LLM + DXC Practice Instructions

· Choose one of the following LLMs to try: 
· Google Gemini 2.5 Pro, ChatGPT o3, Claude 4 Opus
· Choose 1-2 people at your table to query the LLM. Ideally one person at your table has experience with an LLM and has a pro subscription! 
· To query the LLM: Read the case presentation and pull the most relevant clinical information into the LLM Prompt Template below
· Copy the filled out prompt directly into the LLM chat window
· Additionally, have 1-2 other people at your table come up with a prioritized Ddx themselves without looking at the LLM
· Compare and discuss the results!


Case Presentation
One-liner: 40 F with hx of metastatic carcinoma of unknown primary (presumed gastric origin) presented with BLE pain and swelling
PMH
· Metastatic adenocarcinoma of unknown primary site
· Metastases to adnexa, spine, pleura, and peritoneum
· Known bilateral pleural effusions s/p R PleurX
· S/p FOLFOX and FOLFIRI, last chemotherapy 10 days prior to admission
· HFrEF (2/2 chemotherapy, EF 45%)
· Pancytopenia
· R IJ thrombus, on anticoagulation

Hospital Course
· On admission, found to have hypotension, anasarca, and hyponatremia to 119
· Diagnosed with Moraxella pneumonia with bacteremia, volume overload due to hypoalbuminemia and HFrEF (last EF 45%)
· Treated with IV antibiotics and diuresis with albumin repletion, with some improvement
· Hospital day 9: new oxygen requirement and worsening BLE edema
· Imaging with worsening ascites and pleural effusions
· Thought to be due to progression of malignancy + VOL
· Underwent large volume paracentesis 
· Hospital day 10: hypoxemia improves/stabilizes at 4-6L NC. Oncology consult recommends inpatient chemotherapy given continued progression of cancer
· Given C1 of paclitaxel
· Presumed volume overload and pleural effusions treated with Lasix

· Hospital Day 13: hypoxemia worsens, now requiring HFNC at 15L
· CT chest: no PE, diffuse GGO with nodular consolidations, large L pleural effusion; read as concerning for infection vs lymphangitic tumor spread
· Started on vancomycin/cefepime for HAP treatment
· Plan for L thoracentesis
· Hospital day 14: RRT called due to respiratory distress
· Stabilized and kept on step-down level of care, but with HFNC at 20L

Primary team’s diagnosis: Hypoxemic respiratory failure due to a combination of hospital-acquired pneumonia, volume overload, and L pleural effusion
Less likely diagnoses:
· Viral or fungal pneumonia in immunocompromised patient
· Lymphangitic spread of cancer
Plan:
· Continue vanco/cefepime
· L pigtail catheter placement
· Continue diuresis
· ID recommends bronchoscopy (but would require intubation)








Comprehensive Differential Diagnosis Prompt Template
Input the case data into the prompt below. Then copy the entire prompt into the LLM chat window
You are an experienced internal medicine physician and an expert in diagnostic reasoning, helping a colleague with a challenging case. I need a comprehensive differential diagnosis for a hospitalized patient who recently had a rapid response team (RRT) activation. I will provide the relevant clinical information and then give instructions below.

CLINICAL SCENARIO:
- One-line Summary: [AGE RANGE] [GENDER] [INITIAL PRRESENTING SYNDROME]
- Admission diagnosis: [PRIMARY REASON FOR ADMISSION]
- RRT trigger: [REASON FOR RRT - vital signs, clinical change, etc.]

MEDICAL HISTORY:
- Past medical history: [RELEVANT CONDITIONS]
- Surgical history: [IF RELEVANT]
- Social history: [IF RELEVANT - smoking, alcohol, etc.]

CURRENT CLINICAL PRESENTATION:
- RRT Summary: [RECENT COURSE SURROUNDING RRT]
- Relevant Physical Exam, Lab, and Imaging findings: [KEY FINDINGS]

CURRENT WORKING DIAGNOSIS: [PRIMARY TEAM'S DIAGNOSIS]

Please review the above information and then provide:
1. A comprehensive differential diagnosis ranked by likelihood (high/medium/low probability)
2. For each diagnosis, explain:
   - Key supporting features
   - Key features that argue against it
   - Additional workup that would help confirm/exclude it
3. Any diagnoses that might have been overlooked
4. Can’t-miss conditions that should be considered given the RRT activation

Please remember this is for educational consultation purposes and all recommendations will be reviewed by the treating physician team.

