Introduction:
Welcome to CUGH’s bi-weekly clinical case-series, “Reasoning without Resources,” by Prof. Gerald
Paccione of the Albert Einstein College of Medicine. These teaching cases are based on Prof.
Paccione’s decades of teaching experience on the medical wards of Kisoro District Hospital in
Uganda. They are designed for those practicing in low resource settings, Medicine and Family
Medicine residents, and senior medical students interested in clinical global health. Each case is
presented in two parts. First comes a case vignette (presenting symptoms, history, basic lab and
physical exam findings) along with 6-10 discussion questions that direct clinical reasoning and/or
highlight diagnostic issues. Two weeks later CUGH will post detailed instructors notes for the case
along with a new case vignette. For a more detailed overview to this case-series and the teaching
philosophy behind it, see Introduction to “Reasoning without Resources”. Comments or question may
be sent to Prof. Paccione at: gpaccion@montefiore.org
Note: If you would like to be notified when a new case is posted (along with instructor notes for the
previous one), send your e-mail to Jillian Morgan at jmorgan@CUGH.org.

About the Author:
Dr. Gerald Paccione is a Professor of Clinical Medicine at the Albert Einstein College of Medicine in
the Bronx, New York. His career has centered on medical education for the past 35 years – as a
residency Program Director in Primary Care and Social Internal Medicine at Montefiore Hospital,
and director of the Global Health Education Alliance at the school. He has served on the Boards of
Directors of Doctors for Global Health, Doctors of the World USA, and the Global Health Education
Consortium. Dr. Paccione spends about 3 months a year in Uganda working on the Medicine wards
of Kisoro District Hospital where he draws examples for the case studies.
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Case 37 – Farmer with Fever and Back Pain
A 31 year old male farmer who grows corn and potatoes and tends cattle presents with fevers for 2
weeks with back pain. His wife and 2 of his 3 kids have remained well over this period, but his 12
year old son recently had a “bad fever” that caused him to miss a lot of school followed by pain and
loss of vision in his right eye.
Over the past 5 months, he has been treated for “malaria” 3 times, more frequently than in the past.
The fever comes on especially at night, accompanied by chills, sweats, headache and fatigue which
usually last 1-2 weeks. He takes various anti-malarials which sometimes work, but at other times the
fever persists for days after the treatment finishes and then improves when he takes other antibiotics
he gets in town. Between episodes of malaria he feels generally well, but more fatigued than usual
and he’s lost weight. The last episode was associated with dry cough, abdominal pain and diarrhea.
Two weeks ago the fever began again, and 4 days later was associated for the first time with lower
back pain that gradually progressed, eventually stopped him from working, and was worse when
lying down, affecting his sleep. Last night he couldn’t sleep at all, was wet with sweat, and with
assistance from his brothers, came to the hospital today. He has had intermittent headache, but no
cough, abdominal pain or diarrhea in the past 2 weeks of illness. An HIV test was negative 2 months
ago.
PE:

In no acute distress, but uncomfortable, holding his back
BP 110/82
HR 100
T 101 p.o.
RR 22
conjunctiva: normal, without icterus or petechiae; fundi : benign, no Roth spots or papilledema
skin/nails: no petechiae (including axilla) or splinter hemorrhages; mouth: no thrush
neck: supple; diffuse 1-2 cm lymphadenopathy in neck, axilla, groin
lungs: clear
abdomen: liver  2 cm non-tender, span 12 cm to percussion; spleen 3 cm soft, non-tender
heart: PMI 5TH ICS/MCL; S1, S2 split; Gr 2/6, early SEM upper left sternal border without
radiation
musculo-skeletal: all peripheral joints normal with full range of motion;
spine: cannot bend lower spine without pain but nearly full ROM;
percussion tenderness with reflex hammer, L3-L4
palpation/pressure over SI joints, normal
straight-leg raising causes back pain at 60 degrees, no leg pain
neurologic: mental status, motor, sensory, cerebellar, reflexes intact;
gait slow but evenly distributed, holding lower back.

1.

What is the “frame” in this case (i.e. key clinical features the final diagnosis must be
consistent with)?

2. What is the diagnostic significance of the various features of the history and physical exam
of the back pain in this patient?

3.

What is the differential diagnosis of the prolonged fever in this patient and what are the
clinical “pros and cons” for each disease suggested?
What is the most likely diagnosis?

4.

Which other diseases are the main sources of diagnostic confusion, and how do you
distinguish between them?

5.

Which data, missing from the history in the vignette above, are important in patients with
chronic fever?

6. What is the gold standard of diagnosis for this disease, and how is the disease diagnosed in
Africa?

7. a) What are the most common reasons for missing the diagnosis?
b) What are the most common reasons for over-diagnosis of the disease?

8. When should this disease be considered clinically?

9. a) How would you empirically treat the patient in the vignette, and why?
b) What are the therapeutic implications of the principle alternative diagnoses on the choice
of empiric therapy?

