R lung clear throughout 
Abd: soft, nontender
Neuro: unremarkable. A&O
Extremities/Skin: no pitting edema. Pt reported legs felt swollen

Notable Labs & Imaging:
Hematology: WBC: 24k (28%N, 13%L, 57%E, absolute eosinophil 
count 13,690) Hgb: 13, Plt: 348
Chemistry: BMP: wnl, AST: 47 ALT: 55, Alk-P, T. Bili, Albumin: wnl, 
D-dimer 1205, Procalcitonin: wnl, CK: 54 (normal)
Resp. panel + COVID: negative, Doppler of LE: no DVT
Troponin: undetecctable, Echo: normal, EKG: sinus tachycardia 
Bronchoscopy: airway normal, specimen sent from LUL, no gross 
findings. 45WBC, could not get diff. 
Infectious studies (gram stain, quanterferon, strongyloides, peripheral 
galactomamman, 1-3 beta glucan): negative. IgE > 5000
Lung biopsy: no organisms, acute esosiniphilic pneumonia 
Flow cyto: cloncal T-cell population, possible mild monoclonal pop
Imaging: CXR: L apical and upper lung air space opacity.
CT: No evidence of PE. Peripheral large LUL consolidation. Small UL 
GGO. Patient airways. Trace L pleural effusion. Superior hilar 
lymphadenoapthy up to 1.3cm. 
Final diagnosis: acute esosiniphilic pneumonia

Problem Representation: Young F w a Hx of asthma p/w subacute 
worsening of dyspnea a/w cough, fevers and myalgias w/ mild 
hypoxemia, regular tachy, hypereos +  focal lung findings (R.Ekollo)

Teaching Points (Vale):
Dyspnea 🔺: lungs -> heart -> others (msk, hemato, endo, psych)

+ fever: Lungs > Heart, Vessels -itis. 
+ signs of volume overload (ex. LE edema): heart > lungs

+ Myalgias: Part of a systemic syndrome? Myocarditis? Electrolyte 
imbalance? 

⚔  Heart vs Lungs: 

✅  Heart: Cough worse at night.
✅  Lungs: Unilateral crackles, asthma PMH, low SpO2, lack of 
signs of volume overload. 

● Subacute pulmonary inflammation:
🦠 Infectious: TB, Nocardia, Endemic mycoses, Aspergillus, 
Loeffler Syndrome parasites (Ascaris, Strongyloides, Hookworms)

+ Tropism for upper lobe: TB, Aspergillus, Nocardia. 
✖ Non-infectious: Sarcoidosis, RA, LES, vasculitis. 

ID Hypereosinophilia Ddx: FIESTA 🥳
🦀  Fasciola (and her trematode cousins Paragonimus & 
Schistosoma)
🎒  Isospora belli (now Cystoisospora)
🐶  Echinococcus
🟣  Strongyloides
🐱  Toxocara
  🪱  Ascaris
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