PATHOLOGY 425

C.P. SEMINAR ‑ RENAL #1
CASE ONE:
Miss P.H., female, age 17, was discovered to have slight (+1) proteinuria in casual specimens.  No family or personal history of renal disease; remainder of urinalysis negative as was physical examination.  B.P. 110/70.

Outline and justify an investigation for this patient.

CASE TWO:
A female school teacher, age 42, was admitted to hospital suffering from confusion, lethargy and weakness.  She had had the 'flu' for a week and had not eaten properly.  On examination, she was obviously dehydrated and feverish but she had no other physical findings.  An informant stated that she had a kidney infection as a young girl and again during pregnancy.

Urinalysis: 

Sp. Gr. 1.012


WBC 6‑10/hpf

Protein +2


Casts ‑ occ. hyaline and granular

No glucose


Ketones +1

Blood:  Hemoglobin 135 g/L (120‑160)

Total CO2 15 mmol/L (20‑30)

  Urea 33 mmol/L (2‑9)


Serum sodium 129 mmol/L (135‑145)

  Creatinine 480 umol/L (40‑90)

Serum K+ 4.5 mmol/L (3.5‑5.0)

  Plasma glucose 5 mmol/L (3.5‑6.0)

Serum Cl‑ 90 mmol/L (100‑109)

The patient was given intravenous fluids, and the urinary output was carefully monitored.  When it was evident that urinary output was not defective, I.V. fluids were increased markedly.  By the morning (Feb. 5th) much of the confusion was gone and she was obviously less dehydrated.  The patient confirmed that she had had two attacks of pyelonephritis and that her doctor had said her urine had not "cleared".  She had always felt well so had not been to a doctor for 5 years.
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Some additional tests were done and the patient was discharged on Feb. 15th and instructed to eat adequate, but not excessive amounts of protein, to drink 3‑4 liters of fluid daily, and to take plenty of salt, and to report to the doctor at the first signs of illness (loss of appetite, vomiting, fever, or difficulty in taking fluids).

QUESTIONS:
1)
What may be the immediate and underlying conditions leading to this hospital admission?  Are the early lab findings compatible?  Should more investigation have been carried out before treatment was begun?

2)
Why did the hemoglobin decrease as the patient was treated?  Why did it not return to normal?

3)
What are possible reasons for the consistently large urine volume and "fixed" specific gravity?  Why doesn't the urine volume vary with the intake?  What conclusions can be drawn from these observations?

4)
Why is the patient discharged before her Urea is restored to normal?

5)
Is it necessary to perform a creatinine clearance on this patient?  What might the 'additional tests' that were performed be?

6)
Do the therapeutic recommendations made to this patient follow from the course of her illness and her biochemical findings?

7)
Suppose the patient had been to the doctor 5 years ago.  What should he/she have done and what would the probable findings have been?
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