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ANAMNESIS/HISTORIA
ACTUAL

, bulgaro:

= Hepatitis C
s Ex- consumidor de cocaina hace 4 anos.

de caracteristicas pleuriticas y disnea de 5 dias:
(los dos ultimos dias) y dolor en miembro inferior izquierdo.

Eco-doppler de miembros inferiores y TAC toracico :

Ingresa en UCI.




ANAMNESIS/HISTORIA
ACTUAL

= Ingreso en Medicina Interna.

= Durante su estancia en planta:

FIEBRE
LEUCOCITOSIS

(

' BIOPSIA




EXPLORACION FISICA

TA: 120/70 mmHg, FC: 90 Ipm, T2: 37,89C, Sat 02 100% con Vmask 50%.
Cavidad Bucal:
CYC: izquierdas y

AC/AP: normal.

Abdomen: dolor a la palpacion en hipocondrio derecho. RHA normales.

MMII: . Pulsos periféricos palpables.

m > jzquierda, > 1 cm, adherida a planos profundos, no dolorosa.

(fondo eritematoso, consistencia firme y costra)




PRUEBAS COMPLEMENTARIAS

ANALITICA

(PMN 86%), , plaquetas: 233 miles

Actividad de protrombina: 61%, ATTP: 32 seg. Fibrindgeno: 874 mg/dI.

Gluc: 99 mg/dl, Urea:17 mg/d, Creatinina: 0.5 mg/d, Bilirrubina Total :0.5 mg/d,

GOT:17 UI/L, GPT:33 UI/L, CPK:110 UI/L. Na:137 mmol/L, K:3.2 mmol/L. Ca:8.7
mmol/L, Fésforo:4.4 mmol/L, Magnesio:2.2 mmol/L.

Fe: 8 mcg/dL, , Acido Fdlico: 3.1 pg/ml.

AUTOINMUNIDAD
= ANA, ANCA negativos, Complemento normal.




PRUEBAS COMPLEMENTARIAS

MANTOUX : 0 mm de induracion

SEROLOGIA
= VHA (-), VHB (infeccion pasada),
0 . Mycoplasma, Chlamydia, Coxiella Burnetti y Brucella Negativos.

HEMOCULTIVO: positivo para

ECOCARDIOGRAMA TRANSTORACICO
= FEVI conservada. No se objetivan alteraciones en cavidades ni a nivel valvular.
= No derrame pericardico.

CULTIVO BIOPSIA ADENOPATIA INGUINAL: Aerobios (-). Tincidn BAAR (-).

CULTIVO DE ESPUTO INDUCIDO:




EN RESUMEN:

TVP MMII

HIPERCOAGULABILIDAD

TEP BILATERAL

NODULOS PULMONARES ,
CAVITADOS NODULOS
+ CAVITADOS

FIEBRE

EXANTEMA
PAPULO-
PUSTULOSO

EXANTEMA PAPULO-
PUSTULOSO




EN RESUMEN:

NODULOS
HIPERCOAGULABILIDAD CAVITADOS

EXANTEMA
PAPULO-
PUSTULOSO

LESION BLANQUECINA

ADENOPATIAS LINGUAL

LEUCQOS, FERRITINA, VSG SAMS - ENDOCARBHHS




DIAGNOSTICO DIFERENCIAL

Acquired disorders

Malignancy

= CONGENITA f a central venous catheter

Surgery, espacially orthopedic

Tamoxifen, Thalidomide, Lenalidomide

- ADQUIRIDA

Immobilization

_ —_—— Anticuerpos??
Antiphospholipid agtibody syndrome .
P a— Coagulacion N

Polycythemia vera

Paroxysmal nocsurnal hemoglobinuria
Inflammatory bowe

Nephrotic syndrome




DIAGNOSTICO DIFERENCIAL

- ASOCIADA CON ENFERMEDADES AUTOINMUNES.

Artritis Reumatoide

Lupus Eritematoso Sistémico

Vasculitis autoinmunes de pequeno vaso:
@tosis deg@'
-Sindrome de Churg-Strauss
-Poliangeitis microscopica

Enfermedad de Behcet




DIAGNOSTICO DIFERENCIAL

1.- INFECCIONES 3.- INMUNOLOGICAS

Infecciones oportunistas Granulomatosis de Wegener

Embolismo séptico Sarcoidosis
Endocarditis m Artritis Reumatoide

Amiloidosis primaria

ISl BAAR - LES m

2.- NEOPLASIAS 4.- VASCULARES

Carcinoma pulmonar primario Infartos pulmonares(=> Sd. Behcet
Metastasis Malformaciones A-V

Mieloma multiple Hamartomas

Linfoma




DIAGNOSTICO DIFERENCIAL

Cutaneous infection (bacterial, fungal, and mycobacterial)

* Chickenpox *

Urticaria and urticarial vasculitis

Neutrophilic dermatoses

Drug eruptions (lithium, isoniazid)

Halogenoderma (eg, bromoderma, iododerma)




DIAGNOSTICO DIFERENCIAL

¢ DERMATOSIS
NEUTROFILICA ?

Inv redominantly the dermis

Sweet's syndrome

Pyoderma gangrenosum

Behcet's dise@

Bowel-associated dermatosis-arthritis syndrome
Inflammatory bowel disease (may also have small vessel vasculitis)
Neutrophilic eccrine hidra
Rheumatoid neutrophilic der
ilic urticaria
Still's disea
Erythema marginatum

Hereditary pernodic¥ever syndrome

Data from: Moschella, SL, Davis, MDP. Neutrophilic dermatoses. In:
Dermatology, 2nd ed, Bolognia, JL, Jorizzo, JL, Rapini, RP (Eds), Mosby

Elsevier, Spain 2008.




DIAGNOSTICO DIFERENCIAL

Granulomatosis de Wegener ﬂBIOPSIA

TANEA??

) . ENFERMEDAD

- BLHCIET?

Enfermeddt ee oo nyes

¢ADENOPATIAS?

Sindrome de Sweet
Enfermedad de Behcet




A FAVOR

Tabla 4. Criterios de clasificacién revisados del International Study Group for Behcet's Disease (2006).

Aftosis oral . .

anifestaciones cutaneas
Lesiones vasculares
Prueba de la patergia positiva
Aftosis genital

2 puntos

Lesiones oculares 2 puntos

El diagnéstico de enfermedad de Behcet se establece con una puntacién = 3 puntos.

Sensitivity Specificity Accuracy
96.1 % 88.7% 93.8%




A FAVOR

Yonsei Med J. Aug 31, 20

Published oniine Aug 20, @pulopustular lesions Go to

PPL, the most common skin lesions, are cutaneous, sterile, folliculitis - or acne -like lesions on an ervthematous
M 37 , -
<022 (Fiz. %) Although four of

. ; . . o . . . . .
Erkan Alpsoy.™ Chri  the five new international criteria for the diagnosis of BD relate to mucocutaneous lesions. disagreement exists as to

Mucocu‘tanen[ ]
base which appear as a papule and in the course of 24-48 hours become pustule

Author information » At the exact nature of the cutaneous lesions and the inclusion of cutaneous follicular or acneiform lesions as a major

criterion. Many authors== believe that these lesions should not be included, since acneiform and folliculitis-like

Cutaneous les lesions are nonspecific and chnicallv, mav not be differentiated from ordinary acne, particularlv in adolescents. In a

'

C y randomized and controlled stud}-':j— we counted PPL, including acneiform and folliculitis- like lesions, in a blind

utaneous lesions protocol according to the 7 different anatomic locations. The ﬁ'esuencv of PPL in Eatientﬁ with BD was 96%, and
Group for Behget' the most common location was the trunk, followed by the extremities, whereas in the control group the frequency
mainly nclude ervt W'M'WW’ was 100% and 86.1% in acne and non-acne
of the skin to need patients, respectively). Our study suggests that PPL is very sensitive but not EEEC'rELc when acneiform or follicle-
based lesions were also included. To differentiate acne lesions from the PPL of BD can be very important,

especiallv in those patients for whom the diagnosis depends on this criterion. In a recent study, on the basis of the

.20 . . . . . .
above 51:|_1d1e5=¥-'£ we exclided follicle-based acneiform lesions and those lesions over the face since the clinical

differentiation from acne vulgaris is nearlv impossible at this anatomic location. Instead we investigated whether
PPL can be a useful tool for the diagnosis of BD when non-follicular lesions over the trunk or extremities were
selected. and were correlated with histologic and/or immuncfluorescence study. Our results confirm that the
selection of non-follicular lesions and combination with histopathologic and’'or immunofluorescence studies increase
the specificity of these lesions to establish the t:h';slg:ﬂn:usis_H On the contrary, the definitive histological diagnosis
from the cutaneous lesions is also often difficult without clinical information. Therefore, the clinician should consider
correlating the diagnosis of PPL for BD by histological examination and only vessel-based histopathology
(leukocytoclastic vasculitis or a neutrophilic vascular reaction) should be included as fulfilling a diagnostic criterion.




A FAVOR

wonsei Med J. Aug 31, 2007, 48(4): 573-585. PMCID: PMC2528050
Publizhed online Aug 20, 2007. doi: 10.334%mj.2007.48.4 573

Mucocutaneous Lesions of Behcet's Disease

Erkan Alpsoy 21 Thrombophlebitis Go o

cuthor information ® The prevalence of vascular mvolvement in BD has been reported to be 7.7-60% in different patient populations.

Vascular disease in 728 patients with Behcet's disease

Number of patients

venous disease

Deep venous thrombosis

Subcutanacus thrombophlabitis
EVC occhusion
VC acclusion
Cersbral sinus thrombosis
Budd-Chian syndrome
Cther venous ootlusion™
Arterial disease
Pulmonary artery occlusion or aneurysm
AGrtic aneurysm
Extremity artenal occlusion or aneurysm

Cther artenal coclusion or aneurysme

Reght vertncular thrombus

= Dther vems included subclawan, diac, portal, renal, innominate, brachiocephalkc.
= Other artenes includad fdiac, subdlavian, renal, carotad, cerabral, coronary, innominate, mesentenc, aorta, basiar, splenic




EN CONTRA

Tabla 3. Criterios diagndsticos para la enfermedad de Behcet
(Grupo Internacional de Estudio de la Enfermedad de Behcet)*

» Ulceras orales recurrentes ‘ ®

Aftas menores (< 1cm), aftas mayores o Ulceras herpetiformes observadas por el médico o el paciente, con un
minimo de 3 episodios, durante un periodo de 12 meses.

Mas dos de los siguientes: ‘?

» Ulceras genitales recurrentes ®
Ulceras o cicatrizaciones aftosas observadas por el médico o el paciente
Lesiones oculares

Uveitis anterior o posterior, o presencia de células en el vitreo al examen con ldmpara de hendidura; o bien vas-
culitis retiniana diagnosticada por un oftalmélogo.

Lesiones cutaneas

Eritera nodoso observado por un médico o por el paciente, pseudofaliculitis, o lesiones papulo-pustulosas; o
nédulos acneiformes observados por el médico en pacientes post-adolescentes no tratados con corticoides.

Fenomeno de patergia positivo

Evaluado por un médico a las 48 horas.

* International Study Group for Behget's disease. Criteria for diagnosis of Behget’s disease. Lancet 1990; 335: 1078-1080.




PROPUESTA DIAGNOSTICA

DIAGNOSTICO PRINCIPAL

DIAGNOSTICO SECUNDARIO
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