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Priya Alex
Desiree Franceschi, M.D., ACP Member, Rochester General
Hospital, Rochester, New York State.
Amit Bansal, MD, FCCP, FACP, ACP Member, Rochester
General Hospital, Rochester, New York State.
Rochester General Hospital
Steroids: Double Edged Sword
66 year old male with past medical history significant for
autoimmune hemolytic anemia, fatty liver, pulmonary
embolism, hypertriglyceridemia, seasonal allergies and
varicose veins presented with a fever and rash for 4-5 days.
Rash was diffuse, vesicular and associated with low grade
fever, nausea, vomiting and malaise. Five weeks prior, the
patient was prescribed methylprednisolone acetate
(Medrol) for new onset back pain and right thigh pain which
was attributed to nerve root inflammation. Few days after
starting steroids, new rash appeared on his back and right
posterior calf for which valcyclovir was started for presumed
shingles.
Initial work up on admission to hospital revealed low grade
fever (100.5&deg;F). Complete blood count and basic
metabolic panel were unremarkable except for a platelet
count of 100,000 per microliter and serum sodium of 134
mmol/L. Microbiology and immunology from vesicular fluid
revealed varicella zoster virus in viral culture and antibodies
against varicella zoster virus antibody on direct fluorescence.
He was started on intravenous (IV) acyclovir and steroids
were stopped.
On day four of admission, patient complained of right leg
numbness which gradually progressed over next 24 hours to
involve perineal and sacral areas and the left foot. Also right
leg motor weakness (power 4/5) was noted on neurologic
exam. Magnetic resonance imaging (MRI) at that point
revealed scattered intramedullary thoracic cord signal
abnormality with post-contrast enhancement suggestive of
transverse myelitis. Spinal tap showed that cerebrospinal
fluid was positive for Varicella zoster virus DNA. A diagnosis
of post-infection transverse myelitis (PITM) was made and IV
acyclovir 10mg/kg every eight hours was started.
Methylprednisolone and IV immunoglobulin therapy was
added for seven days. Acyclovir was continued for 21 days.
Patient responded very well to treatment. After three
weeks, all neurological deficits were resolved except that of
slight residual numbness in his right foot.
PITM is a rare complication of herpes zoster often observed
in immunocompromised patients. Our patient had no history
of being immunocompromised, however, his recent steroids
for back pain made him vulnerable.
Interestingly, steroids are cornerstone of treatment for
PITM, yet the same steroids can make an immunocompetent
person vulnerable for disseminated shingles and PITM.
Steroids are indeed a â€œdouble edged swordâ€•.

Heela Azizi, MBA, MHA
Tarundeep Grewal BS, 1,2 Alexa Kahn BS, 1,2 Zaid Shakir, BS
1,2 Sahar Takkouche MD, 1.2 Khin N. Aung MD, 1 William
Lois MD, 1,2 Muhammad Hasan MD 1
Kingsbrook Jewish Medical Center
A CASE OF STRONGYLOIDIASIS: AN IMMIGRANT
HEALTHCARE WORKER PRESENTING WITH FATIGUE AND
WEIGHT-LOSS
Purpose: To explore the importance of a detailed travel history upon
interviewing a patient presenting with complaints of abdominal pain
& vomiting in a case of Strongyloidiasis to adequately diagnosis and
treat it.
Introduction: Strongyloides stercoralis is an intestinal nematode
parasite classified as a soil-transmitted helminth, endemic in
tropical and subtropical regions, and can remain dormant for
decades after the initial infection. &nbsp;
Case Report: A 74-year old female, retired healthcare worker
presented with abdominal pain and vomiting following a left
inguinal hernia repair performed 7 days prior. Symptoms began two
days after her surgical procedure. Patient had non-radiating, diffuse
abdominal pain localized to the epigastric region described as
burning sensation, 7/10, accompanied by fever, nausea,
postprandial clear and mucoid vomiting. No bowel movements were
reported post procedure. She has had a decrease in appetite for 6
months with intake limited to liquids. Over a one-month span, she
noticed changes in stool caliber and an unintentional weight loss of
25 pounds. The esophagogastroduodenoscopy performed 4 months
prior was unremarkable. She resides in Grenada six months out of
the year and frequently visits the United States. She plants and
consumes her own vegetables in rural Grenada. The patient
complains of feeling dizzy and bouts of malaise beginning around
the time she began to lose weight. On examination, the abdomen
was soft, non-distended, tender to light and deep palpation in the
umbilical area, bowel sounds were normoactive in all quadrants but
no masses or organomegaly were felt. The abdominal X-Ray and CT
suggested evidence of ileus and dilated stomach with small bowel
distended up to 4.5 cm diameter without identifiable obstruction,
respectively. Upper GI flow through revealed jejunal mural
abnormality with thickening and loss of normal mucosal pattern,
suggestive of broad region of infection or inflammation. Laboratory
examination was unremarkable for absolute eosinophil count and
blood percentage. A white blood cell count of 11,000 rose to 16,000
following days of admission, suggesting an infected surgical site. To
rule out malignancy, tumor markers for CA-19-9, CEA, CA-125 were
measured and were within normal limits.
Results: The patient was admitted for possible small bowel
obstruction and was treated conservatively. Another
esophagogastroduodenoscopy was performed and revealed
duodenal mucosal thickening and diffuse erythema. Duodenal
biopsy samples displayed numerous parasite sections in the lumen
of the glands. The multiple ova seen inside the duodenal crypts and
parasites were identified as Strongyloides stercoralis. The diagnosis
was confirmed with a stool ova and parasite, revealing rhabditiform
larvae.
Conclusions: Immigrant patients from endemic areas who present
with complaints of nausea, fatigue and unintentional weight loss
should also have a detailed travel history in order to make early
diagnosis and prevent further complications, such as superinfections
in the immunocompromised population.
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Chelidonium majus intoxication: a rare cause of
hepatotoxicity
Complementary and alternative medicine (CAM) has become
increasingly popular amongst Americans for the past decade.
Although many â€˜naturalâ€™ products seem harmless, there is
little awareness about the rare, but serious adverse effects.
Chelidonium majus, (Greater Celandine) from the poppy
(Papaveraceae) family is used externally for skin conditions (warts,
eczema) or internally for gastric and biliary disorders. It has a rare
yet known cause of herb induced liver injury (HILI) causing typical
symptoms and signs of cholestatic hepatitis.
A 54-year-old female of Eastern European descent presented with
sudden onset jaundice and abdominal discomfort 6 days prior. She
had no medical conditions or drug allergies other than chronic rash
on her back for 7 years. She denied any medication use, alcohol or
substance abuse, or exposure to hepatitis viruses. Physical
examination revealed marked jaundice, scleral icterus, and
tenderness of the right upper quadrant without rebound or
guarding and an enlarged liver on palpation. Her laboratory work-up
showed significantly elevated liver enzymes with alanine
aminotransferase (ALT) of 1247 IU/L, aspartate aminotransferase
(AST) of 894 IU/L, total bilirubin of 8.6 mg/dL, alkaline phosphatase
(ALP) of 190 IU/L. Labs confirmed an absence of acetaminophen and
alcohol in the blood and a negative hepatitis panel. Common causes
of liver diseases including autoimmune hepatitis were ruled out
with negative antinuclear antibody, anti-smooth muscle antibody
and urine porphobilinogen tests. Ultrasound examination showed
mild hepatomegaly with no evidence of focal hepatic mass.
Gallbladder findings were suggestive of adenomyomatosis of the
gallbladder, a benign condition that would not lead to the findings
in our patient. Upon detailed questioning, patient admitted to
drinking Chelidonium tea daily for two months prior to presentation
to treat her chronic rash. Intake of Chelidonium was discontinued
immediately and she was treated with N acetyl-cysteine (NAC) for 4
days. Symptoms of abdominal discomfort and jaundice improved
with treatment. Upon discharge, ALT and AST levels had decreased
to 984 IU/L and 607 IU/L, respectively.
Using the Naranjo Drug Reaction Probability Scale in Drug Induced
Liver Injury, a score of 7 was calculated which was consistent with a
PROBABLE interaction as there was a temporal relationship to a
substance with known toxicity in the literature that improved upon
withdrawal and which could not be explained by other causes.
Our case provides another significant source of causality between
the oral use of Chelidonium with HILI. It raises concern as
Chelidonium is legally sold in the United States with little oversight
on the potential risks involved with its consumption. Prescribers and
customers should be made aware of risks involved in herbal
remedies. As there is no diagnostic means for herbal-related toxic
hepatitis, clinicians should always inquire about alternative
remedies especially when there is liver damage of unknown
etiology.
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Kristin Cagino BS
Nirvani Goolsarran
Stony Brook School of Medicine
Anomalous Coronary from the Opposite Sinus: A Case of
Sudden Cardiac Arrest
Introduction
Anomalous coronary artery from the opposite sinus (ACAOS)
is an extremely rare type of congenital coronary artery
anomaly. Typically these patients are asymptomatic and the
diagnosis is often made as an incidental finding.
Case Presentation
We report a case of a 29-year old male with undetected
ACAOS and no other significant medical history who
presented with syncope and cardiac arrest while running. A
bystander was unable to palpate a pulse and provided chest
compressions for several minutes with return of a
spontaneous pulse. In the emergency room, the patient was
tachycardic to 130 bpm and intermittently in atrial flutter
with rapid ventricular response but spontaneously
reconverted to normal sinus rhythm. He had elevated
troponins but no ST-segment changes on preliminary EKG.
Bedside echocardiogram did not reveal any abnormalities.
Head CT as well as brain and cervical spine MRI revealed no
acute process. Video EEG was negative for any seizure
activity. A coronary CTA was performed and demonstrated
an anomalous RCA. Subsequent cardiac catheterization
demonstrated anomalous take-off of a small non-dominant
RCA from the left coronary sinus, with an angulated orifice
and an intramural course anteriorly between the pulmonary
artery and aorta. Patient elected for surgical intervention
and received an unroofing procedure. He was discharged
home and has since made a full recovery.
Discussion
ACAOS is a challenging case to diagnose and treat with very
high mortality if undetected. The presence of ACAOS is
difficult to uncover with physical exam and echocardiogram.
The detection of the diagnosis requires coronary CTA.
Surgery is recommended for all patients with symptomatic
ACAOS, and most often for asymptomatic patients with
ACAOS of the right coronary artery from the left sinus, as
seen in our patient.
Conclusion
The consequences of ACAOS can be detrimental; therefore
particular attention should be given to cardiac etiologies,
specifically for coronary artery abnormalities when
investigating a case of exertional syncope. Clinicians should
have a high index of suspicion for the possibility of ACAOS of
the right coronary artery from the left sinus as a cause of
cardiac arrest.
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POSTERIOR REVERSIBLE ENCEPHALOPATHY SYNDROME
MANIFESTING DURING HEROIN WITHDRAWAL
Posterior Reversible Encephalopathy Syndrome (PRES), a
clinicoradiological diagnosis, consists of focal vasogenic
edema on brain imaging accompanied by neurological
changes. Symptoms include seizures, headaches, visual
changes, and focal deficits with reversibility.
A 40 year old Caucasian female presented from an inmate
facility with new onset seizure activity and blurry vision
during a two day period of heroin withdrawal. The patient
endorsed crack cocaine use in her teens and regular alcohol
use from ages 14 to 21 but denied any recent use of
substances besides IV heroin. In the facility, the patient had
been undergoing withdrawal symptoms, including diarrhea,
nausea, abdominal cramps, and headache. She experienced
tonic-clonic convulsions and an elevated blood pressure on
the way to the hospital with repeated convulsions in the
waiting room and in her hospital room.
An MRI was performed which showed multiple patches of
abnormal signal, involving both white and gray matter
throughout both cerebral hemispheres, predominantly
posteriorly, and in both cerebellar hemispheres. These
findings were consistent with Posterior Reversible
Encephalopathy Syndrome (PRES). Symptoms improved
after normalization of blood pressure and initiation of
antiepileptic drugs. Reimaging confirmed the diagnosis of
PRES.
Our case is a very typical clinical presentation of PRES with
generalized tonic-clonic seizures, visual disturbance,
elevated blood pressures, and MRI findings consistent with
PRES. However, our literature review suggests this is a
unique case of PRES manifesting during a period of heroin
withdrawal, which has not been previously described. We
see in our case that the patient had significantly elevated
blood pressures upon her arrival in the emergency room in
the setting of active opioid withdrawal. Previously, heroin
has been shown to cause anoxic brain injury and
leukoencephalopathy from microvascular damage of
cerebral vessels due to apoptosis of oligodendrocytes.
However, the MRI findings in our patient were not
suggestive of anoxic brain injury. MRI findings in our patient
can sometimes be seen in vasculitis as well, but this was
inconsistent with the patientâ€™s clinical picture. Moreover,
resolution of MRI findings on follow-up imaging with
simultaneous resolution of hypertension was not suggestive
of a vasculitic process.
The underlying etiology of PRES in the patient described in
this report was most likely secondary to uncontrolled
hypertension in the setting of opioid withdrawal.
This unusual case of heroin withdrawal-induced PRES
highlights the importance of early recognition and prompt
treatment for patients withdrawing from substance use.

David Comstock MA
Ciril Khorolsky, MD, NYU Langone Hospital â€“ Brooklyn
Gerard Casale, MD, NYU Langone Hospital â€“ Brooklyn
Ronald Galbraith, MD, NYU Langone Hospital â€“ Brooklyn
Infectious Disease Department, NYU Langone Hospital â€“
Brooklyn
NYU Langone Hospital - Brooklyn
Case Report: Severe Drug-dependent Immune
Thrombocytopenia in a Patient with Extrapulmonary
Tuberculosis
A 65-year-old Chinese male, recently diagnosed with
gastrointestinal Mycobacterium tuberculosis, was sent from
clinic for severe thrombocytopenia following two weeks of
antitubercular therapy with rifampin, isoniazid,
pyrazinamide and ethambutol. Upon admission, all
medications were held and platelet counts normalized
within three days. Stepwise reintroduction of isoniazid,
pyrazinamide, and ethambutol were well-tolerated.
However, upon rechallenge with rifabutin, platelet counts
dropped to a nadir of 5,000/&#181;l and remained below
150,000/&#181;l for 27 days despite holding all medications.
Platelet transfusions and intravenous immunoglobulin
therapies were unsuccessful. Flow cytometric detection for
drug-dependent platelet antibodies revealed the presence
of rifampicin-dependent platelet-reactive antibodies, and
the diagnosis of rifampicin-induced immune
thrombocytopenia was made, however there were no
detected antibodies to rifabutin. Once platelet counts
recovered, antitubercular therapy was resumed, excluding
rifampin and rifabutin, and there were no further episodes
of thrombocytopenia. This report demonstrates the rare
occurrence of clinically and immunologically verified
rifampin induced immune thrombocytopenia, and the
possibility of reactivity of rifabutin metabolites with
rifampicin antibodies.
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Second Authors: Nicole Lifson, John Lofrese
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SUNY Upstate Medical University
Ibuprofen-induced aseptic meningitis: a case report
INTRODUCTION
Drug-induced aseptic meningitis (DIAM) is a rare disorder that
has been associated with non-steroidal anti-inflammatory drugs
(NSAIDs), most commonly ibuprofen. DIAM is correlated with
autoimmune connective tissue disorders such as systemic lupus
erythematosus, although it has been described in a number of
healthy people as well. The following case describes a patient
with no history of autoimmune disease, who developed aseptic
meningitis following ibuprofen use.
&nbsp;
CASE SUMMARY
A 41-year-old female with a history for Ehlers-Danlos syndrome
and fibromyalgia presented to the emergency department with
intractable back pain, associated with photophobia, headache,
and neck stiffness. A lumbar puncture was performed.
Cerebrospinal fluid (CSF) analysis showed clear, colorless fluid,
proteins 56 mg/dL, glucose 81 mg/dL, and 8 WBC/uL, with a
differential of 79% lymphocytes, 21% monocytes/macrophages.
PCR analysis of CSF was negative for E. coli, H. influenzae, L.
monocytogenes, N. meningititdis, S. agalactiae, S. pneumoniae,
cytomegalovirus, enterovirus, HSV1, HSV2, HHV 6, human
parechovirus, VZV, and C. neoformans/gatti. Upon reviewing the
patientâ€™s history, it was found that she regularly takes
multiple 400-800 mg doses of ibuprofen daily for her pain. Her
signs and symptoms of meningitis subsided over the next few
days.
&nbsp;
DISCUSSION
Aseptic meningitis is a rare complication of NSAID use; a recent
literature review reported 72 cases of DIAM associated with
NSAIDs, 46 of those caused by ibuprofen. Symptoms of NSAIDinduced DIAM include fever, headache, meningismus,
nausea/vomiting, and altered mental status. Signs and
symptoms of meningitis often resolve soon after removal of the
offending agent. While the pathophysiology of this disorder
remains unclear, its association with autoimmune disorders may
point to an autoreactive mechanism.
CSF findings in DIAM usually include pleocytosis with
predominance of neutrophils, though it may present with
lymphocytic predominance, as in this case. CSF protein is often
significantly elevated, though this patient only had moderately
high levels. The clinical and laboratory similarities to infectious
causes of meningitis may lead to a low clinical suspicion of this
rare disorder, but the lack of culture or PCR findings should lead
physicians to consider DIAM in their differential diagnosis for
cryptogenic meningitis. Furthermore, the increased use of overthe-counter NSAIDs should give clinicians a lower threshold to
consider DIAM in the differential. DIAM is a diagnosis of
exclusion, and the patient should first be worked up and
empirically treated for possible infectious cause of meningitis.
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Squamous Papilloma of the Esophagus - Uncommon Cause of
Dysphagia
Background: Squamous papilloma of the esophagus is an
uncommon benign tumor of the epithelium. It can present with
heartburn, epigastric distress with dysphagia. We present a rare
case of dysphagia due to squamous papilloma of the esophagus.
Case presentation: A 61-year-old male from Trinidad with a past
history of atrial fibrillation status post ablation and type 2
diabetes mellitus presented to the clinic with complaints of
dysphagia and 7 pound weight loss over a 2 month period.
Patient had difficulty swallowing both liquids and solids and
complained of a sour taste in his mouth and burning sensation
after eating spicy food. Patient never had an endoscopy or a
colonoscopy in the past. He was initially evaluated by his
primary medical doctor and had an unremarkable esophogram
6 weeks ago. His home medications were sodium docusate and
sucralfate as needed. He denied family history of malignancies
or autoimmune conditions. Patient's vital signs were within
normal limits and physical exam was unremarkable. On labs,
patient's hemoglobin was 11. 5 gm/dL and he had a normal
MCV. His complete blood count and comprehensive metabolic
panel were within normal limits. Patient underwent an elective
endoscopy that showed a 7 mm mucosal lesion in the midesophagus that was extensively biopsied (image 1). There was
no evidence of rings, esophagitis, and strictures. The GE junction
was normal. Histopathological examination of the esophageal
lesion biopsy resulted as squamous papilloma. Due to
inadequate samples for further staining, human papilloma (HPV)
virus stain studies could not be performed.
Discussion: Squamous papilloma of the esophagus is an
uncommon benign tumor of the epithelium, seen mostly in
middle-aged (ages 43 to 50) people without gender
predominance. On histological exam, it looks like fingerlike
projections with squamous epithelium that is stratified with
acanthosis. It is most often solitary but can be multiple. They
are typically between 2 to 6 mm in size. Etiology of squamous
papillomas includes injury to the mucosa such as GERD (seen in
the lower third of the esophagus), metal stents, nasogastric
tubes, and surgeries. HPV has been noted to be a cause in 10%
of the cases, located in the middle third of the esophagus and
can lead to squamous cell cancer. Management includes total
resection because of risk of malignancy, and biopsy testing for
HPV using PCR. If HPV is positive, other sites should be
examined for squamous cell papilloma including the pharynx,
larynx, anus, vulva, and vagina1.
Reference
1.
Al Juboori, Alhareth M., Zeeshan Afzal, and Nisar
Ahmed. â€œEsophageal Squamous Cell Papilloma: A Not-SoRare Cause of Dysphagia.â€• Gastroenterology & Hepatology
11.12 (2015): 815â€“816. Print.
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Thiazide-induced unmasking of Type 2 (proximal) renal
tubular acidosis
Type 2 renal tubular acidosis, or proximal renal tubular
acidosis, is a genetic defect in the ability of the proximal
renal tubular cells to reabsorb bicarbonate and electrolytes
that may go undiagnosed. This leads to excretion of
bicarbonate and subsequent acidemia, proteinuria,
phosphaturia, glycosuria, and aminoaciduria.
Background: A 58-year-old male with hypertension
presented with syncope. The patient stood up to use a
copier machine when he collapsed and struck his head. The
patient stated that his primary care physician instructed him
to administer an additional dose of hydrochlorothiazide if his
blood pressure were to rise. One day prior to admission the
patient took an extra dose of hydrochlorothiazide. On
admission the neurological examination was unremarkable
and remained so throughout hospitalization. On admission
his blood pressure was 107/66. Serum values were: sodium
116 mmol/L, chloride 77 mmol/L, bicarbonate 22 mmol/L,
glucose 138 mg/dL creatinine 1.6 mg/dL, and BUN 28 mg/dL.
The patientâ€™s urine chemistry indicated a chloride of 20
meq/L, potassium of 46.7 meq/l, glucose of 50 mg/dl, and
urine pH of 5.
The patientâ€™s hydrochlorothiazide was discontinued.
Intravenous saline bicarbonate was administered and other
electrolytes were repleted.
Discussion: Thiazide diuretics inhibit the thiazide-sensitive
Na+-Cl- cotransporter in the distal convoluted tubule. The
hypovolemic, hyponatremic, and hypochloremic
presentation may initially indicate a thiazide overdose, but
the patientâ€™s metabolic acidosis with a bicarbonate of 22
mmol/liter suggests otherwise. Hypovolemia and
hyponatremia trigger the
reninâ€“angiotensinâ€“aldosterone system, stimulating the
nephron to correct for volume and sodium loss. Angiotensin
II triggers the Na+-H+ exchanger in the proximal convoluted
tubule, promoting reabsorption of bicarbonate and
secretion of hydrogen ions into the tubular lumen. In other
words, hypovolemic hyponatremia should lead to an
alkalotic response by increasing serum bicarbonate. The
metabolic acidemia and glucosuria (despite normal blood
glucose) indicate an underlying proximal tubular defect that
produces bicarbonate loss.
Conclusion: This case shows that thiazide overdoses can
precipitate a serious electrolyte abnormality while
simultaneously aiding in the diagnosis of an underlying renal
tubular acidosis. It is important to identify renal tubular
defects in patients before prescribing any medications that
affect electrolyte transport in the renal tubules. Routine
electrolyte screening and urinalysis should be considered for
those on high dose diuretics.

Benjamin Parnes
Renee McDonald-Fleming MS4, Marie Abdallah M.D.
SUNY Downstate Medical Center
Laryngeal Coccidioidomycosis in a Healthy 34-year-old
Male
Introduction: Coccidioides is a dimorphic fungus that is known
to live in the soil in the Southwestern United States, parts of
Mexico, and in Central and South America. Coccidioides is
commonly acquired through inhalation of airborne
arthroconidia, which are found in soil in these various different
geographic regions. The presentation can range from
asymptomatic to a mild self-limited acute disease to
disseminated disease with involvement of the tissues lining the
brain, soft tissues, joints, and bones. Immunocompromised
patients are at an increased risk for disseminated
Coccidioidomycosis.
Case: In this case, we present a 34-year-old male who presented
with a 2-month history of hoarseness without any associated
respiratory symptoms or other associated symptoms of a
Coccidioidomycosis infection. He was originally from Puebla,
Mexico, and his last visit to Mexico was in 2013. He had no
significant history of tobacco use, illicit drug use, or alcohol
consumption. On presentation to the ED, he appeared physically
well and had stable vital signs. Routine blood work, including a
CBC and CMP, were unremarkable. The patient also had a chest
radiograph, which was also unremarkable. Due to the
patientâ€™s continued complaints of hoarseness, a fiberoptic
endoscopy was performed, which revealed a 1 cm supraglottic
mass, and he subsequently underwent an excisional biopsy of
the mass. Pathological samples of the specimen stained with
Grocottâ€™s methenamine silver stain and periodic acid-schiff
stain were positive for fungal elements consistent with
spherules containing endospores. Serologic testing for
Histoplasma and Blastomyces were both negative. Serologic
testing for Coccidioides antibodies were positive for IgG
antibodies (1:4) and negative for IgM antibodies. HIV
antigen/antibody testing was negative. Real-time PCR testing of
a tissue specimen from the patientâ€™s excised mass was
positive for Coccidioides psadasii, negative for Coccioides
immitis, negative for Blastomyces dermatitidis, and negative for
Cryptococcus species.
Discussion: Coccidioidomycosis is an infection that is found in
the Southwestern United States, parts of Mexico, and in Central
and South America. Symptomatic Coccidioidomycosis commonly
presents in immunocompromised patients. Our patientâ€™s
presentation was unique because he was a healthy young
patient with no other medical issues who presented with
involvement of his larynx. Our patient not only presented with
no history of an immunocompromised state, but also had no
symptoms of a systemic infectious process. The etiology of our
patientâ€™s laryngeal Coccidioidomycosis infection was not
clear. On review of the literature, two reported cases of isolated
laryngeal Coccidioidomycosis without any other evidence of
disease were reported. While our patientâ€™s presentation of
laryngeal Coccidioidomycosis is rare, it demonstrates that
endemic fungal infections always need to be considered as part
of the differential diagnosis in a patient with a laryngeal mass.
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Ibrahim Azar, M.D.
Sunil Pokharel, M.D.
Albany Medical College
Metastatic Sarcomatoid Carcinoma in a Young, Female,
HIV-Positive Patient
Sarcomatoid carcinoma is a rare malignancy of the lung,
accounting for less than one percent of all lung cancers (1,2).
It has a male-to-female predominance of almost 4-to-1, has
a mean age of onset of 60 years, and is associated with a
poor prognosis (1). This is, to the best of our knowledge, the
second case of metastatic sarcomatoid carcinoma in HIV
patients (3) and the first in a young, female patient.
We present a case of sarcomatoid carcinoma in a 37 yearold patient with a history of Hodgkinâ€™s Lymphoma
treated with chemotherapy and uncontrolled HIV initially
presenting with unresponsiveness, tachycardia, and hypoxia
after several days of vaginal bleeding. Chest CT on admission
revealed a cavitary lesion in the right upper lobe, which was
suspected to be tuberculosis. A lung biopsy performed
revealed highly atypical spindle epithelial cells highly
suspicious for sarcomatoid carcinoma. A biopsy of a left iliac
spine lesion found on CT revealed cells similar in
morphology and immunohistochemistry to the lung
specimen, consistent with metastatic sarcomatoid
carcinoma. After lengthy discussions, the patient opted to
hospice care secondary to her poor functional status.
Overall, this case highlighted the importance of a broad
differential in the approach to patients with unconfirmed
diagnoses, and expands the metastatic profile of
sarcomatoid carcinoma.
References:
1) Travis WD, Brambilla E, Muller-Hermlink HK, Harris CC
(Eds). Pathology and genetics of tumours of the lung, pleura,
thymus and heart. In: World Health Organization
classification of tumours. IARC Press, Lyon 2004
2) Yendamuri S, Caty L, Pine M, Adem S, Bogner P et al.
Outcomes of Sarcomatoid Carcinoma of the lung: a
Surveillance, Epidemiology, and End Results Database
analysis. Surgery. September 2012;152(3):97-402
3) Arshad HS, Dudekula RA, Niazi M, Malik S et al. A Rare
Case of Sarcomatoid Carcinoma with Spine Metastasis,
Including a Literature Review. Am J Case Rep. July
2017;18;760-765.
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Tammy Tavdy
Ajay Prakash, MD, Nicole LaNatra, MD
Bellevue Hospital
AL Amyloidosis & Multiple Myeloma: A Case of Coexistence
Background: AL amyloidosis and multiple myeloma (MM) represent
a spectrum of similar diseases that are characterized by monoclonal
plasma cell proliferation. The clonal plasma cells produce misfolded
light chains, leading to organ deposition and subsequent organ
dysfunction. In approximately 10% of patients with AL amyloidosis,
multiple myeloma may also be present at the time of initial
diagnosis. We describe a case of a 73-year-old asymptomatic female
with acute onset renal insufficiency and absence of overt MM
findings. The patient was subsequently found to have AL amyloid
deposition on renal biopsy and coexisting bone marrow findings
diagnostic for multiple myeloma. This case therefore highlights the
importance of considering both AL amyloidosis and multiple
myeloma as differential diagnoses for acute, unexplained renal
dysfunction in elderly patients, regardless of whether clinical MM
findings exist.
Case Presentation: A 73-year-old female was admitted after a
routine primary care appointment revealed an elevated creatinine
of 7.2 from her baseline of 0.7 three months prior. Initial physical
examination was unremarkable aside from mild lower extremity
edema, which the patient endorsed had been improving. The
patient otherwise denied any fever, chills, significant fatigue,
shortness of breath, or bone pain. Laboratory examination revealed
nephrotic range proteinuria of 12 grams in the setting of a
hypoalbuminemia of 2.6. Thus, given the acuity of decompensation
and to further understand the etiology of this patientâ€™s acute
onset proteinuria, a renal biopsy was performed, revealing a
positive Congo red stain for amyloid by light microscopy. Follow-up
immunofluorescence staining confirmed the presence of lambda
light chain deposition. These results were considered diagnostic for
AL amyloidosis, so a bone marrow biopsy was subsequently
performed to rule out an underlying plasma cell tumor. The BM
biopsy revealed a hypercellular marrow with diffuse infiltration of
clonal plasma cells at >25%, and immunophenotyping confirmed
CD38+ plasma cells, both consistent with an additional diagnosis of
multiple myeloma.
Discussion: This patient presented with an acute onset of nephrotic
syndrome and lack of â€œclassicâ€• myeloma findings such as
anemia (observed in 73% of patients), bone pain (58%), and
hypercalcemia (28%). This case demonstrates that a targeted work
up for plasma cell dyscrasias should be considered in elderly
patients who present with unexplained renal insufficiency in the
setting of acute nephrosis. In addition, this patientâ€™s renal
function declined significantly within a matter of three months,
which is less characteristic of the indolent progression of renal
insufficiency in amyloidosis and MM, normally progressing from one
to two years. Therefore, a high index of suspicion should be
maintained for plasma cell proliferative disorders in the diagnostic
workup of elderly patients who are otherwise asymptomatic but
present with unexplained renal insufficiency.
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Amrita Balgobind BA
Rita Peila, PhD2, O Dowling, PhD1,3, D Timony, BS4, K Kostroff,
MD1,5 and P DiMarzio, PhD, MPH1,6
1Hofstra Northwell School of Medicine; 2 Department of OMEP,
Northwell Health; 3 Department of Anesthesiology, Northwell
Health, 4CancerRegistry, Northwell Health; 5Department of
Surgery, Northwell Health; 6 Department of Medicine,
Northwell Health System
Hofstra Northwell School of Medicine
SECONDARY MALIGNANCIES IN BREAST CANCER PATIENTS
TREATED WITH RADIOTHERAPY
Purpose: Breast cancer (BC) is the most commonly diagnosed
cancer in women in the western world, and the second leading
cause of death among women. Radiotherapy (RT) for breast
cancer (BC) appears to be effective for the reduction of both
cancer recurrence and mortality. However, it remains unclear if
RT in combination with smoking increases the risk of second
primary cancers (SPCs) and mortality. The purpose of this study
is to evaluate the relationship between RT and smoking status
on the risk of SPCs and mortality among BC patients with a
follow-up period of up to 15 years.
Methods: This study utilized data from the Northwell Cancer
Registry. We conducted a retrospective cohort study of BC
patients treated with post-operative RT from 2000 to 2014 to
evaluate long-term SPC risks of RT in combination with smoking
habits. The total number of BC patients (stage 0-III) from 20002014 was 14,106. Cox proportional hazard model was used to
assess the hazard ratios (HRs) of developing a SPCs or dying
based on RT and smoking status.
Results: The risk of developing SPCs in smokers treated with RT
was 79% higher (HR=1.79, 95%CI=1.43-2.23) when compared to
the reference (never-smokers/never-treated with RT), while the
risk for never-smokers treated with RT was 31% higher
(HR=1.31, 95%CI =1.06-1.63). Smokers treated with RT were at
greater risk of developing hematological (HR=5.87, 95%CI=1.9717.53), gastrointestinal (HR= 2.46, 95%CI =1.26-4.81), urological
(HR= 4.02, 95%CI=1.13-14.26), gynecological (HR= 2.84, 95%CI
=1.53-5.29) SPCs, and lung cancer (HR= 4.98, 95%CI=2.06-12.05)
when compared to the reference. No significant risk was
observed for thyroid, skin and breast cancers. Moreover,
smokers who received RT were at higher risk of dying after the
occurrence of SPCs (HR=2.53 95%CI=1.61-3.99). In contrast, the
risk of dying was lower among never-smokers that received RT
but did not develop SPCs (HR= 0.78, 95%CI =0.66-0.92).
Conclusion: Our results suggest that smoking before or at time
of BC diagnosis can elevate the risk of developing SPCs as well as
the risk of dying among those who received RT. This study
suggests that careful evaluation of smoking history should be
considered in the decision process of therapeutic treatment and
subsequent surveillance among BC patients. This study provides
further understanding of the relationship that exists between RT
and smoking history in the development of new malignancies.
The investigation of this topic may lead to the improvement of
clinical care for patients by providing a better understanding of
the effects of RT.

Michelle Bernshteyn BS
Sayf Bala, MD
Amine Hila, MD
UHS Wilson Hospital
Role of esophageal dilation in patients with ineffective
esophageal motility
Background:
Ineffective Esophageal Motility (IEM)is diagnosed by
manometry based on the strength of contractions in the
esophagus. Patients with IEM may report dysphagia, angina,
globus, regurgitation and acid reflux.
The mechanism behind this diagnosis involves an imbalance
of inhibitory and excitatory forces on the esophagus.
Furthermore, there hasnâ€™t been sufficient evidence
supporting any treatment.
Esophageal dilation is frequently used in IEM patients with
dysphagia.
Objective:
To evaluate effectiveness of esophageal dilation in relieving
dysphagia in IEM patients.
Methods:
Retrospective cohort analysis of 130 adult patients with IEM
between 2006 and 2015. Of the 130 patients with IEM,37
underwent esophagogastroduodenoscopy (EGD) with
dilation. Of the 37 who were dilated, 31 returned for a
follow-up appointment. Resolution or return of dysphagia
was recorded. Data was then analyzed to determine if
dilatation improved dysphagia.
Results:
28% underwent EGD with dilation
73% were female
mean age was 53
43% had symptom improvement, 33% has no improvement
after 1 dilation and 24% did not follow up
Out of the 37 patients with IEM who underwent 1 EGD with
dilation, 16 had symptom improvement, 8 had recurrence of
symptoms with 4-6 months, 12 had no improvement after 1
dilation and 9 did not follow up. 4 patients underwent
multiple EGD with dilation and none had improvement in
symptoms.
Discussion:
Even though EGD with dilation has been a common practice
to achieve for symptom improvement in patients with IEM,
this study shows that this method is not as effective as once
thought. Less than half of the patients who underwent this
procedure for IEM symptoms saw any improvement. Even
though this study does not offer alternative treatments, it
does show that this widely used procedure may not be the
best first line treatment.
Conclusion:
This data suggests that esophageal dilation may, at least
temporarily, help relieve dysphagia in about 40% of patients
with IEM. Unfortunately, half of those had recurrence of
dysphagia within a few months. Further studies are needed
to better define the role of esophageal dilation in this
population.
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Siddharth Bhargava BS
Joseph R. Dettori PhD, MPH; Beatrice Ugiliweneza, PhD;
Miriam Nuno, PhD; Maxwell Boakye, MD, MPH, MBA, FACS,
FAANS; Doniel Drazin, MD
Albany Medical College
Comparing the National Inpatient Sample and the
MarketScan Databases: Can We Rely on Them?
Study Design: Inter-database reliability and validity study of
two observational national databases.
Objectives: Ascertain similarities and discrepancies in
extracted population demographics and outcomes between
two commonly used national databases.
Methods: International Classification of Diseases, 9th edition
(ICD-9) codes were used to identify elderly spine surgery
patients in Truven Health Analytics MarketScan claims
database (2000-2012) and National (Nationwide) Inpatient
Sample (NIS) discharge database (1998-2011). Patient
baseline characteristics, comorbid status, insurance
enrollment, and outcomes were queried.
Results: We analyzed 15,303 and 206,957 patients between
ages 80 to 100 years (mean 83.0) from MarketScan and NIS
databases, respectively. MarketScan participants tended to
have better comorbid status, receive fusion relatively more
often, and were insured by Medicare insurance more
frequently than those in the NIS database. The risk of
sustaining one or more complications was lower in the
MarketScan database compared with NIS (11.7% vs 16.9%).
No significant difference was observed in mortality rate
(0.30% vs 0.34%). Consistently, older age, female gender,
fusion surgery and worse comorbid status represented
increased odds of complications.
Conclusions: This study highlights the discrepancies in
demographics and outcomes of spine surgery in two
commonly used databases. Overall, it appears that NIS
patients have more complications and comorbidities, and
are likely a sicker population than those in the MarketScan
database. As databases gain popularity in Medicine,
clinicians and reviewers should be cautious to ascribe
generalizability of results from just the statistical
significance.
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Christine Chevalier OMS II
Hirra Arain, Allison B. Reiss, Lora J. Kasselman
Winthrop Research Institute and Department of Medicine,
NYU Winthrop Hospital
The effect of &#223;-hydroxybutyrate on human microglial
polarization.
Ketogenic diets have become an alternative treatment for
childhood epilepsy, cancer, Alzheimer's and other
neurogenic diseases. Little or no carbohydrate intake with
adequate protein and high fat consumption is thought to
starve the body of glucose and force it to use fatty acids and
their metabolites, ketone bodies, as the main energy source.
Ketogenic diets have demonstrated efficacy in specific
epileptic syndromes and in some pediatric patients with
drug resistant epilepsy. Major ketone bodies studied include
&#223;-hydroxybutyrate (BHB), acetoacetate, and acetone
with BHB. Research on ketone bodies has become more
prevalent due to the application of ketogenic diets to
neurologic conditions.
This investigation looked at the effect of a common
ketogenic diet metabolite, BHB, on human microglia in vitro,
(HMC3; ATCC); specifically whether BHB could induce
polarization of unstimulated microglia to an M1
inflammatory or M2 resolving state. HMC3 at or below
passage six were grown in lower glucose medium (10mM
glucose EMEM) and normal glucose medium (25mM glucose
DMEM) before being treated with BHB at concentrations of
0.0mM, 0.5mM, 2.5mM and 5.0mM to simulate a ketogenic
milieu. Trypan Blue viability tests were done in both glucose
conditions on all concentrations of BHB resulting in no
significant difference between BHB groups in viability with
treatment. To test for polarization, real-time PCR was run
and analyzed for the M1 marker gene Arginase1 and the M2
marker gene iNOS with GAPDH as the housekeeping gene.
There was a significant increase in expression of iNOS in the
5.0mM BHB treatment group compared to the 0.5mM BHB
treatment group (p=0.0240). There was no significant
difference in expression of Arginase1 between groups. Our
results suggest that unstimulated HMC3 cells respond to
higher concentrations of BHB and polarize to the M1 state.
Polarization to the M1 state is typically associated with
adverse inflammatory events so these results may suggest
that an M1 phenotype could be reparative in the presence
of BHB. Future directions include stimulating HMC3 cells
with lipopolysaccharide (LPS) before treating with BHB to
see if BHB blocks the effect of LPS in a dose dependent
manner. Additionally, other polarization markers including
COX2, CX3CR1, CCR7, mannose receptor, and the
mitochondrial function marker PGC1-a will be analyzed. This
foundational work will help lead to an understanding of the
relationship between a ketogenic diet and the role of
inflammatory microglia in neurologic diseases.
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Bradley Frate BS
Anna Henry, BS, Cardiovascular Research Institute &
Department of Pathology at Case Western Reserve
University School of Medicine; Dr. Diana L. RamirezBergeron, PhD, National Institutes of Health/ Cardiovascular
Research Institute & Department of Medicine at Case
Western Reserve University School of Medicine
Department of Medicine at the University at Buffalo Jacob's
School of Medicine and Biomedical Sciences
Defining the Role of Hypoxia Inducible Factor (HIF) in Nonpulmonary Vascular Smooth Muscle Cells
Defining the Role of Hypoxia Inducible Factor (HIF) in Nonpulmonary Vascular Smooth Muscle Cells
Bradley Frate, BS, MS-3, Medical Student at the Jacobs
School of Medicine at the University at Buffalo; Anna Henry,
BS, Cardiovascular Research Institute & Department of
Pathology at Case Western Reserve University School of
Medicine; Dr. Diana L. Ramirez-Bergeron, PhD, National
Institutes of Health/ Cardiovascular Research Institute &
Department of Medicine at Case Western Reserve University
School of Medicine
Peripheral vascular disease (PVD) affects tens of millions of
people in the United States, and is a significant cause of
morbidity. PVD is a pathological condition that is caused by
insufficient tissue perfusion, which could lead to the loss of a
limb or even death. Insufficient tissue perfusion leads to
ischemia, which is characterized by low oxygen tension
(hypoxia) and reduced nutrients. Hypoxia leads to the
activation of Hypoxia Inducible Factor (HIF), which is a
transcription factor regulating the expression of angiogenic
genes. Vascular smooth muscle cells (VSMC), present in the
tunica media layer of vessels, modulate their phenotype in
response to physiological and pathological cues. We
hypothesize that HIF-1 is an essential regulator of smooth
muscle cell activation and phenotype in the peripheral
vasculature required for effective angiogenic and
arteriogenic responses to ischemia. Our research is
concerned with testing the requirement for HIF in nonpulmonary VSMC responses to stresses including hypoxia
and starvation by examining the expression of contractile
genes in peripheral VSMC and subsequent phenotypic
changes. Additionally, we utilized an in vivo carotid artery
ligation model to examine the vascular remodeling in VSMCHIF deficient mice. Our preliminary data depicts trends of
differing levels of Alpha-actin-2 and Calponin-1 gene
expression between starved and unstarved conditions, in
arterial and venous VSMCs. However, we observed no
difference in the remodeling of ligated carotids between the
control and VSMC-HIF knocked out mice. These preliminary
results will help further our understanding of the role of HIF
in regulating peripheral VSMC phenotype.

Mateusz Gwisdala MS4
Grace Kuweruza MS4, Daniel Schoolcraft MS4, Niket Sonpal
MD
Kingsbrook Jewish Medical Center
A Paradoxical Disadvantage: The Perception of Primary
Care as the Most Attainable Specialty Among New York
International Medical Students
The number of International Medical Graduates (IMGs)
applying and matching into residency programs in the
United States has been steadily on the rise. In the 2016
National Resident Matching Program (NRMP), 403 more
IMGs participated and 336 more IMGs matched into firstyear residencies than in 2015. However, being a U.S. citizen
IMG still appears to convey a slight advantage. In the 2016
match, 53.9% of IMG participants who were U.S. citizens
matched into a first-year residency program, compared to
50.5% of IMG participants who were not. We sought to
investigate how the knowledge of this disadvantage among
IMGs affects both preparation for the match and the
perception of the most attainable specialties.
The â€œPerception, Awareness, and the Matchâ€•
questionnaire was distributed to 101 international medical
students in New York City from June 6-30 2017, using both
online and paper forms. Questions were multiple-choice
format and pertained to studentsâ€™ demographic
information as well as their expectations and preparations
for the NRMP. Statistical analysis was performed using the
proprietary tools present in Survey Monkey Gold, with
secondary analysis and charts created using Microsoft Excel.
Students from every continent responded, though the
majority at 81.2% (82/101) was from the Caribbean.
Participants were exclusively third year and beyond, with
46.5% (47/101) identifying as MS3, 38.6% (39/101) as MS4,
and 14.9% (15/101) as beyond MS4. 66.3% (67/101) of
students identified as U.S. citizens, while the remaining
33.7% (34/101) identified as Canadian or Other. The
participants were then stratified according to this response
into U.S. Citizen Students of International Medical Schools
(U.S. IMGs) or Non-U.S. IMGs. Non-U.S. IMGs were found to
favor a primary care specialty as their top choice significantly
more than U.S. IMGs, as 19/29 (65.5%) of non-U.S. IMGs and
only 34/58 (58.6%) of U.S. IMGs selected either Family
Medicine, Internal Medicine, Pediatrics, or Combined
Medicine/Pediatrics as their top choice specialty.
The perception of an inherent disadvantage among non-U.S.
IMGs may be an unintentional self-fulfilling prophecy.
Compared to our respondents, the 2016 NRMP Data and
Results reports that 75.7% (1781/2352) of U.S. IMGs
matched into a preferred primary care specialty (considered
to be that which was first on their rank list), versus only
49.8% (2530/5081) of non-U.S. IMGs. It is possible that the
notion of primary care being the only attainable specialties
for a non-U.S. IMG is resulting in those specialties becoming
saturated with applicants, and thus paradoxically harder to
match into. Further education among non-US students into
IMG-friendly specialties outside of primary care should be
encouraged to avoid unintended and unnecessary selflimitation.
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Stephanie Hur
Dr. David Steckman
Albany Medical Center
Patient Awareness of Atrial Fibrillation: Major Risk Factors
and Treatment Options
Background: Atrial fibrillation (AF) is a common arrhythmia
that carries a significant risk of stroke, however, patients are
often unaware of their own diagnosis. Furthermore, patients
often have little understanding of the complex treatment
options available including rate control, rhythm control,
anticoagulation, and catheter ablation. We aimed to assess
patientsâ€™ understanding of AF, and their insight into the
consequences of having such arrhythmia.
Methods and Results:
A survey was conducted amongst 50 patients who were
already diagnosed with AF in both inpatient (n=35) and
outpatient (n=15) settings between September 2016 and
May 2017. The median age was 69.5 and the average
CHA2DS2-VASc score was 4.1. Forty-seven out of 50 patients
(94%) identified to have known about their diagnosis of AF.
Only 34% were able to identify if they had persistent or
paroxysmal AF. Of those with knowledge of their diagnosis,
85% knew that AF could increase their risk of a stroke, and
92% understood that anticoagulation could decrease that
risk. Subsequently, 87% were currently treated with
anticoagulants and 98% indicated that they were seeing a
cardiologist and/or electrophysiologist for their AF.
However, only 26% were aware of whether they were
currently on rate or rhythm control and only 60% identified
catheter ablation as a treatment option.
Conclusions:
The vast majority of patients are aware of their diagnosis of
AF, understand that they are at an increased risk for stroke,
and that anticoagulation can decrease that risk. However,
only a minority of patients have an understanding of rate or
rhythm control, and catheter ablation as treatment options.
Education should be targeted at patient awareness of the
various different types of medical treatments including
catheter ablation.
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Wael Kalaji
Dina Rimawi
American University of Antigua
College of Medicine
New York, NY
dinar@auamed.net
Ramzy Husam Rimawi MD
Emory University
Department of Internal Medicine
Section of Pulmonary, Critical Care, Sleep & Allergy Medicine
Atlanta, GA
rrimawi@emory.edu
Emory University, Department of Medicine - Section of
Pulmonary, Critical Care, Sleep & Allergy Medicine
DOES ORDERING A BLOOD TEST STAT VS TIMED VS
ROUTINE REALLY MAKE A DIFFERENCE?
Purpose of Study: To determine the difference in collection
and laboratory processing time between blood specimens
ordered â€œSTATâ€• versus â€œtimedâ€• versus
â€œroutineâ€• when done by phlebotomy versus intensive
care unit (ICU) staff.
Methods: The current state in the surgical ICU at Emory
University Midtown Hospital requires all blood work to be
drawn by a centralized phlebotomy team. A randomized,
monocentric, prospective study was undertaken from June
1, 2017 through July 1, 2017 to compare the difference in
blood collection and laboratory processing times, whether
ordered STAT, timed, or routine, between our current
system (phlebotomy team) versus a model we created in
which the ICU healthcare staff drew blood work as well.
Results: When drawn by a centralized phlebotomist, the
average time needed to collect a STAT, timed, or routine
specimen was 74.9, 65.5, and 79.3 minutes, respectively.
When drawn by ICU staff, the average time needed to
collect a STAT, timed, or routine specimen was 22.2, 29.9,
and 34.6 minutes, respectively. The time required for the
laboratory to process a STAT, timed or routine sample was
68.3 minutes, 62.3 minutes, and 68.5 minutes.
Conclusion: Ordering a specimen as STAT or â€œtimedâ€•
utilizes alternative phlebotomy staff and can increase
healthcare costs. To date, this is the first study to examine
the difference in collection or processing time of a STAT,
timed, or routine specimen. Our study has shown that the
ordering label makes little impact in collecting and
processing time, whether done by a phlebotomist or ICU
staff. Providers should therefore avoid unnecessary STAT or
timed orders and utilize ICU staff for tests needed urgently.
In time, this may ultimately improve specimen prioritization.
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Shannon Lance BA
Shaikha, Zarya; Yang, Joanna; Xu, Lily D.O.; DeLauro,
Salvatore M.D.; Becker, Maureen D.H.Sc.; Smith, Marianne
M.D.
Northwell Staten Island University Hospital, Staten Island,
NY; City University Of New York College of Staten Island,
Staten Island, NY; Touro College of Osteopathic Medicine,
New York, NY
Northwell Staten Island University
A BRIDGE TO HELP: DEPRESSION SCREENINGS ON COLLEGE
CAMPUSES- A PILOT STUDY
Purpose: The purpose of this study is to determine to the
effectiveness of depression screenings among study
participants in a college campus wellness pilot study.
Methods: Eighteen College of Staten Island (CSI) Dolphin
Cove dormitory residents were recruited in October 2016. A
depression screening questionnaire (PHQ-2) was
administered to all participants. If participants scored a one
or higher they were subsequently administered a PHQ-9.
Participants scoring above a four on the PHQ-9 were
counseled regarding results and referred to the CSI student
health center for mental health services.
Results: 72% (13/18) of students tested positive on the PHQ2 depression screen and 83% (10/12) of students who were
subsequently administered PHQ-9 questionnaires were
referred to the student health center. 100% (10/10) of
students were compliant with student health center
referrals.
Conclusions: This pilot study supports the value of proactive
depression screenings for college students. Our process also
emphasized the importance of private discussions of positive
screening results to empower help-seeking behavior in
students. Our findings support the need for future studies of
global depression screenings on campuses.

Michael Mikula
H. Patel, A. Abukar, E. Philbin, M. Torosoff
Albany Medical Center
Effects of NSAID Use and Race on Heart Failure
Readmissions and Hospital Resource Utilization
Background: NSAIDs are widely used and have been shown
to cause renal dysfunction, elevated blood pressure, and
volume retention. In the setting of heart failure, these
adverse effects are especially deleterious. The effects of
NSAIDs on readmissions and hospital resource utilization in
patients with a heart failure diagnosis have not been well
investigated.
Material and Methods: Medical charts of 1551 consecutive
patients admitted with heart failure diagnosis to a single
tertiary center hospital during 2007-2016 were reviewed in
this IRB-approved study. There were 132 patients with
chronic NSAID use. Control group consisted of 173 age,
gender, race, diabetes, coronary artery disease,
hypertension, peripheral vascular disease, atrial fibrillation,
and severe renal insufficiency or hemodialysis matched
control subjects from the same cohort. Analysis of variance,
chi-square, and logistic regression analyses were used.
Results: NSAID patients experienced more readmissions
(17% vs. 4%, 2 or more readmissions, p<0.001 when
compared to controls) and longer cumulative length of stay
(15.9&#177;21.8 vs. 9.7&#177;12.9 days, p=0.002,
respectively). In multi-variable logistic regression analysis,
when adjusted for all recorded demographic variables and
co-morbidities, only NSAID use (HR 4.366, 95%CI 1.77210.757, p=0.001) and non-white race (HR 2.815, 95%CI
1.248-6.349, p=0.013) were associated with more than 1
heart failure readmission.
Compared to Caucasians, non-white patients were younger
(58.4&#177;11.5 vs. 68.7&#177;13.9 years old, p<0.001),
with lower LV ejection fraction (39.7&#177;14.6 vs.
43.9&#177;13.2, p=0.028, respectively), and with
significantly increased prevalence of end stage renal disease
or hemodialysis (19.1% vs. 8.4%, p=0.013, respectively).
Non-white patients experienced more readmissions (20.6%
vs. 6.8%, 2 or more readmissions, p=0.003 when compared
to Caucasians) and numerically longer cumulative length of
stay (15.9&#177;26.2 vs. 11.4&#177;14.1 days, p=0.062,
respectively).
Conclusions: NSAID usage is associated with more frequent
heart failure readmissions and increased hospital resource
utilization. When adjusted for demographic variables, comorbidities, and NSAID use, race remained an important
predictor of heart failure readmission. Future studies of this
important subject are warranted.
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Justina Ray
Dawei S. Wei B.S. (Vanderbilt University School of Medicine,
Nashville TN) Nancy J. Brown M.D. (Vanderbilt University
School of Medicine, Nashville TN)
Vanderbilt University School of Medicine
INCREASING INSULIN SENSITIVITY IN PREDIABETIC
PATIENTS BY INHIBITING SOLUBLE EPOXIDE HYDROLASE
(sEH)

Ziv Schwartz , MHA
Morton Coleman
Jennifer P Toyohara
Paul D Freedman
Cynthia Magro
Weill Cornell Medicine
Oral Lymphomatoid papulosis type C: A diagnostic pitfall,
often confused with T-cell lymphoma

Background: One in three American adults has prediabetes,
which increases their risk of developing diabetes mellitus type 2,
as well as comorbidities including cardiovascular and renal
diseases. In rodents, epoxyeicosatrienoic acids (EETs),
cytochrome P450 metabolites of arachidonic acid, are known to
decrease blood pressure, inflammation and pain, and increase
insulin sensitivity. Unfortunately, EETs are rapidly hydrolyzed by
the enzyme soluble epoxide hydrolase (sEH) into functionally
less active dihydroxyeicosatrienoic acids (DHETs). sEH inhibition
is known to increase endogenous EET concentrations, and our
group recently found that circulating EETs increase insulin
sensitivity in both mice and humans. Despite recent
characterization of EET concentrations and sEH activity in
rodent tissues and human plasma, these molecules have never
before been measured in human insulin-sensitive tissues.
Methods: EETs, DHETs, EpOMEs* and DiHOMEs* (*metabolites
of linoleic acid, also hydrolyzed by sEH) were extracted from
plasma, adipose tissue and muscle of overweight or obese
prediabetic individuals and quantified by negative
ESIâ€“LC/MS/MS using stable isotope labeled internal
standards. sEH activity in these samples was measured as the
rate of conversion of pharmacological EETs to DHETs, and
EpOMEs to DiHOMEs.
Results: Our assays successfully measured three isomers of EETs
and DHETs (14,15, 11,12 and 8,9) and two isomers of EpOMES
and DiHOMEs (10,11 and 12,13) in human adipose tissue and
muscle for the first time. Consistent with studies in human
plasma, EpOMEs and DiHOMEs were measured in adipose and
muscle in concentrations 100-1000x greater than those of EETs
and DHETs. EET and DHET concentrations were comparable in
mice and human adipose tissue, with significant differences
seen only in 8,9-EET levels and 14,15-DHET levels (p<0.05). We
found a positive correlation between DHET/EET ratios and sEH
enzymatic activity for all isomers, as hypothesized, except 8,9DHET/EET, and we observed strong positive correlations for
metabolite concentrations and sEH enzymatic activity between
human plasma and adipose tissue. Finally, we found a
correlation between patient BMI and sEH activity in adipose
tissue, consistent with our knowledge that obesity is a risk
factor for insulin resistance.
Conclusions: Our data show for the first time that EETs and sEH
activity are measurable in human adipose tissue and muscle.
Along with past data, this suggests that pharmacological
inhibition of sEH activity is a feasible and promising approach
for increasing insulin sensitivity in insulin-resistant individuals.
Further, we can conclude that sEH activity in plasma can be
used as an accurate biomarker of the enzymeâ€™s activity in
insulin-sensitive tissues, requiring only a blood test and not an
adipose biopsy for monitoring.

Eosinophilic ulcer of the oral mucosa (EUOM) is a rare,
benign, self-resolving lymphoproliferative disorder, which
typically presents with asymptomatic to mildly tender ulcers.
Histological findings of EUOM are characterized by a
polymorphic infiltrate with many eosinophils often
extending into the underlying muscle. Although this entity is
well documented within the dental literature, it is not well
known to physicians. The pathogenesis of the condition is
unclear, although reports dating back to 1997 suggest that
at least a subset of EUOM represents CD30 positive
lymphoproliferative disorder (CD30 + LPD). More specifically
the original report and subsequent authors suggest that the
patients fall on the spectrum of CD30 + LPD most
reminiscent of Lymphomatoid papulosis (LyP) seen in the
skin. This oral variant of LyP would be expected to have the
same diverse morphologic spectrum as that seen in
cutaneous LyP. We present five EUOM patients whose
biopsies showed an atypical lymphocytic infiltrate most
compatible with Type C LyP, a histologically unique subset of
LyP, reminiscent of the biopsy findings encountered in the
reported case by Ficarra and co-workers. (Ficarra, et al.,
1997) In four of the five cases, the biopsies were interpreted
by expert hematopathologists as an aggressive form of
peripheral T cell lymphoma resulting in recommendations to
administer systemic chemotherapy to four of the patients,
the scheduling of one patient for induction therapy and
transplantation before revision of the diagnosis, and
administration of chemotherapy to one of the patients. The
natural clinical course of spontaneous regression refuted the
original diagnoses as a form of aggressive peripheral T cell
lymphoma. Recognition of oral LyP is critical to avoid
inadvertent exposure to potentially toxic chemotherapeutic
regimens intended for the treatment of high grade
lymphoma.
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Rida Sikander
Taha Qarni , Ashhar Ahmed, Sana Sikander, Niket Sonpal MD
Kingsbrook Jewish Medical Center
Taking Off the Training Wheels in Medical School
Background: According to American Board of Internal
Medicine (ABIM) guidelines, residents should have been
involved in at least five instances of each
of the following procedures: cardiopulmonary resuscitation
(CPR), arterial blood gases (ABGs), phlebotomy, and placing
intravenous (IV) lines. Clinical rotations are a time for
medical students to gain experience with hands-on
procedures that are commonly encountered during
residency. However, many students enter residency feeling
unready to do common procedures, so in this study, the
aim was to determine what procedures clinical students
were commonly gaining practice with to investigate their
preparedness for residency.
Methods: Medical students at 11 different schools were
emailed a link to a digital survey. The survey queried how
many times student had been involved with common
procedures. Procedures included were placing IV lines,
phlebotomy, ABGs, suturing, CPR, bag mask ventilation,
Foley catheter insertion, and incision/drainage (I&D) of
abscesses.
Results: 121 responses were initially collected; 8 were
excluded because they were completed by medical school
graduates, and a further 8 responses were excluded because
the students were not in clinical rotations. Of the included
105 responses, 52 were completed by third-year medical
students and 53 by fourth-year medical students. 91.4% had
completed core rotations in at least internal medicine, and
65.7% had completed core rotations in at least surgery.
For each procedure, students were dichotomized into having
never done the procedure, or done it at least once.
Phlebotomy and suturing were the procedures that the
largest proportion of eligible students had done at least
once, with 71.4% and 66.6% respectively. The remaining
procedures with proportion of students having done them at
least once are as follows: IVâ€™s (59.0%), CPR (54.3%), Foley
catheter insertion (52.4%), and bag mask ventilation
(49.5%). The least commonly done were I&Ds (45.7%) and
ABGs (49.5%). The average total number of the listed
procedures done by each student was 13.3.
Discussion: The survey results indicate that clinical students
have good exposure to certain procedures such as
phlebotomy in working towards the ABIM guidelines.
Students also showed a moderate degree of exposure to IV
placement, CPR, and Foley catheterization. However, in
general, the rates of procedure exposure is less than desired
overall (especially for ABGs and I&Ds),and begs the question
of whether students are getting the practice they need prior
to residency. This data will be utilized in conjunction with
medical schools and hospitals to further improve the quality
of clinical rotations.

Ida Suen MD
Christopher Chum, DO, Mohammad Choudhry, MD, Nataliya
Mikhelzon, MD, Ajay Hira, Michael D. Bernstein, MD, FACG
Coney Island Hospital
Daily Coffee Promotes Sustained Viral Response in HCV
Infected Patients
Background
Chronic hepatitis C virus (HCV) infection can progress to
severe liver disease including cirrhosis and hepatocellular
carcinoma. There are 150,000 new cases of HCV infection
diagnosed annually in the United States. Elimination of the
virus is determined by attainment of a Sustained Viral
Response (SVR) . SVR is defined as maintenance of
undetectable HCV RNA by PCR for six months after
completing anti-viral therapy and now classified as three
months with newer forms of therapy. Coffee consumption
has been associated with reduced incidence of chronic liver
disease, liver cancer, a lower rate of disease progression and
viral loads in patients with HCV. Such effects are also seen
similarly with tea. We hypothesize that daily caffeine intake
will lead to lower initial viral loads and higher sustainment of
SVR.
We also believe that these effects can also be seen with
other forms of intake that is composed of caffeine.
Method
A prospective observational study was designed to
determine if daily caffeine intake is associated with higher
achievements of SVR in HCV infected patients on antiviral
therapy including Peg interferon-Ribavarin and Direct acting
antivirals (DAA). Study participants were patients of Coney
Island Hospital Hepatology clinic. Patients over the age of 21
years and with HCV infection were enrolled. Patients with all
other forms of hepatitis and liver disease unrelated to HCV
were excluded. Data was collected via a XX-tem
questionnaire. High viral was defined as >800,000 IU/ml and
the degree of liver disease determined by either liver biopsy
or Fibrosure lab testing.
Results
Data acquisition is still being actively processed with a target
sample size of 316 patients that would provide a 97% power.
Currently 17 patients are enrolled for which preliminary
results reveal 10 patients with SVR and 7 who did not attain
SVR. There were 13 pts who had frequent coffee intake for
which 8 revealed low viral loads prior to therapy
Conclusion
Current data demonstrates a trend towards a lower initial
viral load and higher SVR in pts who had caffeine intake on a
consistent basis. Further data analysis is to be determined
based on SVR among different Genotypes and their degree
of liver fibrosis .
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Touro College of Osteopathic Medicine
RATE OF PANCREATIC PSEUDOCYST IN PANCREATITIS
ACCORDING TO ETIOLOGY
Purpose for Study:
To evaluate the rate of pancreatic pseudocyst in patients with
pancreatitis in our population with high rates of alcohol abuse and
to compare patients with pancreatic pseudocyst to the overall
patients with pancreatitis and gender distribution.
Methods:
Chart review of patients from an urban community hospital, as a
quality improvement project from January 2010 to May 2017. Using
ICD 9 code for pancreatitis patients with the diagnosis of
pancreatitis were selected and their charts reviewed for clinical
data, demographics and imaging results. Main outcome was rate of
pancreatic pseudocyst formation and subsequent complications.
Summary of Results:
Four hundred forty patients with pancreatitis were identified, of
which 21 patients (4.8%) had pancreatic pseudocysts. Overall, 263
patients (59.77%) with pancreatitis were male and 177 patients
(40.23%) with pancreatitis were female. There were 17 male
patients with pancreatic pseudocyst (80.95%) and 4 female patients
with pancreatic pseudocyst (19.05%).
Overall, the age range of pancreatitis patients was 3 to 92 years and
the median age was 46 years. The age range of pancreatic
pseudocyst patients was 26 to 72 years and the median age was 49
years. The etiologies of the pancreatitis of the pseudocyst patients
were: 11 Alcohol (52.4%), 4 Unspecified/Undetermined (19%), 2
Gallstone (9.5%), 2 Post-ECRP (9.5%), 1 Post-surgical procedure
(4.8%), and 1 Hypertriglyceridemia (4.8%). The location of the
pancreatic pseudocysts was as follows: 7 Solely Pancreatic Head
(33.3%), 9 Solely Pancreatic Tail (42.9%), 2 Solely Pancreatic Body
(9.5%), 1 Extending from Pancreatic Body to Tail (4.8%), and 2
Pancreatic Body and Tail (9.5%).
Overall, 277 patients with pancreatitis abused alcohol. Of these 277
patients, 207 patients (74.7%) were male and 70 patients (25.3%)
were female. Of the 21 pseudocyst patients, 2 patients (9.5%)
abused alcohol and had gallstones, 16 patients (76.2%) abused
alcohol but didnâ€™t have gallstones and 3 patients (14.3%)
didnâ€™t abuse alcohol or have gallstones.
All 17 male patients with pseudocyst (80.95%) were alcohol abusers
and 1 female patient with pseudocyst (4.8%) was an alcohol abuser.
One patient (4.8%) with pancreatic pseudocyst had a pseudocyst
rupture as a complication.
Conclusions:
Alcohol abuse appears to result in the formation of pancreatic
pseudocyst more than the presence of gallstones in patients with
pancreatitis. Male patients were the majority of pancreatitis
patients (59.77%) and the majority of pancreatic pseudocyst
patients (80.95%). Increased emphasis on alcohol abuse counseling
as well as monitoring for the formation of pancreatic pseudocysts in
patients with pancreatitis due to alcohol abuse might be useful
intervention to avoid complications. This study is limited due to
small sample size and results are from one center with large number
of patients with high alcohol abuse as well as the lack of follow up
and images for all patients.
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Elsabeth Asare MD, Kenneth Roistacher MD, Nathan
Rothman MD.
St. John's Episcopal Hospital
Amphoric Sounds of the Missing Lung. A Case of
Autopneumonectomy.
Cavitation and fibrosis are the end results of caseous
necrosis in tuberculous and nontuberculous mycobacterial
pulmonary infections. The lung destruction can be so
extensive that fibrosis and cavities replace the entire lung,
the process called autopneumonectomy (APE). This case
report describes APE in Mycobacterium Avium Complex
(MAC) infection with a large air-filled cavity replacing the
whole lung. A 76-year-old man presented to the emergency
department complaining of progressive shortness of breath
of one-month duration, cough with small amount of
yellowish sputum, generalized weakness, weight loss and
poor appetite. Past medical history of pulmonary MAC
infection, first diagnosed at age of 67. He was treated with
appropriate therapy at that time and was lost to follow-up.
Never smoked but was a construction worker. No surgeries.
On physical examination, he was afebrile, tachycardic (118
beats/min) and tachypneic (20 breaths/min). Oxygen
saturation was 92% on ambient air. He was cachectic and in
mild respiratory distress. On percussion of the right
posterior chest, tympanic sound was elicited. Amphoric
sounds were heard in the same area on auscultation. Rales
were noted in the left chest. Laboratory work showed mild
leukocytosis. Chest radiograph and CT scan revealed a large
air-filled cavity in place of the right lung. Right pleura was
diffusely abnormal and thickened. Left lung was hyperexpanded with multifocal bronchiectasis and opacities. Left
lower lobe consolidation noted with small left pleural
effusion. The radiograph was compared to the one from
nine years ago, which only had multiple opacities in the right
lung with some fibrosis. Patient was placed in airborne
isolation and sputa for AFB and regular culture were sent.
Presumptive diagnosis of reactivated MAC infection was
made. The patient was placed on anti-MAC treatment and
therapy for possible concurrent community-acquired
pneumonia (CAP). Three sputum samples came back smear
positive for AFB. Polymerase chain reaction for
Mycobacterium tuberculosis was negative and airborne
isolation was discontinued. The culture grew MAC. With
therapy, the patient’s constitutional and pulmonary
symptoms improved. Within nine years, the insidious MAC
infection caused the affected lung to be completely replaced
with an air-filled cavity. There have been case reports of
patients with APE being asymptomatic until a pathologic
process developed in the remaining lung. The reactivation of
MAC and possible superimposed CAP made the patient seek
medical attention. Given public health concerns, the patient
was placed in airborne isolation until pulmonary tuberculosis
could be excluded. Cases of coexistence of MAC and
Mycobacterium tuberculosis infections had been reported.
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Ali Al-Dabbagh MD
Danielle Gallo, Jordon Howe, Julia Orsatti, Sunil Kongara,
Raad Al-Shaikli, Daniela Levi
MONTEFIORE MOUNT VERNON
THE INSUFFICIENCY OF COLONOSCOPY IN DEFINITIVE
EXCLUSION OF COLORECTAL CANCER: A CASE REPORT AND
ARTICLE REVIEW OF MEDULLARY CARCINOMA OF THE
COLON
The Centers for Disease Control and Prevention (CDC) statistics
show that colorectal carcinoma is the second leading cancer
killer in the United States. Because early diagnosis can lead to
cure, CDC recommends colorectal cancer screening and
prevention by providing surveillance guidelines. We report a
case of an African- Caribbean patient who was diagnosed with
Medullary Carcinoma of the Colon (MCC) after three years of
symptomatic anemia and a negative workup for colon
carcinoma including colonoscopy. We discuss the characteristics
and challenges that are faced making this diagnosis and also
suggest a modified approach to negative surveillance.
A 58-year-old Jamaican female of African descent presented
with progressive weakness and fatigue for two months. The
patient carried a diagnosis of familial iron deficiency anemia
made three years prior to this presentation after undergoing
extensive workup including negative colonoscopy. Upon
admission, the patient was found to have a negative stool
guaiac, with a hemoglobin level of 5.5. Upon further
investigations, a computed tomography (CT) revealed a cecal
mass and surrounding lymphadenopathy. Colonoscopy was
done and showed infiltrating ulcerated mass. The patient
underwent surgical resection. Initial pathology reported a highgrade carcinoma, consistent with poorly differentiated
adenocarcinoma. Biochemical analysis showed markers positive
for microsatellite instability (MSI) consistent with Medullary
Carcinoma of the Colon.
Our patient’s history of chronic anemia in the setting of
negative colonoscopy and stool guaiac highlights the possibility
of missing the disease when in its early stages. Literature review
indicates that medullary carcinoma of the colon is a rare and
slow growing cancer, which is less likely to affect patients of
Afro-Caribbean descent. Typical presentation for MCC is in
females; it can include anemia, weight loss, bowel obstruction,
and changes in bowel habits. The proximal colon is the most
commonly involved site. Formerly classified as poorly
differentiated adenocarcinoma, it lacks gland formation and can
resemble both neuroendocrine tumors and high-grade
lymphomas making the diagnosis challenging. MCC is a rare
subtype of colorectal cancer characterized by its unique
histology and immunochemical markers. MCC also has good
response to chemotherapy. Missing a cancerous polyp after a
colonoscopy has been documented. The insidious growth
pattern of this cancer and characteristic MSI presence suggests
that in a high suspicion of colon cancer on negative
colonoscopy, a more comprehensive workup and frequent
follow up than the routine guidelines recommendations should
be considered. This, in general, includes stool DNA testing,
repeating colonoscopy, tumor markers, and fecal
immunochemical test.
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Bassett Medical Center
Pembrolizumab associated Colitis
Introduction
Pembroliumab is an anti-PD-1 Monoclonal Antibody recently
approved for various malignancies, including melanoma and
non-small cell lung cancer, with positive PD-1 markers and
has been associated with improved survival. It has several
potential side effects involving the gastrointestinal tract
ranging from decreased appetite and diarrhea to immune
mediated colitis.
Case report
A 70 year old male with a history of Coronary artery disease
and Stage IV adenocarcinoma of the right lung with liver and
cerebellar metastases presented with bloody diarrhea. He
reported 4-5 bloody bowel movement a day associated with
abdominal cramping but no fever or chills. He was recently
treated with antibiotics for toe osteomyelitis and reported a
20 pound weight loss over the last few months. Medications
include pembrolizumab for his lung cancer. On examination
he was afebrile and normotensive. Abdominal exam was
unremarkable. Labs revealed hemoglobin 11.2 mg/dl,
hematocrit 34.1 and white blood cell 6000.Extensive stool
testing including ova/parasite and Clostridium Difficile toxin
were negative. Serum and liver chemistries were also
unremarkable. Colonoscopy revealed pan-colitis with diffuse
ulcers and erythema. Biopsy revealed active chronic colitis
without dysplasia. Given his presentation and colonoscopy
findings pembrolizumab induced colitis was suspected and
he was started on high dose steroids with marked
improvement in his diarrhea.
Conclusion:
Pembrolizumab associated immune colitis can occur as early
as 10 days after starting therapy and usually presents as
bloody diarrhea. Most patients respond well to high dose
steroids, 1 mg/kg/day, for seven days. Severe cases,
refractory to steroids, may require termination of drug
therapy. In a growing era of new anti-neoplastic agents
attention should be paid to potential unique side effects, as
timely and appropriate intervention may allow continuation
of anti-neoplastic therapy with a survival benefit. In this case
the patient was treated with high doses of steroids with
marked improvement in his symptoms.

Gabriela Andries MD
Daniel Elefant MD, Ami Trivedi, Arun Kumar MBBS
New York Medical College at Westchester Medical Center
MANDIBULAR AMELOBLASTOMA AND
THROMBOEMBOLISM
Introduction
Acquired venous thromboembolism (VTE) is known to be
associated with malignancy. Although the incidence is low, VTE
has been reported in head and neck cancer but it is unclear in
benign tumors of the head and neck. We present a case of
spontaneous extensive VTE in a patient with histologically
confirmed ameloblastoma and no other identifiable risks.
Case Detail
A 76-year-old Haitian man with no significant medical history
and a previous smoking history presented to local ENT clinic for
evaluation of a right mandibular mass. The mass has been
growing slowly for the past 2 years, with sudden increasing size
over the last 15 days. The mass started to erode his gums and
teeth, causing ulceration with intermittent bleeding. He
reported a 3-week history of dyspnea on exertion and chest
pressure. He was admitted electively for a planned surgical
biopsy. He underwent cardiac work-up as part of pre-operative
risk stratification. Echocardiography revealed elevated
pulmonary artery pressure of 73 mmHg with normal left
ventricular ejection fraction and right ventricular function. CT
scan of chest revealed extensive bilateral pulmonary emboli (PE)
and lower extremity sonogram demonstrated occlusive deep
vein thrombosis (DVT) of bilateral popliteal veins. Patient was
placed on a heparin drip, but administration was frequently
interrupted due to development of severe bleeding from the
oral ulcers requiring transfusions. Due to difficulties in
anticoagulating the patient, an inferior vena cava filter was
placed and patient was placed on lovenox 48 hours later when
bleeding was slowed. Pathology revealed areas of keratinization
replacing stellate reticulum and cystic follicles filled with
keratinized epithelium, consistent with the acanthomatous
variant of ameloblastoma.
Discussion
Ameloblastoma is a rare benign tumor of the jaw that is
odontogenic in origin and often locally aggressive.
Acanthomatous type is one of the rarest variants. This tumor
can occur at any age, has a higher prevalence in men, and is
treated with surgical resection. One case series reported the
development of DVT in one patient, however it occurred after
the mandibular reconstruction surgery. To our knowledge, there
has never been a case report regarding the spontaneous
development of preoperative VTE in a benign ameloblastoma
patient as described here. VTE is often described as a
complication of malignancy due to the production of
procoagulant factors by cancer cells. There are limited reports
of VTE in benign tumors, especially in patients with older age,
larger tumor size and obesity.
Conclusion
In a patient presenting with a mass or tumor of any origin, a
physician should consider a lower threshold to evaluate for VTE
with appropriate clinical signs and symptoms.
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Impact of Standard Mean Arterial Pressure on Acute
Kidney Injury in Patients with Shock according to Age
Groups
Background: Management of mean arterial pressure (MAP)
to a target value is crucial in shock. Recent studies advocate
the use of higher MAP target in patients in shock who are at
risk of developing acute kidney injury (AKI). However, there
is limited clinical data to support this approach. Our
objective was to compare the AKI outcome in patients with
shock according to age and the achieved MAP.
Methods: We performed a retrospective chart review of
patients admitted to the Intensive Care Unit (ICU) of one
tertiary care center from Jan 2012 to May 2015. We
obtained three MAP readings per day for the first three ICU
days (D 0,1,2), with one mean value per day. Patients were
stratified into three MAP groups (65-70,70-75 and 7580mmHg). Patients were also grouped according to age (less
than 60 year of age and equal or more than 60 year of age).
The study’s primary outcome was the incidence of AKI
according to both age and MAP.
Results: Our sample size included 255 patients (104 were
less than 60 year of age, 151 were equal or more than 60
year of age). The incidence of AKI was higher in older
patients (75.5%) compared to younger ones (69.2%). The
incidence of AKI was similar regardless of the achieved MAP.
Within each age group, MAP did not have an impact on the
incidence of AKI (incidence of AKI in patients aged less than
60 years on D0: 86.6% in MAP 65-70 mmHg, 73.9% in MAP
70-75 mmHg, 78.9% in MAP 75-80 mmHg, p=0.65; Incidence
of AKI in patients aged 60 years or above on D0: 67.8% in
MAP 65-70 mmHg, 76% in MAP 70-75 mmHg, 75% in MAP
75-80 mmHg, p=0.81). Furthermore, there were no
statistically significant differences in the incidence of AKI for
all age and MAP groups on all studied days (D0, D1, D2).
Conclusion: Older adults with shock have a higher incidence
of AKI compared to younger patients, with no associated
reduction in AKI incidence with higher MAP. Larger studies
are needed to confirm whether a more conservative MAP
target achieves the similar AKI outcomes compared to a
higher, more aggressive one.
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A Case of Hirschsprung Disease in an Adult Male
Hirschsprung disease (HD) is usually diagnosed early in
childhood, but can rarely manifest in later childhood (age >
10 years old) or adulthood. Complications of HD include
bowel obstruction, bowel necrosis, bacterial overgrowth and
infection from stool stasis. Our case highlights the need for a
high index of suspicion for HD in patients with chronic
constipation without a clear medical etiology, in order to
avoid long term complications.
A 42-year-old man with a past medical history of chronic
constipation presented with abdominal pain, nausea,
vomiting, and diarrhea for 4 days. He had similar episodes in
the past requiring intravenous fluids during Emergency
Department visits. On physical examination, the patient had
hypoactive bowel sounds, abdominal distention, and stool in
rectum. Computed tomography of the abdomen/pelvis
revealed severe constipation and dilated rectosigmoid colon
measuring 19 cm. The patient was placed on an extensive
bowel regimen with moderate stool clearance. He refused
elective colon resection or biopsy. Follow-up imaging
showed decreased stool content. He was discharged home
on Miralax twice a day and Linzess daily, with adequate
bowel movements. Outpatient colonoscopy demonstrated
erythematous rectal mucosa with a hyperplastic polyp.
Outpatient anorectal manometry showed normal resting
and squeeze pressures and an absent rectal sensation and
recto-anal inhibitory reflex suggestive of HD. The patient
eventually became amenable to a rectal biopsy that
revealed aganglionic neural bundles on S100 immunostatin
stain consistent with a diagnosis of HD.
In 75% of cases, the rectosigmoid is the affected colonic
segment and in 10% there is total aganglionosis of the colon.
Usually, symptoms present within the first year of life and
account for 80% of cases; late diagnosis is often consistent
with ultra-short segment hirschsprung disease (USHD),
which lacks increased acetylcholinesterase in the mucosal
layers when compared to HD. Anorectal manometry is a
reliable tool to aid in the diagnosis of HD with specificity and
positive predictive value of 97% and 95 % respectively when
combined with rectal biopsy. There is controversy
surrounding the diagnostic criteria for USHD. Some believe
the criteria should be modified to include =4 cm of
aganglionosis; this would help define proper biopsy
technique and decrease recurrence from insufficient
resection. This area of contention warrants further study.
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HYPEREOSINOPHILIC SYNDROME/ CHRONIC EOSINOPHILIC
LEUKEMIA WITH SUSPECTED CARDIAC INVOLVEMENT

Gaurav Bhardwaj MD
Richa Bhardwaj, MD; Arun Gautam, MD; Harish Guddati MD
Montefiore Medical Center
ANTICOAGULATION THERAPY (AT) FOR PORTAL VEIN
THROMBOSIS (PVT) IN LIVER CIRRHOSIS: A DILEMMA TO
TREAT

Hypereosinophilic syndromes (HES) are a rare group of
myeloproliferative disorders characterized by a persistently
elevated absolute eosinophil count (>1.5 x 109/L) with evidence of
organ involvement, usually the skin, heart, lung and nervous system.
Historically, HES was classified as idiopathic or secondary, due to
parasitic infections, allergic reactions, autoimmune disorders and
malignancies. However, the recent identification of the clonal
molecular genetic rearrangement, FIP1L1-PDGRa fusion gene, has
led to the reclassification of HES as chronic eosinophilic leukemia
(CEL). As such, patients previously thought to have Idiopathic HES
may actually have CEL. The product of FIP1L1-PDGRa is an imatinibsensitive protein tyrosine kinase, which allows the use of targeted
therapy.
A 28-year-old man of Caribbean descent with no known comorbidities presented to the infectious diseases clinic with a 3month history of recurrent painless oral and genital ulcers. Acyclovir
was given by his PCP with no improvement. Besides having Herpes
labialis years ago, he denied penile discharge, lymphadenopathy,
fever, night sweats or weight loss, current drug use or allergies,
alcohol or tobacco use. Complete blood count was normal except
for eosinophilia (absolute eosinophil count of 2.96 x109/L),
confirmed with repeat study. Serologic studies for HIV, Hepatitis A
& B, HTLV I/II and Syphilis were negative. HSV Ig G was positive.
Cultures from the oral and penile ulcers were negative for HSV.
Stool studies for ova, cysts and parasites, and serology for
Strongyloides, ANA, anti-neutrophil cytoplasmic antibody, and
rheumatoid factor were negative.
The finding of eosinophilia without an obvious infectious cause
prompted referral to the Hematology service. At the time, he had
healed tongue ulcers, no other abnormalities on examination.
Blood film revealed normal red cell morphology and predominance
of eosinophils. Molecular testing of peripheral blood revealed
FIP1L1-PDGRa rearrangement, which confirmed the diagnosis of
HES/CEL. Chest CT was unremarkable. Transthoracic echography
finding moderate concentric left ventricular hypertrophy with a
normal ejection fraction and so, Prednisone 1mg/kg/d (80mg) was
given, along with Imatinib 400mg po daily. Prednisone was
discontinued after 2 weeks and Imatinib lowered to 200mg given
the resolution of eosinophilia (0.11 x109/L).
This case highlights several pertinent points. In a young patient of
Caribbean descent, as in this case, an infectious etiology is usually
the first to be considered as a cause of eosinophilia but once ruled
out other etiologies must be explored. HES should be considered in
a patient with mucosal ulcers and hypereosinophilia. Patients with
FIP1L1-PDGRa positive HES/CEL have been found to have more
extensive organ involvement. End-organ damage is the most feared
complication of HES/CEL, most notably cardiac dysfunction which is
a major cause of morbidity and mortality. Rapid and complete
hematologic, cytogenetic and molecular responses have been seen
with Imatinib, which targets FIP1L1-PDGRa and has led to improved
patient outcomes.

The prevalence of non-neoplastic PVT in patients with liver
cirrhosis ranges from 8.4% to 15% and is higher in patients with
more severe liver disease. Anticoagulation therapy for PVT in
cirrhotic individuals is associated with complete recanalization
rates between 33% and 45% after 6 months. Anticoagulation is
a challenging therapy in individuals with liver cirrhosis because
of the well-recognized coagulation abnormalities observed in
that setting and because of the increased risk of bleeding,
especially from gastrointestinal tract caused by portal
hypertension.
Case descrption:
76 year old woman with past medical history of NASH induced
liver Cirrhosis with portal hypertension, esophageal varices,
Spontaneous bacterial peritonitis, Hypertension presented after
worsening bilateral leg swelling and abdominal distension.
Physical examination was remarkable for a non-tender,
distended abdomen with bilateral shifting dullness with pedal
edema. Labs showed sodium 141, potassium 4.5, BUN 12,
creatinine 0.59, alkaline phosphatase 98, AST 43, ALT 27,
albumin 3.1, total bilirubin 1.3, Hemoglobin 12, hematocrit 35,
INR 1.4, PTT 12. CT abdomen and pelvis with IV contrast
revealed acute non-occlusive thrombus in the main portal vein
and right portal vein with occlusive thrombus in the posterior
right portal vein along with moderate ascites and bilateral
pleural effusion. An US Doppler of hepatic vessels was done and
it was consistent with the CT findings and demonstrated
hepatofugal flow within the portal venous system. Patient was
initiated on anticoagulation with unfractionated heparin with a
PTT of 81. The following day patient had an episode of
hematemesis and melena with a drop in hemoglobin and
hematocrit. Heparin drip was discontinued and patient was
scheduled for an emergent upper
esophagogastroduodenoscopy (EGD) which showed three
columns of grade II esophageal varices with red wale sign status
post placement of 6 bands with complete control of bleeding.
Patient remained clinically stable with no more episodes of
gastrointestinal bleeding and had an uneventful stay in the
hospital. A decision was made to hold the anticoagulation until
a repeat surveillance EGD in 3-4 weeks.
Discussion:
Anticoagulation is considered the therapy of choice in patients
with non-cirrhotic portal vein occlusion but concerns of AT for
PVT in patients with liver cirrhosis are founded on the high risk
of bleeding related to clotting impairment and portal
hypertension. In the setting of decompensated cirrhosis it is
necessary to show convincing and definitive safety of AT before
starting therapy of PVT. It is preferable to screen for varices
before starting anticoagulation and endoscopic variceal ligation
(EVL) should be performed if patient has grade II or grade III
esophageal varices prior to starting AT. More data are needed
to make evidence-based recommendations on the use of these
agents in patients with acute PVT, particularly for those with
cirrhosis and portal hypertension.
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A Therapeutic Dilemma in Treating Rheumatoid Arthritis
Flare in Overlap RA-SCD
Rheumatoid arthritis and sickle cell disease (RA-SCD) have
been rarely described together. In our experience, these two
entities are found at a prevalence (0.94%) similar to that
observed for rheumatoid arthritis in the general population
(0.5% - 1%)[1]. The mainstay of therapy for sickle cell
requires fluids, analgesia, and emergent transfusions if
severe. In contrast, rheumatoid arthritis flares are treated
with steroids. The management of acute joint pain in RA-SCD
patients is challenging as glucocorticoids have been reported
to cause rebound vaso-occlusive crisis (VOC). We describe
two cases where this specific dilemma was encountered.
Case 1- 26 year-old woman with established RA-SCD
presented with subacute bilateral knee pain and swelling
worse on the right. Patient was diagnosed with RA years ago
in her native country. Four months prior to presentation
patient was put on a 40mg to 10mg prednisone taper and
methotrexate. She endorsed adherence to her RA
medications and was not on hydroxyurea. Physical exam
demonstrated swelling of the knees. Initial laboratory
studies were not suggestive of acute hemolysis. Given this
presentation, RA flare was suspect as compared with VOC.
Patient received 500mg IV methylprednisolone followed by
40mg of prednisone daily with significant improvement in
her pain. Three days after steroids were started, she
developed bilateral hip and back pain consistent with her
sickle cell crisis. Hemolysis labs also echoed a sickle cell
crisis. Patient’s crisis was treated with hydration and opiates
with discharge after 11 days.
Case 2- 22 year old woman with recently established RA-SCD
on the inpatient rehab service begins to complain of bilateral
wrist pain and swelling. Patient endorsed compliance with
recent 20mg prednisone taper as well as hydroxyurea.
Physical exam demonstrated bilateral swollen wrists. Pain
was not consistent with her typical crises and labs were not
suggestive of hemolysis. Patient was given
methylprednisolone 500mg IV followed by 40mg prednisone
daily for a suspected RA flare. Three days after receiving
steroids, she developed diffuse generalized body aches and
pruritis on her arms, face, and chest. Hemolysis labs echoed
a sickle cell crisis. Patient’s crisis was treated with hydration
and opiates with discharge after 10 days.
Although a rare entity, treating RA flares in patients with
sickle cell disease poses a unique challenge. From
assessment of our patients’ disease course, we were
intrigued to observe improvement of RA flare followed by
acute sickle crisis. Literature search identified that a rebound
pain crisis, although rare, has been documented in pediatric
populations [2,3]. Given conflicting published results, there
is still no consensus on the net effect of these medications in
sickle cell crises [4,5]. Our series will remind clinicians to be
mindful of high dose systemic steroid use in RA flares in this
niche population.
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A missed case of common presentation of
hemochromatosis with diabetes mellitus, complicated by
cirrhosis leading to hepatoma
Introduction: We present a case of diabetes mellitus (DM)
diagnosed as type 2 in a young obese patient on routine
examination who later developed liver cirrhosis. Further workup
revealed hemochromatosis and its common presentation as
diabetes mellitus was missed, with delay in diagnosis leading to liver
cirrhosis and subsequent hepatoma formation.
A 54-year-old male was referred to Endocrinology for uncontrolled
diabetes mellitus type 2 (diagnosed 15 years ago, sub-optimal
control with metformin, A1C 9.8%). Past medical history was noted
to be significant for chronic stable mild thrombocytopenia, alcohol
abuse and hepatic steatosis. Family history was significant for DM in
several family members. Physical exam revealed no complications of
DM and no hepatosplenomegaly. Labs showed elevated AST-75
(Normal (N): 17-59U/L), ALT-93(N: 21-72U/L), alkaline phosphatase354 (N: 38-125U/L) and thrombocytopenia of 88K (N: 140-425K).
Elevated liver enzymes were presumed to be from alcohol abuse.
Labs 5 months later showed persistently elevated AST-81, ALT-93,
alkaline phosphatase-349, and GGT-1756 (N: 8-78U/L). CT abdomen
showed hepatic steatosis, mild enlargement of spleen and
nodularity concerning for evolving cirrhosis. A follow-up abdominal
ultrasound 3 months later showed 2 small hypoechoic liver lesions,
suspicious given background of cirrhosis. Workup for hepatitis A, B
and C, HIV -1, HIV-2, ANA, AMA, alpha-1 antitrypsin deficiency,
Wilson’s disease, and celiac disease was negative. Iron panel
showed TIBC-244(N: 250-450ng/dl), ferritin-1735(N: 20-400ng/dl),
iron-227 (N: 50-150ug/dl) raising suspicion for hemochromatosis
and AFP was elevated to 15, suspicious for hepatocellular carcinoma
(HCC). MRI abdomen showed a 1.4 cm nodule with arterial
enhancement and washout, cirrhosis with portal hypertension and a
siderotic nodule adjacent to the gallbladder fossa. EGD showed
esophageal varices. Repeat MRI after 2 months showed progression
of the lesions consistent with stage 2 HCC. Genetic testing for HFE
gene mutations revealed C282Y negative, but H63D positive. With
an official diagnosis of hemochromatosis, he was started on
phlebotomy, and ferritin improved to 27. He underwent
transarterial chemoembolization for his liver lesions. Pt HbA1c
improved to 8% with diet, exercise, weight loss and addition of
glipizide.
&nbsp;
Conclusion:
Secondary causes such as hemochromatosis should be strongly
suspected in patients with early onset diabetes mellitus not well
controlled with oral hypoglycemics, especially when associated with
elevated liver enzymes and strong family history of early-onset
diabetes. In retrospect, our patient most likely developed diabetes
secondary to undiagnosed hemochromatosis, which also led to liver
cirrhosis and subsequently hepatoma. The association between
hemochromatosis and diabetes was first recognized in the late
1800s, when doctors coined the term â€œbronze diabetes.â€• It is
due to selective beta-cell damage due to uptake of iron, leading to
impaired insulin synthesis and release. Treatment with phlebotomy
in this patient population has the benefit of reducing the degree of
hepatic fibrosis if cirrhosis is absent.&nbsp;
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IT STILL’S SHOULD BE ON OUR DIFFERENTIAL - A CASE OF
ADULT ONSET STILL'S DISEASE
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A COMPLICATED CASE OF KAYEXALATE-INDUCED ISCHEMIC
COLITIS

Complaints of mono- or polyarticular joint pain are
ubiquitous in the clinical setting. Since Adult Onset Still’s
Disease (AOSD) is a diagnosis of exclusion, it should be
considered anytime joint pain workup is negative for the
more common causes of arthralgia.
A 49 year-old woman, with no significant past medical
history, presented to our Emergency Department with a
chief complaint of sudden onset of diffuse joint pain for two
days. A review of systems revealed a mild, non-productive,
cough with subjective nightly fevers for the past two weeks,
and an 11.3 kg weight loss in the setting of watery diarrhea
she attributed to an herbal diet supplement over the last
three months.
Upon examination, the patient was lying very still in bed, her
joints tender to palpation. On hospital day two, the patient
spiked a night-time temperature of 39.3&deg;C and
continued to spike nightly fevers for three days. At that
time, the patient also developed a warm, patchy, macular
rash on her chest that subsequently resolved. There was an
initial leukocytosis of 17.3 K/uL and blood, urine, and
sputum culture screens were negative. X-Rays of her joints
demonstrated no acute or chronic pathology. Ferritin levels
were elevated at 1030ng/mL. Rheumatologic serologies
were negative. Angiotensin converting enzyme, Creatine
Phospokinase, Hepatitis viral panel, Lyme serology,
Cytomegalovirus, Ebstein-Barr virus, HIV 1/2 antibody and
antigen, respiratory viral panel, Syphilis IgG, Parvovirus B19
PCR, Chlamydia, and Gonorrhoea were negative. Aspirin
1,000 mg was started on day two after which she was
switched to Prednisone 20 mg daily on day four. Patient’s
symptoms resolved, and she was subsequently discharged
from the hospital.
Joint pain and arthritis is found in 64-100% of AOSD patients,
and fever is present in 82-100% of patients. Relatively
unique to AOSD is that these patients typically will spike high
fevers (>39?C) once to twice daily, on a background of
normal temperatures or mild persistent fevers.
Furthermore, the presence of a macular, evanescent rash
that appears at the same time as the fever spikes is highly
suggestive of AOSD. Patients also typically have a
leukocytosis of greater than 10,000 cells/mm2.
Furthermore, there are other less specific findings that
support the diagnosis of AOSD including: sore
throat/pharyngitis, hepatomegaly or splenomegaly,
abnormal liver function tests, and elevated ferritin levels4.
Anytime the triad of fever, rash, and joint pain appears in
the context of consistently negative or nonspecific workup,
it is important to look back over the patient’s course to see if
there is a temporal relationship between the presenting
symptoms. These key points will help to keep AOSD on the
differential.

An 80-year-old female presents to the ED with history of shortness
of breath, decreased exercise tolerance, chest tightness and
progressive bilateral lower extremity edema onset 3 days before.
Physical exam: bilateral ronchi, no wheezing/rales. Pitting edema of
bilateral lower extremities.
Past medical history: diabetes, hypertension, COPD, CKD Stage 5,
chronic anemia.
Initial labs: normal white count, hemoglobin of 8.2 g/dL,
hyperkalemia 6.2 mEq/L, serum creatinine 3.5 mg/dL.
Hyperkalemia managed with furosemide, albuterol and dextrose
with insulin, improving to 5.0 mEq/L.
Given recent echocardiogram with normal ejection fraction,
symptoms were more likely to be related to fluid overload due to
worsening CKD.
The patient was admitted for aggressive diuresis. Nephrology was
consulted, no need for emergent hemodialysis. Recurrent
hyperkalemia 6.6 mEq/L noticed, managed medically. Oral
Kayexalate was then given. Potassium improved to 5.1 mEq/L.
The next day, she complained of severe abdominal pain, associated
with watery, non-bloody diarrhea. Afebrile, no nausea/vomiting.
Abdominal exam remarkable for severe tenderness in lower
quadrants, no guarding/rebound.
An abrupt increase in her white count was noticed, from 7,400/uL to
29,400/uL. Lactic acid was 3.9 mmol/L. Empiric pip/tazo and
metronidazole were started. The patient declined CT angiography
of the abdomen, given high risk of requiring subsequent
hemodialysis. CT with oral contrast was offered as an alternative.
Colitis with pneumatosis coli was reported.
Surgery, Gastroenterology consults were placed, both
recommended conservative management.
Her condition improved over the next several days with gentle IV
hydration and antibiotics. Stool studies excluded infectious colitis.
Recurrent hyperkalemia 6.9 mEq/L with EKG changes. The patient
was offered and agreed to hemodialysis, which corrected her
potassium to normal. A few hours later, she had an episode of
severe abdominal pain, hematochezia with hemoglobin drop from
9.4 to 6.3 g/dL, requiring transfusion of 4U of PRBCs.
She now agreed to CT angiogram. Findings compatible with active
bleeding; patency of the celiac artery and the superior and inferior
mesenteric arteries, ruling out mesenteric ischemia. Emergent
esophagogastroduodenoscopy (EGD) and colonoscopy were done.
EGD: unremarkable. Colonoscopy: active bleeding, lumen
obstructing clot in the mid-transverse colon. Biopsies were taken,
which revealed basophilic crystals compatible with Kayexalate
crystals.
Over the next 48 hours symptoms resolved with conservative
management.
Discussion
Kayexalate induced ischemic colitis is a rare condition (incidence
0.27%-1.8%) with high mortality (36%). Risk factors include CKD,
hypovolemia, hypotension (after hemodialysis or surgery). In the
case of our patient, her initial symptoms presented a few hours
after oral Kayexalate administration. Massive hematochezia after
her first hemodialysis session can be attributed to hemodynamic
changes affecting her already injured colonic mucosa. Causation was
assessed using the Naranjo score, which determined Kayexalate to
be the probable cause of her GI symptoms, and confirmed by the
presence of Kayexalate crystals in her biopsy.
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DIABETIC KETOACIDOSIS ASSOCIATED WITH
DAPAGLIFLOZIN, A SODIUM-GLUCOSE CO-TRANSPORTER 2
INHIBITOR
Introduction:
Sodium-glucose co-transporter 2 (SGLT2) inhibitors such as
canagliflozin, dapagliflozin and empagliflozin belong to a newer
class of antihyperglycemic agents which inhibit glucose reuptake
in the proximal tubule of the kidney, causing glycosuria, thereby
improving glycemic control. Hypoglycemia, dehydration, and
urinary tract infection are some of the adverse effects of this
class of drugs with recent reports raising concern for the
development of euglycemic diabetic ketoacidosis (DKA).
Although majority of cases of DKA were reported with off label
use of SGLT2 inhibitors in type 1 diabetes mellitus (DM)
patients, rare cases have also been reported in patients with
type 2 DM. We present a case of SGLT2 inhibitor associated
DKA developed in a type 2 DM patient after initiating therapy
with dapagliflozin.
Case report:
61 year old male with history of type 2 DM presented to the
emergency department with complaints of dizziness. His
medication list includes metformin 1000mg twice daily,
glimepiride 8mg twice daily and dapagliflozin 5mg once daily. He
was initially started on canagliflozin 6 months prior to
admission, which was switched to dapagliflozin 3 months prior
to admission for insurance related issues. On admission, he was
found to have a hemoglobin A1C of 8.1, blood glucose level of
409 mg/dL, serum bicarbonate of 14 mEq/L, anion gap of 22
mEq/L, pH of 7.34 and urine positive for ketones. He was
appropriately managed for DKA, and dapagliflozin was
discontinued. He was discharged home on an insulin regimen.
He had no further re-admissions for DKA.
Discussion:
Diabetic Ketoacidosis, a fatal complication of DM, is triad of
hyperglycemia (>250 mg/dL), increased serum ketones and high
anion-gap acidosis > 10. Recent concerns pertaining to the risk
of developing DKA in type 2 DM patients with the use of SGLT2
inhibitors led to FDA issuing a drug safety warning in 2015. The
etiology of SGLT2 inhibitor associated DKA is multifactorial. Low
levels of insulin leading to insufficient suppression of
ketogenesis, SGLT2 inhibitor promoted glucagon secretion and
SGLT inhibitor mediated decreased urinary excretion of ketone
bodies are some of the commonly proposed mechanisms. Our
patient had a blood glucose level of 409 mg/dL at the time of
admission, but many cases of DKA related to SGLT2 inhibitors
have been reported in patients with blood glucose levels less
than 250 mg/dL. Physicians must be cautious as euglycemia
could be misleading resulting in delayed diagnosis of DKA. The
treatment for SGLT2 inhibitor associated DKA is discontinuing
the drug along with the standard DKA management protocol.
Three cases have been reported with prolonged hyperglycosuria
even after discontinuing SGLT2 inhibitors. Hence, clinicians must
be aware of the persistent effect of SGLT2 inhibitors beyond
their expected half- life, which can complicate the management
of DKA.
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Removal of Partially Covered Esophageal Metal Stents
Using Argon Plasma Coagulation
Introduction
Esophageal stents have utility in temporizing esophageal leaks
and benign or malignant strictures, but their removal can be
complicated by tissue embedment which requires special
techniques. Two commonly used methods are argon plasma
coagulation induction of tissue necrosis (APC) and stent-in-stent
technique (SIS). APC is a non-contact thermal technology that
uses argon gas to deliver plasma of thermal energy to an area
adjacent to the probe, and it is widely used as a method to
control bleeding. APC can be set at a precise setting to limit
necrosis to the superficial layer of the esophageal mucosa,
freeing an embedded esophageal stent. On the other hand, SIS
utilizes a second esophageal stent that is placed within the first
esophageal stent to induce necrosis of embedded tissue,
enabling removal of both stents.
Case Presentations
We present two cases with successful removal of embedded,
partially-covered self-expandable esophageal metal stents
(SEMS) using APC at a precise setting. One case showed the
flexibility of APC in removal of a migrated partially-covered
SEMS in a patient with metastatic esophageal cancer. The stent
had migrated into the stomach with the distal tip eroding the
gastric mucosa, but the proximal end of the stent had
embedded itself into the esophageal mucosa. Given the difficult
positioning, SIS was not possible. APC was used on the area of
tissue embedment to dislodge the stent with subsequent
removal on repeat endoscopy.
The second case demonstrated the effectiveness of APC in
removal of a partially-covered SEMS placed for an esophageal
leak after sleeve gastrectomy. A partially-covered SEMS was
chosen to minimize the risk of migration with expected
embedment of the esophageal stent into the esophageal
mucosa. After the esophageal leak had resolved, planned
removal of the esophageal stent was performed with APC. On
repeat endoscopy, the esophageal stent was easily dislodged
from the esophageal mucosa. Minimal bleeding was stopped
with hemostasis clips.
Discussion
We propose that APC is a more effective esophageal
stent removal technique compared to the SIS. APC is more
readily available with decreased cost and complications
compared to the SIS, which requires placement of a second
esophageal stent. Placing an esophageal stent within another
can be complicated by incomplete induction of necrosis in
embedded tissue and severe pain requiring early reintervention.
APC and SIS both require at least two separate days of
endoscopy, but APC stent removal in our study has only needed
an interval time of 2-4 days versus median time of 9 days for SIS
described in one case series. Given the small sample sizes,
further investigation is needed to determine the optimal
technique for esophageal stent removal.
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LIthium for the Treatment of Amiodarone Induced
Thyrotoxicosis
Lithium for the Treatment of Amiodarone Induced
thyrotoxicosis: A case study
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Background: Amiodarone is a potent class III anti-arrhythmic
drug which possesses both beta-blocking and myocardial
potassium channels blocking properties. Amiodarone is used
for the management of various tachy-arrhythmias and to a
lesser extent, in the management of severe Congestive
Heart failure. It is very rich in iodine, with a 100mg tablet
containing an amount of iodine that is 250 times the
recommended daily iodine requirement [1]. Hypothyroidism
is more common with Amiodarone; while Amiodarone
induced thyrotoxicosis (AIT) is less common. AIT I is caused
by increased synthesis and release of thyroid hormones
while, AIT 2 is a due induced destructive thyroiditis. We
present a case of Lithium for the treatment of AIT.
Case presentation: A 30 year old male with Traumatic Brain
injury, aphasia, and hemiplegia, HTN, Ventricular
Tachycardia and recently diagnosed Hyperthyroidism
presented with hypoxia and tachycardia and was admitted
for Pneumonia. He was on home dose of Methimazole
15mg/day but TFTs were overactive on admission. His initial
TSH was less than .005, T3 of >2.200, and T4 of >16.40.
Amiodarone was stopped, Methimazole was increased to
20mg q6 with no improvement in TFTs; Hydrocortisone was
started as 100mg q8. TFTs remain unchanged. Being a poor
surgical candidate he was started on Lithium for AIT. He was
started on Lithium 100q8. Patient was lost to follow up
initially however he eventually had repeat TFT’s 4 months
after starting Lithium, which showed hypothyroid with TSH
of 35.
Discussion: AIT type I is usually treated with large doses of
antithyroid drugs while AIT type II is treated with
prednisone. Lithium is not routinely used for the treatment
of AIT, only in cases where other measures fail. Lithium
carbonate has been used since 1948 to treat manicdepressive states [2], but it was not until the late 1960s and
early 1970s that hypothyroidism and goiter were noted as
side effects of long-term use of this medication [3, 4].
However there are no randomized trials or guidelines for its
use [5]. Lithium has been shown to inhibit iodine uptake,
interfere with tyrosine iodination, change the thyroglobulin
structure, and interfere with iodotyrosine synthesis [6]
There are a very few case review and one small controlled
trials reviewing Lithium for AIT, involving 21 patients, the
group receiving Lithium normalized TFTs earlier then only
using antithyroid drugs [7]. In one study of Graves’
thyrotoxicosis, lithium (800 to 1200mg daily), serum T4 and
T3 levels fell by 85% and most patients became clinically
euthyroid within 2 weeks of treatment [8].
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A Rare Case of Gastric Perforation Walled-off by Liver
Introduction:
Gastric perforations related to PUD has declined significantly
due to wide use of H2 blockers, PPIs and eradication of H.
Pylori. Perforations complicates 2 to 10 percent of the
patients with peptic ulcer disease. The absolute frequency of
penetration into adjacent organs by PUD is unknown
because it can only be reliably diagnosed by surgery or
endoscopic biopsy which reveals the tissue of an adjacent
organ.
Case Report:
76 yo woman who presented with complaints several month
history of loss of appetite, nausea, vomiting/regurgitation of
food, significant weight loss of about 80 pounds in 2-4
months. She also reports that her stools have become
intermittently black, but denied BRBPR. She has never had
EGD or colonoscopy in the past. She also reports early
satiety, reflux symptoms, but denied odynophagia or
dysphagia. She did endorse vague epigastric abdominal pain
in band-like fashion. Initial abdominal film showed multiple
nonspecific air fluid levels without evidence of bowel
dilatation, CT abdomen/pelvis without contrast showed
questionable gastric wall thickening cannot suspicious for
mass vs infection, nonspecific mesenteric edema was also
noted.
Gastroenterology was consulted and decision was made to
perform upper endoscopy which showed a deformed
antrum with nodular tissue at the base of a giant ulcer,
malignant- appearing tumor in the antrum which was
biopsied. Histopathology revealed normal liver tissue.
Possible etiology for this mass was thought to be perforated
peptic ulcer that self-contained and walled-off with the liver
vs possible penetration of the liver by PUD.
Patient evaluated by surgery who recommended
conservative approach initially and subtotal gastrectomy
eventually when patient continued to have poor oral intake
tolerance, but patient decided against surgical intervention.
Discussion
Our case is a rare case of gastric ulcer that appeared
malignant endoscopically along with positive red flags of
early satiety loss of appetite, significant weight loss but
histologically found to be normal liver tissue. In general,
gastric ulcer perforation being walled-off by liver or
penetration into the liver by a peptic ulcer is not common.
There are few reports of liver penetration by gastric ulcer
diagnosed by endoscopy however we did not find any cases
of gastric perforation being walled-off by liver. Most of the
publish cases of PUD perforation were found to have usual
risk factors of either NSAID use, H. Pylori or anastomoses
from previous surgeries which we should always look for to
establish the etiology but our patient had no such risk
factors.
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INSULIN PLUS PLASMAPHERESIS FOR TRIGLYCERIDE
INDUCED PANCREATITIS
Case Presentation
43-year-old male with a history of hypertension,
hypothyroidism, recently diagnosed Type 2 diabetes mellitus
(T2DM), and obstructive sleep apnea presented to the
Winthrop University Hospital Emergency Department with
left upper quadrant abdominal pain, nausea, vomiting and a
glucose level over 500mg/dL. He complained of blurry vision,
thirst, and increased urinary frequency. Laboratory results
were remarkable for: serum Sodium of 128 mg/dl, calcium
of 6 mg/dl, creatinine of 2.0 mg/dl, venous lactate of 4.7
mmol/L, HbA1c of 11.6%, severe hypertriglyceridimia (SHTG)
with triglyceride (TG) level > 5000 mg/dL, and ketoacidosis.
Abdominal computed tomography was positive for
"peripancreatic inflammation", suggestive of acute
pancreatitis. The patient required acute critical care and was
started on an insulin drip. Ranson's criteria calculated an
estimated mortality of 100% after 48 hours. Plasma
apheresis was initiated on day 2, for a worsening clinical
course. After two rounds of apheresis TG levels decreased
from 5115 to 541mg/dL. His condition improved with
aggressive fluid resuscitation, electrolyte repletion, insulin
drip, and apheresis. He was discharged home on insulin and
oral hypertriglyceridemia treatment.
Literature Review
No definitive guidelines for treatment of triglyceride induced
pancreatitis exist. Plasmapheresis alone, or in conjunction
with traditional insulin therapy, has been proposed.
Plasmapheresis compared to insulin demonstrated a
triglyceride level reduction of 65-70%, in a retrospective
study by Lennertz. Studies have documented successful
reduction of TG levels (less than 500mg/dL) with continuous
insulin infusion initiated at 0.1-0.5 units/hr/kg, with
adjustments to maintain normoglycemia.
Clinical Significance
Acute triglyceride induced pancreatitis results in a prolonged
hospital stay and a high mortality rate. Overall mortality in
hospitalized patients is about 10% and up to 30% in a subset
of patients. Our case highlights the prompt treatment of
SHTG induced acute pancreatitis in newly diagnosed T2DM.
Insulin drip plus apheresis drastically improved the patient's
triglyceride levels and clinical course.
Research Question
Controversy exists for the treatment of TG induced
pancreatitis. Insulin drip is mainstay of therapy. Apheresis is
a potential treatment option. Is one treatment more
effective? Should they be used in conjunction? Does
combined therapy reduce hospital length of stay?
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EPSTEIN BAR VIRUS RELATED HEMOPHAGOCYTIC
LYMPHOHISTIOCYTOSIS : THE CYTOKINE STORM
Introduction
Hemophagocytic Lymphohistiocytosis (HLH) is a rare, but lifethreatening disease caused by excessive immune activation.
HLH can be either familial or secondary to infections,
malignancies, drugs and rheumatic disorders. Clinical
presentation is variable and non-specific. We present here a
case of HLH triggered by Epstein Barr virus (EBV) infection.
Case Presentation
A 19 year old man with no recent travel history was admitted to
our hospital with onset of high grade- fever, chills, fatigue,
headaches and abdominal pain since 3 days. He reported a
recent EBV infection 4 weeks ago. Physical examination showed
a temperature over 39?C, tachycardia, hypotension and mild
confusion. His WBC was 2000 cells /dL, with an absolute
neutrophil count of 900. Hemoglobin 8.6 g/dL, platelets
65000/dL, ALT 64 U/L and LDH 348 U/ L. A computed
tomography scan of the abdomen showed splenomegaly. Blood
parasite, buffy coat smears, HIV antibodies, CMV serology and
blood cultures were negative. Given the lab work up and clinical
presentation, few weeks after his recent EBV infection, there
was a suspicion for HLH. On day 2, a bone marrow biopsy was
done and did not show hemophagocytosis. Ferritin level was
5875 ug/L, Fibrinogen 144mg/dL. EBV viral load was 426000
copies/ mL. Interleukin 2 receptor (CD25) was 14690 pg/ mL.
Dexamethasone with weekly Rituximab were started. Patient
symptoms resolved by Day3 and all cell counts improved
significantly by Day 9.
Discussion
HLH results in excessive release of cytokines, tissue infiltration
of histiocytes and lymphocytes and multiorgan failure. One in
800,000 persons per year develops HLH, 90% acquired and a
third related to EBV infection. The diagnosis is established if 5
out of the following 8 diagnostic criteria are present; Fever;
Splenomegaly; Cytopenias ( 2 lineages); Hypertriglyceridemia or
hypofibrinogenemia; Hemophagocytosis in bone marrow,
spleen or lymph nodes, Elevated Ferritin >500mg/L; IL-2
receptor =2,400 U/ mL, Low NK- cell activity. Our patient had
met 6 criteria and was EBV related, given the recent infection
and current high viral load. Presence of hemophagocytosis on
bone marrow has a sensitivity of 80% and a specificity of 60%,
thus its absence does not exclude the diagnosis of HLH which
can be negative in the initial stages of the disease. Other
infectious and non-infectious etiologies should be considered
and excluded. In EBV related HLH, rituximab in conjunction with
standard treatment has been recently shown to significantly
improve clinical outcome by depleting the B-cells and halting
inappropriate EBV activation.
Conclusion
Acquired EBV related HLH is a frequently fatal disease. If left
untreated the median survival is estimated to be less than 2
months, with an over-all mortality up to 75%. Therefore early
diagnosis with recognition of the triggering factor and prompt
therapy can prevent progression to fulminant disease.

Resident/ Fellow Clinical Vignette
Joanna Eldredge
Jordan Rosenstock MD, Lenox Hill Hospital, Northwell Health
System, New York, NY
Lenox Hill Hospital
Pseudohypobicarbonatemia in Monoclonal Gammopathy
Accurate estimations of serum bicarbonate levels, as
determined by direct measurement or calculation, are essential
in the assessment of acid-base disorders. We present a case
where direct measured bicarbonate was inaccurate due to an
artifact caused by a paraprotein. The rarity of its occurrence can
lead to diagnostic challenges in the evaluation of acid-base
disturbances.
An 82-year-old female with a past medical history of congestive
heart failure, atrial fibrillation, diabetes mellitus, and coronary
artery disease presented to the emergency department with the
chief complaint of dyspnea on exertion and worsening lower
extremity edema. On examination, she was in no acute distress
with slight tachypnea, bilateral basilar rales, and pitting edema
in both lower extremities. Chest x-ray was significant for
cardiomegaly and small pleural effusions. These findings were
consistent with the diagnosis of acute exacerbation of
congestive heart failure. However, the emergency room
physician received a call from the laboratory to report a critical
value: initial basic metabolic panel (BMP) returned with a
measured bicarbonate of 2 millimoles/liter (mmol/L) and a
calculated anion gap of 35 mmol/L. Additional laboratory results
were unremarkable. Repeat BMP drawn in the emergency
department confirmed a serum bicarbonate level of 2 mmol/L.
Arterial blood gas, however, revealed a pH of 7.49, pCO2 33
mmHg, with a calculated bicarbonate value of 24 mmol/L.
Subsequent laboratory workup was significant for monoclonal
kappa light chains with a concentration of 13.20
milligrams/deciliter on serum protein electrophoresis, with
immunoglobulin A kappa monoclonal proteins on serum and
urine immunofixation. Echocardiogram revealed severe
concentric left ventricular hypertrophy with bi-atrial
enlargement. A subsequent cardiac MRI showed evidence of
diffuse myocardial scarring from the subendocardium extending
to the epicardium involving both left and right ventricles
consistent with cardiac amyloidosis. She declined bone marrow
biopsy and cardiac biopsy. The patient clinically improved
following diuresis and was discharged home. Measured
bicarbonate values remained <2 mmol/L throughout admission,
as well as on outpatient follow up.
Our case presents a rare instance in which the serum
bicarbonate, as measured by an enzymatic/ photometric
biochemical assay, proved to be falsely low while a gas panelderived plasma bicarbonate was reported within normal
reference range. Two similar cases of falsely decreased
bicarbonate levels have been reported, using enzymatic/
photometric biochemical assays to measure serum bicarbonate
in patients with known monoclonal gammopathy. Increase in
serum turbidity caused by circulated paraprotein may lead to
increased absorbance, thus decreasing the bicarbonate
measurement. Our case demonstrates the need for clinicians to
be aware of the possibility of biochemical assay interference in
patients with monoclonal gammopathy.
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Persistent Hypotension Following Dantrolene Use and a
Potential Reversal Agent
ABSTRACT
Dantrolene sodium is essential in treatment of malignant
hyperthermia. Dantrolene acts
on skeletal muscle cells to reduce the release of calcium from
the sarcoplasmic reticulum via
interaction with ryanodine receptor channels. It is believed to
have minimal effect on
smooth and cardiac muscle. However, recent studies have
suggested that dantrolene
causes vasorelaxation with resultant hypotension. We present a
case in which a patient treated with dantrolene developed
refractory hypotension which transiently improved with calcium
gluconate.
CASE PRESENTATION
A 49-year- old male presented with altered mental status, fever
of 105&deg;F, and sinus tachycardia. Blood pressure was
110/65 mmHg, respiratory rate 44 bpm, and oxygen saturation
92% on 100% non-rebreather mask. On physical examination he
was comatose and diaphoretic with generalized muscle
spasticity. The patient was intubated,with succinylcholine used
as the paralytic agent. Ice packs, cooling blankets, and targeted
temperature management were applied, however core body
temperature rose to 109.4&deg;F. Intravenous dantrolene was
administered, initially decreasing core body temperature to
101.8&deg;F. Continuous monitoring of rectal temperature
showed core body temperature increase to 106&deg;F five
hours later. Subsequently a higher dose of dantrolene was given
after which the patient became hypotensive with systolic blood
pressure ranging from 60-80 mmHg. Despite fluid resuscitation
along with initiation of norepinephrine infusion, patient
remained hypotensive prompting initiation of phenylephrine
and vasopressin infusions without improvement in blood
pressure. Serum chemistry revealed hypocalcemia and calcium
gluconate was administered, after which systolic blood pressure
immediately improved and pressors were stopped. Core body
temperature remained within normal range. However, the
patient developed multi-organ failure and disseminated
intravascular coagulation and expired five days after
presentation.
DISCUSSION:
This case suggests the possibility that dantrolene might have a
vasodilatory effect and cause severe persistent hypotension. As
presented in this case, calcium supplementation may potentially
reverse this fatal adverse effect. Calcium supplementation did
not, however, counter the desired effects of dantrolene
:normalization of body temperature and reduction of
muscle rigidity. Calcium gluconate may therefore potentially be
used as an antidote for
dantrolene-induced hypotension in the treatment of malignant
hyperthermia.
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Severe Pancytopenia and a Markedly Elevated LDH: More
to Consider than Microangiopathy

Bhavita Gaglani MD
Adriana Moncayo MD, Sandar Linn MD, Vinay Gadupati MD
St. Barnabas Hospital
IMMUNOGLOBULIN A MEDIATED VASCULITIS IN PATIENTS
WITH ALCOHOLIC LIVER CIRRHOSIS :A CASE SERIES

Abstract:
This is a case of a 36 year old African American female who
presents with generalized weakness and paraesthesia.
Laboratory work revealed profound anemia, severe
pancytopenia and a markedly elevated lactate dehydrogenase
(LDH). Initial clinical presentation indicated possible
microangiopathic hemolytic anemia (MAHA). Correlation
between the pancytopenia, LDH, and Vitamin B12 levels were
key components in ascertaining the diagnosis and avoiding the
use of plasmapheresis.
Clinical course:
36 year-old African American female with past medical history
of hypertension, iron deficiency anemia, and menorrhagia
presented with complaints of generalized weakness, worsening
fatigue and peripheral paraesthesias in her extremities. Vital
signs showed blood pressure of 130/63 mm Hg, heart rate of
108 bpm, respiratory rate of 19 with 100% oxygen saturation.
Physical exam revealed mild scleral icterus, pallor and loss of
tongue papillae. No signs of hepatosplenomegaly or petechia.
Laboratory work was remarkable for new onset pancytopenia
(WBC 2.5 cells/mm3, RBC 1.13 cells/mm3 and Platelet 94
cells/mm3), severe anemia (Hemoglobin of 3.7 g/dL, Hematocrit
of 10.8 g/dL, Mean Corpuscular Volume of 96 and Red cell
Distribution Width of 34.9) and acute kidney injury (Serum
Creatinine of 1.2 mg/dL). Further workup revealed elevated liver
function test (Indirect bilirubin 1.1 mg/dL, ALT 50 U/L, AST 113
U/L), LDH 4,320 U/L, normal PT/INR and aPTT, haptoglobin <
1mg/dL and sedimentation rate 113 mm/hr. Concern for
possible MAHA urgent peripheral blood smear was performed
revealing the presence of tear drop cells, reticulocytosis,
anisopoikilocytosis, and hypersegmented neutrophils.
Hematology consult revealed that Vitamin B12 levels were
significantly decreased (91 pg/mL) presenting with a pseudo
MAHA.
Conclusion:
MAHA is a medical emergency requiring immediate attention as
initiating plasmapheresis is crucial to decrease mortality. Here
we present a case of Vitamin B12 deficiency presenting with
features indicative of pseudo MAHA. Clinically the patient
presented with mainly neurological symptoms and labs that
revealed intravascular hemolysis with kidney injury. Fever and
purpura were absent in this patient. The peripheral smear had
no evidence of schistocytes but showed high cellular turnover
intravascularly and in the bone marrow hence the elevated LDH.
It also showed both microcytosis and macrocytosis for which
the RDW was elevated. The normal MCV can be explained by
the combination of two types of concurring anemias; iron
deficiency anemia from chronic menorrhagia superimposed by
Vitamin B12 hypovitaminosis. Thus in this case hemolysis was
due to ineffective erythropoiesis secondary to defective DNA
synthesis and cell maturation from low Vitamin B12 levels. The
patient was started on Vitamin B12 supplementation with rapid
correction of her anemia and pancytopenia in less than month.
Initial workup was negative for antibodies against intrinsic actor;
the cause of her hypovitaminosis remains to be determined.

ABSTRACT:
Immunoglobulin A (IgA) mediated vasculitis, also termed as HenochSchonlein purpura (HSP), is a small vessel systemic vasculitis,
predominantly affecting children, characterized by a tetrad of
manifestations, specifically palpable purpura, arthralgia, abdominal
pain, and renal disease. Very few cases have been reported of HSP
with liver cirrhosis in adults. We present two cases with alcoholic
liver cirrhosis patients with altered IgA processing leading to the
development of IgA immune complexes and ultimately HSP.
CASE 1:
A 43 year old male with history of hepatic cirrhosis consequent to
alcohol abuse presented with colicky abdominal pain, associated
with watery, bloody diarrhea since past few days. On examination,
abdomen was diffusely tender with diffuse petechial rashes. Initial
blood tests showed thrombocytopenia and acute kidney injury. CT
scan showed pancolitis, hepatic cirrhosis with sequel of portal
hypertension. Complete stool work up was negative and antibiotics
were discontinued. Later, Immunofixation showed IgA of 1385
mg/dl. Although skin biopsy showed sparse perivascular dermatitis
with hemorrhage, patient refused renal biopsy. Steroids were
administered with improvement of symptoms, along with
improvement of renal function.
CASE 2:
A 46 year old female with alcoholic cirrhosis, chronic venous stasis
bilateral one-third lower legs came with complain of dull abdominal
pain and leg pain, worsening over the past few weeks. A tender 4-5
cm hyper pigmented rash was present on left leg. Laboratory
findings were significant for anemia, thrombocytopenia and acute
kidney injury. Urinalysis showed proteinuria with gross hematuria.
Given worsening renal function, renal biopsy was done.
Immunofluorescence microscopy revealed granular global
mesangial and glomerular capillary wall immune deposits which
stain Ig A. Serum IgA levels was 1794 mg/dl. Patient was started on
oral steroids with improvement of symptoms and renal function.
DISCUSSION:
We came across many case reports HSP associated with Hepatitis C
but liver cirrhosis in itself possess a significant risk in development
of IgA vasculitis. The role of liver cirrhosis in the development of HSP
is intriguing since this patient's chronic liver disease may have
precipitated the development of HSP with defective liver
metabolism of IgA circulating immune complexes, leading to
deposition in the skin and kidneys.
Our first patient had received short course of steroids with almost
complete resolution of symptoms and significant increase of
platelets counts. In our second patient, due to worsening renal
function, initial suspicion for hepatorenal syndrome was made but
patient did not respond to albumin and diuretics. Kidney biopsy was
the key lead here.
CONCLUSION:
The diagnosis of HSP/ IgA vasculitis can be easily missed. A high
degree of suspicion and requesting immunofluorescence studies in
suspected cases are mandatory to establishing the diagnosis. Skin
biopsy and immunofluorescence confirms the presence of IgA
deposition which is the pathognomonic finding in HSP.
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Combined Immune Checkpoint Inhibitor Therapy Induced
Myocarditis Mimicking Acute ST Elevation Myocardial
Infarction: Unusual Presentations and Management
Introduction:
Immune checkpoint inhibitors, such as nivolumab and
ipilimumab are a novel class of drugs recently approved by
the FDA for multiple malignancies. These agents act on key T
cell receptors and enhance immune attack to tumor cells.
Use of these agents is associated with immune-related
adverse events (irAEs) and commonly involves respiratory,
gastrointestinal and nervous systems. However, cases of
cardiovascular system involvement, such as myocarditis are
rarely reported.
Case presentation:
A 69 year old man with a history of ST segment elevation
myocardial infarction status-post left circumflex artery
stenting and lung cancer presented with seven days’ history
of severe intermittent substernal chest pain. Five months
ago He failed platinum based chemotherapy for lung cancer
therefore was started on nivolumab and ipilimumab. The
last infusion was six days prior to his symptoms. His
electrocardiograms revealed new prominent ST segment
elevation in II, III, avF, V4~V6 leads, with serum troponin of
10.4 ng/mL. Unexpectedly, the emergent cardiac
catheterization demonstrated a patent stent and minimal
occlusion to distal right coronary artery, with unchanged
ejection fraction of 40 percent. Initially there was a
spontaneous improvement in chest pain however it recurred
three days later after receiving next dose of nivolumab, with
similar electrocardiographic changes and Troponin of 2.1
ng/mL. At this point checkpoint inhibitor induced
myocarditis was suspected. A regimen of colchicine and
steroid was started but unfortunately his pain persisted.
Eventually, the pain subsided after high dose
methylprednisolone with a single dose of infliximab infusion.
Patient remained chest pain free five weeks after discharge
and his electrocardiograms as well as serum cardiac
biomarker abnormalities all resolved by then.
Discussion:
Incidence of immunotherapy related cardiotoxicity remains
low affecting less than 1 percent of patients, the exact
mechanism is still unknown. Current main treatment
approaches are based on experience of existing autoimmune
diseases. Myocarditis usually responds well to high dose
glucocorticoid, however death was also reported regardless
of aggressive treatment. In our case, there was a rapid and
almost complete resolution after infliximab with high dose
steroid. To the best of our knowledge, this is the first case of
combined immune blockade induced myocarditis that
presented with dramatic ST segment changes. And the
patient was successfully treated with above regiment.

Samantha Goldstein DO
Yuvrajsinh J. Parmar, Jonathan Hemli, MD, David Coven, Â MD,
PhD, Neil Coplan, MD, FACC
Lenox Hill Hospital
A Rare Presentation of Purulent Pericarditis
Purulent pericarditis is a rare but life-threatening illness that
makes up only a fraction of all documented cases of pericarditis.
It was once a known complication of pneumococcal pneumonia
but has since become less prevalent in the era of antibiotics.
While most cases have a clear infectious etiology, we present a
patient with a purulent pericardial effusion with an atypical
presentation.
A 61-year-old African-American male presented with acute
onset shortness of breath associated with chest pain. His past
medical history is significant for polysubstance abuse. He denied
recent IVDA, sick contacts, recent illness or travel. Upon arrival
to the emergency room, he was hypotensive and tachycardic
but was afebrile. Physical exam was notable for JVD but was
otherwise unremarkable.
Initial laboratory findings were significant for leukocytosis,
thrombocytosis, elevated creatinine, and mild transaminitis. The
remainder of the blood work was negative. Electrocardiogram
showed sinus tachycardia and chest radiograph showed an
enlarged cardiac silhouette. A transthoracic echocardiogram
revealed a large pericardial effusion with right ventricular
diastolic collapse, significant inspiratory mitral inflow variation,
and plethoric IVC consistent with tamponade physiology. A
diagnosis of cardiac tamponade was subsequently made and an
emergent pericardiocentesis was performed removing purulent
fluid. Analysis showed &nbsp;87% fluid segmented neutrophils
and fluid cultures grew Streptococcus pneumoniae. He was
therefore treated with ceftriaxone. However, the pericardial
fluid reaccumulated requiring a pericardial window and surgical
specimen demonstrated a thickened, hypervascular fibrous
pericardium. Interestingly, the patient had no clinical or
radiographic evidence of pneumonia or any other infectious
source.
Bacterial pericardial effusions are a rare entity in the age of
antimicrobial therapy and are associated with high morbidity
and mortality. As the pericardium is rarely a site for primary
infection, it is believed that infection spreads contiguously or via
hematogenous dissemination. Patients without known
infectious etiologies often had histories of recent thoracic
surgery or chronic kidney disease, neither of which were
present in our patient. Typically, patients present &nbsp;with
high grade fevers, chills and tachycardia. One study
demonstrated that 96% of patients with purulent pericarditis
were febrile and commonly had leukocytosis with marked
neutrophilic predominance. While our patient presented with
leukocytosis with a neutrophilic predominance, he remained
afebrile throughout his hospital course.
While the majority of cases of purulent pericarditis have an
underlying infectious etiology, the primary source of infection in
this particular case remains unclear. Pneumonia was an unlikely
source given the lack of focal consolidations on chest x-ray and
CT and a negative rapid viral panel. Other sources of infection
were also unlikely given the negative findings. This case
describes an atypical case of purulent pericarditis. Although
rare, given the fulminant nature of this disease course, it is
important to consider purulent pericarditis in patients that
present with a pericardial effusion.
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ENDOBRONCHIAL LEIOMYOMA, A RARE AND BENIGN
TUMOR OF BRONCHIAL TREE, MAY CAUSE WHEEZE IN
ASTHMATIC PATIENT
Introduction: We are all taught that â€œall that wheezes is not
asthmaâ€•. This useful mantra is typically applied to patients
without a history of wheezing and expands the important
differential diagnosis (Table 1). Asthma patients may present
with a change in wheezing pattern and should be considered for
alternative diagnosable and treatable mimics of asthma. We
present an asthmatic case who had a change in pattern before
being diagnosed with endobronchial leiomyoma. Primary
endobronchial leiomyoma is a rare tumor of the bronchial tree
(Table 2) and represents less than 2% of all benign tumors of
the lung.
Case Description: An obese 47 years old longstanding asthmatic
caucasian male presented with complain of dyspnea on exertion
and change in wheeze that began intermittently about one year
ago. Medical history was significant for Hyperlipidemia and
Asthma; family history significant for emphysema in his
grandfather who had shipyard exposure. Patient never smoked
but has history of secondary exposure.
Physical examination was benign, except for wheezing; further
workup revealed normal CXR, echocardiogram, and exercise
nuclear stress test.
Patient was initially diagnosed with seasonal allergy and asthma
exacerbation and treated with Singulair, Advair, and
desensitization therapy with improvement in dyspnea but
exercise capacity did not improve.
CT of the chest reveals 1.9 x 1.4 cm soft tissue mass in the left
main stem bronchus (figure 1). Fiber optic microscopy with
biopsy showed a mass seen immediately at the takeoff of the
left main stem bronchus along the membranous portion of the
distal trachea (figure 2). Grossly the lesion was large, smooth,
with visible blood vessels, reminiscent of a carcinoid tumor.
Brushings were obtained and negative for malignant cells.
Biopsy of the lesion demonstrated a leiomyoma (figure 3).
The patient underwent flexible bronchoscopy right thoracotomy
sleeve resection of the left mainstem as a definite therapy for
leiomyoma. The final pathology report confirmed leiomyoma.
Discussion: Leiomyoma of the lung is a rare tumor that can
present anywhere along the tracheobronchial tree or within the
lung parenchyma (Table 2). Clinical presentation depends on the
site, size, and the lung changes distal to the lesion. Symptoms
are related to partial or complete obstruction of the affected
bronchus. Symptoms may include wheeze, hemoptysis, fever,
pleural effusion, lung collapse, recurrent pneumonia, and
subsequent bronchiectasis. Definitive diagnosis is made via
bronchoscopy to visualize and biopsy for histopathologic
analysis. Management should be conservative, surgical
resection is the mainstay of treatment in symptomatic patients.
The adage â€œall that wheezes is not asthmaâ€• should also
apply to patients with a previous history of asthma. The recent
Clinical Problem Solving article in the NEJM of August 3, 2017
highlights this message, where a patient with asthma evolved to
have eosinophilic polyangiitis. (Table 3).
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LATE ONSET COMMON VARIABLE IMMUNODEFICIENCY :A
CASE REPORT
Introduction:
Common Variable Immunodeficiency (CVID) is a form of primary
immunodeficiency encompassing a group of heterogeneous
disorders resulting in a failure of antibody production. Patients
present with recurrent sino-pulmonary infections. Diagnostic
evaluation reveals marked reduction in serum immunoglobulin
G (IgG) levels along with low levels of Immunoglobulin A (IgA)
and/or immunoglobulin M (IgM) levels. A majority of patients
are diagnosed between 20-45 years of age. We present a case of
late onset CVID who presented at the age of 75.
Case Report:
A 75-year-old gentleman with past medical history of CAD,
hypertension, and hyperthyroidism presented to the
pulmonology clinic with seven months of productive cough and
25lb unintended weight loss. Cough had been treated with
multiple courses of antibiotics and a course of systemic steroids
with partial relief. The patient had a remote smoking history,
but quit 47 years ago. He recalled being diagnosed with
outpatient pneumonia twice in his life, and each episode was
treated with antibiotics. He denied a history of recurrent
sinusitis or chronic diarrhea.
Pulmonary function testing revealed a modest obstructive
pattern with significant bronchodilator response. A CT chest
showed bilateral lower lobe mucus impaction/peribronchial
thickening and enlarged mediastinal and upper abdominal
lymphadenopathy. The patient was treated for asthma with
fluticasone but experienced minimal improvement. A
bronchoscopy was performed, and cultures from the
bronchoalveolar lavage grew Moraxella catarhallis. A 10 day
course of moxifloxacin resulted in some symptomatic
improvement.
A repeat CT chest showed worsening multifocal pneumonia.
Sputum culture grew pan-sensitive Pseudomonas. The patient
was treated with a 10 day course of levofloxacin but
experienced a recurrence of symptoms and was started on
inhaled gentamycin.
Given the persistent multi-lobar pneumonia, he was evaluated
for immunodeficiency and found to have IgG < 70 mg/dL, IgM <
8 mg/dL, IgA < 18 mg/dL, and IgE of 2 IU/mL CD19 = 6% (8
:21%), or 75/mm3 (111 :480 /mm3). CD4 and CD8 were normal.
A bone marrow biopsy showed no evidence of malignancy and
revealed decreased B cell numbers.
The patient was started on subcutaneous immune globulin
replacement therapy and had an IgG level of 580 mg/dL by the
3rd month of therapy. He reported symptom improvement and
repeat sputum cultures were negative. A repeat CT chest
showed near-complete resolution of pneumonia.
Conclusion:
CVID affects up to 1 in 10,000 individuals and typically presents
with infectious complications in teenagers and young adults.
CVID is underrecognized and underdiagnosed, with a significant
delay in diagnosis. This case serves as a reminder that CVID may
present at any age, even late adulthood. Additionally, it
highlights the importance of screening for immunodeficiency in
patients with an appropriate clinical history of recurrent or
unusual infections.
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Brain Tumor with an Empty Marrow: A Diagnostic Dilemma
Introduction: Temozolomide (TMZ) is an oral alkylating agent
indicated for treatment of adult patients with glioblastoma
multiforme (GBM) as concurrent treatment with radiotherapy
and adjuvant treatment. In the landmark trial that proved
efficacy of TMZ, a total of 6 cycles were given, although often
recommended more than 6 cycles in practice. While generally
well-tolerated, myelosuppression is a relatively common side
effect of TMZ, with a nadir typically 21-28 days after
administration and recovery within 14 days. Here we report a
rare case of late-onset aplastic anemia following the use of TMZ.
Case: The patient is a 63-year-old female originally diagnosed
with GBM, IDH- wildtype of the left temporal lobe in June 2015.
She underwent a left sided craniotomy and tumor excision,
followed by concurrent chemoradiation with TMZ and
completed 42 days of treatment. Her tumor was found to have
MGMT promotor methylation, which carries a more favorable
prognosis with higher response to TMZ. She participated in a
clinical trial randomizing patients to veliparib or placebo in
combination with adjuvant TMZ for newly diagnosed GBM with
MGMT promoter hypermethylation. She was noted to have
recurrence in the surgical cavity on MRI in January 2016 and
underwent tumor excision. Of note, the pathology showed
residual glioma but substantially reduced cellularity when
compared to the original resection, with significant reduction of
Ki- 67 from >30% to 2-4%. Given the substantial treatment
response on the surgical pathology, adjuvant TMZ was
continued and given for a total of 11 cycles (off the study
regimen as per the study protocol).
Her last TMZ cycle was administered approximately 6 months
prior to this admission, when she presented to us with rightsided weakness and was found to have another recurrence of
GBM. Her stay was complicated by persistent pancytopenia
requiring multiple transfusions. All potentially myelotoxic agents
were discontinued and infectious causes of aplastic anemia
were excluded. The patient underwent a bone-marrow biopsy
which revealed a hypocellular marrow with minimal
hematopoiesis, consistent with aplastic anemia.
Discussion: TMZ is an oral alkylating agent and mild
thrombocytopenia is common. However, severe
myelosuppression involving all cell lines seems much less
common. Myelosuppresive effects occur during each treatment
cycle and normally recover prior to next cycle. The current
literature shows rare reported cases of aplastic anemia
attributed to TMZ use, however, these have typically occurred
early in a patients’ treatment. Here we show our patient
developed aplastic anemia well after the conclusion of 11 cycles
of TMZ. Clinical awareness should be heightened to patients
who are fortunate to have a prolonged survival.
Conclusion: Patients with a history of prolonged use of TMZ may
be at increased risk for the development of aplastic anemia and
this should be considered in the correct clinical setting.
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Differential Arrhythmias in Wolff-Parkinson-White
syndrome
Wolff-Parkinson-White syndrome is a rare clinical condition
encompassing symptomatic tachycardia with pre-excitation
manifestations on EKG (short PR interval<0.12 sec with
widened QRS>0.12 sec and slurred upstroke-delta wave).
The prevalence of WPW (Wolff-Parkinson White) pattern on
EKG is less than 1% in the general population with the
syndrome itself being present in less than 10% of those
individuals. Amongst other arrhythmias, atrial fibrillation
occurs in 10 to 30% of individuals with WPW syndrome.
83 year old female presented with sudden dizziness,
palpitations and intermittent chest pain (which resolved on
taking deep breaths). Her Heart rate was 201/min and blood
pressure was 140/70 mmhg. No other abnormal exam
findings. EKG showed supraventricular tachycardia (SVT) for
which she received 18mg IV adenosine, and she converted
to normal sinus rhythm at 83 BPM. Repeat EKG showed
Wolff-Parkinson White pattern. Troponin level was
4.68ng/ml. ECHO showed mild left ventricular hypertrophy
with ejection fraction of 65% and no wall motion
abnormalities. She was admitted for NSTEMI (Non ST
segment elevation Myocardial infarction). On the 2nd night
of hospitalization she had asymptomatic wide complex
tachycardia (heart rate-190/min) which was irregularly
irregular. It was atrial fibrillation (with pre-excitation) with
rapid ventricular rate and a procainamide drip was started.
Overnight she was transferred to the CCU and her
tachycardia resolved with conversion to normal sinus
rhythm. She got ablation of accessory atrioventicular
pathway (left lateral) with diagnostic left heart
catheterization that showed obstructive disease- 80% in
proximal LAD (left anterior descending artery), 90% in mid
LAD and 75% in proximal circumflex artery for which 3 drug
eluting stents were put in the respective positions. Post
accessory pathway ablation her PR interval widened and the
delta wave disappeared. Atrial fibrillation was thought to be
causally related to the accessory pathway, therefore post
ablation no anticoagulants were started. She was discharged
home and since has not had any tachycardia.
Atrial fibrillation with pre-excitation masquerading as wide
complex tachycardia is a very uncommon rhythm in the
general population as well as amongst individuals with WPW
syndrome. The unique clinical feature of the case was the
intermittent and differential arrhythmias in WPW syndrome.
The initial presentation was orthodromic AVRT
(Atrioventricular re-entrant tachycardia) treated with
Adenosine followed by atrial fibrillation with pre-excitement
treated with procainamide (instead of beta blocker or
calcium channel blocker). This emphasizes heavily on the
correct interpretation of the EKG.
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A RARE CASE OF COMPLETE HEART BLOCK IN AORTIC
DISSECTION

Jessica Harris MD
Teressa Getu, M.D.
Stony Brook University Hospital
Gangrenous Cholecystitis Secondary to Extension of Celiac
Artery Dissection into Hepatic Artery

Introduction:
Aortic dissection is a relatively uncommon disease that can have
a catastrophic presentation with hemodynamic instability. It
typically presents with chest pain without any specific EKG
changes. We present a case of type B aortic dissection
presenting with complete heart block.
Case:
A 53 year-old man with hypertension (non-compliant with
medications), presented with sudden-onset chest and thoracic
back pain, associated with nausea, vomiting, diaphoresis, and
dyspnea. His blood pressure was 197/140 mmHg with heart rate
of 62/minute. Initial EKG revealed normal sinus rhythm with
non-specific ST wave changes. Due to underlying kidney disease,
emergent non-contrast magnetic resonance angiogram was
performed, which revealed type B aortic dissection. Labs
revealed normal hematocrit and worsening creatinine. He
became hypotensive after one hour, with repeat EKG revealing
complete heart block. Despite transcutaneous pacing, he
became asystolic. ACLS protocol was initiated, but he could not
be revived despite maximal efforts.
Discussion:
Aortic dissection is relatively uncommon, with an estimated
incidence of 2.6 to 3.5 per 100,000 person years, most common
in men aged 60 to 80. Stanford classification classifies
dissections involving the ascending aorta as type A, regardless
of the site of the primary intimal tear, and all other dissections
as type B. The most important predisposing factor of acute
aortic dissection is systemic hypertension, which is present in
25-35% of patients with type A and 70% of patients with type B
dissections.
Patients with type A dissections typically present with anterior
chest pain, while patients with type B dissection typically
present with back pain. Pain can be an isolated symptom, or
may be associated with syncope, symptoms of stroke,
myocardial infarction, heart failure, or other clinical signs of
end-organ ischemia.
EKG is often non-specific. However, it is useful to rule out
myocardial ischemia/infarction, which can occur when the
coronary arteries are affected. Few small studies have shown
that hematoma spreading into the atrioventricular junctional
tissues can lead to various degrees of AV block. However, some
believe that long-standing, uncontrolled hypertension causes
fibrosis of the conduction system, which leads to AV block
especially in type B aortic dissection. Syncope following acute
dissection may be due to the rapid progression to complete
heart block without allowing the ventricular escape rhythm to
take over. Thus, continuous EKG monitoring is important in
patients with suspected aortic dissection, as they may rapidly
decompensate into complete heart block and asystole.
Learning objectives:
Aortic dissection can present rarely with heart block
Continuous cardiac monitoring is important in
patients with aortic dissection

A 58-year-old man with a history of hypertension and
hyperlipidemia presented to the hospital complaining of
four days of band-like lower abdominal pain. The pain began
suddenly and felt like a seatbelt tightening around his waist.
Upon arrival to the emergency department, the patient was
afebrile and mildly hypertensive. Physical exam revealed
moderate tenderness to palpation across his lower
abdomen, without guarding or abdominal distension.
Laboratory tests showed a normal WBC count, serum and
liver chemistries, lipase, urinalysis, lactic acid, ESR, and CRP.
Patient underwent urgent CT aorta, which revealed wall
thickening of the celiac trunk, common hepatic, and proper
hepatic arteries with intraluminal stenosis along the
common hepatic artery. A 1.3 cm pseudoaneurysm was
noted at the trifurcation of the celiac trunk.
Patient’s abdominal pain continued to worsen, localizing in
the right upper quadrant. Liver tests showed rising values
with AST/ALT 368/339, Alk Phos 153, GGT 290, and
total/direct bilirubin 2.0/1.0, while other labwork remained
normal. Abdominal ultrasound revealed new gallbladder
wall thickening concerning for subacute ischemia and 70%
stenosis in the celiac trunk with extension of celiac artery
dissection into the hepatic artery, without evidence of
infarction, stones, or sludge. The spleen, liver, and pancreas
were unremarkable. HIDA scan was negative for cholecystitis
but MRI/MRCP revealed a significantly distended gallbladder
with wall thickening and pericholecystic edema.
Anticoagulation with heparin drip was initiated for
management of arterial dissection and the patient was
started on a morphine PCA to control his unrelenting pain.
The next day the patient was sent for an exploratory
laparoscopy, which demonstrated gangrenous cholecystitis
and he underwent urgent cholecystectomy. He reported
almost complete resolution of pain in the immediate postop period and the morphine PCA was discontinued. After
overnight observation, he was discharged home with
therapeutic enoxaparin and with outpatient follow-up to
complete evaluation for possible large vessel vasculitis or
underlying connective tissue disorder.
This case is the first known report of gangrenous
cholecystitis caused by a spontaneous celiac artery
dissection. Although isolated spontaneous celiac artery
dissection is an extremely rare phenomenon in the absence
of trauma, the case shows it should be considered in the
differential diagnosis of acute abdominal pain.
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MONTEFIORE NEW ROCHELLE HOSPITAL
PREGNANT OR PARANEOPLASTIC: BETA-HUMAN
CHORIONIC GONADOTROPIN AS THE FIRST CLUE TO COLON
CANCER.
Introduction:
Serum beta-human chorionic gonadotropin (&#223;-hCG) is
an indicator of pregnancy. Ectopic &#223;-hCG secretion has
been found to be elevated in different gynecologic and nongynecologic tumors ranging from lung cancer to
osteosarcoma. The free beta subunit is produced not just by
gestational trophoblastic cancers but also by approximately
16% of colorectal cancers. Here we present a young female
with a positive â€œpregnancyâ€• marker who was
subsequently diagnosed with colon cancer.
Case Presentation:
A 34 year old multiparous female with a history of
hyperthyroidism presented with worsening right upper
quadrant abdominal pain for 3 weeks. She also reported
night sweats, bloating and painless bright red blood in the
stool. She was sexually active and had an intrauterine
contraceptive device. Physical examination was significant
for right upper quadrant tenderness and hepatomegaly.
There was no leukocytosis but her labs revealed a mild
transaminitis and an elevated &#223;-hCG of 1954IU/L.
Ectopic pregnancy was suspected due to the elevated
&#223;-hCG in the presence of an intrauterine contraceptive
device and a negative transvaginal ultrasound. Oral
methotrexate was administered but &#223;-hCG levels
remained persistently high. Further work-up was done
including a CT abdomen which revealed hepatomegaly with
extensive metastatic disease, ascites and thickening of the
proximal sigmoid colon. A liver biopsy was taken and
colonoscopy showed a sigmoid mass which was biopsied.
The patient was to follow up with oncology for the results
but returned to the gynecologist with worsening abdominal
pain and ascites. The &#223;-hCG level had increased to
3023IU/L and a dilation and curettage was being considered
but gynecologic evaluation was suspended in light of the
liver biopsy suggesting malignancy of a gastrointestinal
origin. The colon biopsy came back with a fully differentiated
adenocarcinoma with necrosis and immunohistochemistry
positive for CDX2 and CK20. She was transferred to a tertiary
care facility to undergo chemotherapy.
Discussion:
This case illustrates the example of a rare paraneoplastic
syndrome masking the symptoms of a serious disease
behind the innocuous guise of a positive pregnancy marker.
Although the positive &#223;-hCG pointed towards an
ectopic pregnancy, the history of blood in the stool, upper
abdominal pain, hepatomegaly and a lack of response to
methotrexate led us to investigate further. This case
highlights the importance of considering gastrointestinal
malignancy as a differential for elevated &#223;-hCG in
cases where the clinical scenario is not consistent with
pregnancy or gynecologic diseases.
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Paroxysmal Nocturnal Hemoglobinuria in Aplastic Anemia
Paroxysmal Nocturnal Hemoglobinuria in Aplastic Anemia
Paul Hein, Jared Cassin MD, Arnaldo Arbini MD, August Moritz
MD, Nalinee Srisarajivakul MD
Case Presentation:
A 70 year old male presents with two weeks of fatigue, dyspnea,
and jaundice. He has a history of aplastic anemia (AA) with
intermittent treatment adherence.
In the months prior to presentation, he experienced episodes of
fatigue and dyspnea in the Dominican Republic treated with red
blood cell (RBC) transfusion with symptomatic improvement.
His symptoms gradually worsened, prompting his current
presentation.Physical exam was notable for jaundice. Labs were
significant for hemoglobin of 6.3 g/dL, elevated LDH, low
haptoglobin, and low reticulocyte index. Urinalysis showed large
blood, but only 2-5 RBCs/hpf. Coombs Test was negative. He
was restarted on cyclosporine for AA, however, he then had
hematuria with one â€œblackâ€• urine on morning void and
labs consistent with worsening hemolysis. Flow cytometry
showed a large paroxysmal nocturnal hemoglobinuria (PNH)
clone; his hematuria was thought to be secondary to PNH
exacerbation after AA treatment. Cyclosporine was
discontinued and the patient was started on eculizumab for his
PNH.
Discussion:
PNH is an intravascular complement-mediated hemolytic
anemia and the only hemolytic anemia caused by an acquired
RBC cell membrane defect. Its namesake feature, morning
hematuria, is thought to be due to increased hemolysis from
transient acidemia during sleep.
The acquired defect, a PIGA gene mutation, creates RBCs lacking
the glycosylphosphatidylinositol (GPI) membrane anchor,
causing loss of Complement Delay (CD) proteins CD55 and
CD59. These antigen markers normally protect RBCs from
complement-mediated hemolysis. Suppression of GPI-positive
hematopoetic cells as in AA causes GPI-negative clone
expansion and worsening PNH. Free intravascular hemoglobin
causes renal toxicity and scavenges nitric oxide, resulting in
vasospasm, hypertension, and hypercoagulability with venous
or arterial thromboses. Definitive diagnosis is made with flow
cytometry for CD55/CD59 and FLuorescentAERolysin (FLAER) for
direct GPI anchor binding.
Eculizumab is a direct inhibitor of the terminal complement
cascade, inhibiting hemolysis in PNH. Eculizumab reduces blood
transfusions and increases quality of life without changing
mortality or progression of AA to myelodysplastic syndrome
and/or acute myeloid leukemia. Eculizumab’s complement
suppression increases the risk of N. meningitidis infection,
requiring vaccination and/or lifelong penicillin prophylaxis.
Conclusions:
PNH occurs commonly as a sequelae of AA, particularly after
immunosuppressive treatment. This rare disorder has multiple
clinical manifestations including symptomatic hemolytic anemia,
hemoglobinuria, free hemoglobin-mediated acute kidney injury,
hypertension, and thrombosis. Eculizumab, a terminal
complement inhibitor, can be used to treat PNH.
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A CASE OF ALBUTEROL AEROSOLS INDUCING LACTIC
ACIDOSIS IN A STATUS ASTHMATICUS
This is a case of a 29 year old patient that was admitted for
status asthmaticus and treated aggressively with albuterol
nebulizers in the emergency department. At baseline, prior
to nebulizer treatment, she had a normal lactate of 1.7 and a
bicarbonate of 22. After receiving multiple rounds of
albuterol aerosols prior to admission, a repeat lactic acid
and an arterial blood gas were drawn. Results were
significant for metabolic acidosis with respiratory alkalosis
and a lactic acidosis of 6.6. She became tachycardic to
143bpm with persistent tachypnea while remaining
normotensive. The amount of B2 agonist nebulizer
treatments, lactic acid levels, and arterial blood gases were
trended throughout the hospital course. It was concluded
that there was a direct correlation between the quantity of
aerosolized albuterol and lactic acid levels. Additionally,
albuterol nebulizer frequency reduction paradoxically
caused an overall improvement in the patient clinically.
Physicians that recognize this phenomenon early can help
prevent prolonged hospital stays and improve patient
outcomes. There have been many case reports showing
parenteral B2 agonists inducing lactic acidosis, but this is one
of the few known cases of albuterol nebulizers inducing
lactic acidosis.
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SISTERS OF CHARITY HOSPITAL
Hematopoietic cell transplant for adult patients with
severe sickle cell disease: improving outcomes and
improving optionsâ€•.
Introduction:
Estimated number of newborns with sickle cell disease globally will
increase from about 300,000 to >400,000 by 2050 according to
current projections. Despite hematopoietic stem cell transplant
being curative in SCD, its impact on DFS remains unknown, partly
due to limited donor options and perceived mortality in adults with
myeloablative conditioning. Non-myeloablative and reduced
intensity conditioned protocols have made HCT available to adult
SCD patients but number of HCT attempts globally is relatively small,
primarily due to non-availability of adequate donors, referral bias,
procedure risks, costs and limited logistic resources. Study focused
on the recent data for HCT for adult patients with SCD with
emphasis on comparative outcomes with pediatric patients
transplanted for SCD.
Methods:
Scientific literature review did from January-June 2017, contains
only adult ( >16 years) SCD studies. Outcome measures include:
median OS, FTF, mortality (overall and at 100-days, and 1-year postHCT), TRM, GVHD,PFS, late organ complications, graft rejection with
recurrence or persistence of SCD. Found 391 articles out of which
177 were shortlisted and among these only 28 articles met our
inclusion criteria.
Results:
GVHD: Out of 28 studies,16 showed minimal incidence of GVHD,
while only five studies showed a high incidence of GVHD.
Graft Rejection: Found low incidence of graft rejection compared to
historical controls in pediatric populations, however, multiple
exposures to the blood transfusion prior to HCT and chelation
therapy usage for iron overload were found to be associated with
increased incidence of graft rejection. Adult HCT studies showed a
very low incidence of graft rejection once above-mentioned risk
factors had been controlled.
OS: Observed a similar transplant outcome, seen in pediatric HCT
for SCD, were the unavailability of a healthy HLA-identical sibling
lead to alternate donor transplantation, with associated increase in
overall mortality, though no association was found on overall
survival in relation to age of patient. Nine studies reported median
OS of 100%, and two studies reported 70-80% overall survival.
PFS: Sixteen studies revealed an acceptable PFS of more than 90%,
whereas four studies revealed PFS of below 90% (87%, 85%, 82%,
and 68% respectively)
TRM: Observed that TRM has significantly reduced and most
optimum outcomes were observed when recipients had good
functional status at baseline. The main causes of death in
transplanted patients were found to be sepsis, hemorrhage, severe
lung injury and CNS hemorrhage with organ failure
Conclusions:
Clinical data from current studies in our review demonstrates
improved outcomes using HCT a curative therapy for adults with
SCD. However, lack of suitable HLA-identical sibling and matched
unrelated donors severely limits accessibility of HCT therapy for
eligible adults with SCD. Encouraging preliminary results with use of
umbilical cord blood and haploidentical transplantation for SCD may
solve the problem of this rarity.
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ARTIFICIAL HYPOGLYCEMIA: WHEN NOT TO PANIC ABOUT
HYPOGLYCEMIA.
Introduction
Falsely low point of care glucose levels are rarely seen in
patients with poor peripheral circulation. Early clinical
recognition will help to avoid complicated testing, thus
reducing treatment cost and length of hospital stay.
Case description
87 year old woman with a medical history of coronary artery
disease, congestive heart failure, raynaud’s syndrome, sicca
syndrome and hyperlipidemia was brought in after choking
on food. Her hospital course was complicated by a brief
episode of respiratory failure requiring intubation, central
line placement, aspiration pneumonia, CHF exacerbation,
lower GI bleed, lumbar compression fracture and
candidemia. She received IV antibiotics & stress dose steroid
course, which was slowly tapered to PO steroid (prednisone
10mg daily). On the third week of hospitalization, she was
noted to have multiple fingersticks in 20s without any
associated hypoglycemia symptoms such as tachycardia,
tremors, irritability or change in mental status. She received
treatment of hypoglycemia according to hypoglycemia
protocol (dextrose 50gm IV push) during these episodes, but
continued to have these episodes. Hypoglycemia was
initially contributed to poor oral intake, but other causes
including adrenal insufficiency and insulin secreting tumor
were considered. On physical examination, she was noted to
have cold extremities with cyanosis. Normal blood glucose
was noted on the basic metabolic panel done from the same
day. Morning cortisol was also checked, which was within
normal limit. At this point, possibility for artificial
hypoglycemia was considered. On the subsequent
â€œhypoglycemicâ€• episode, venous blood was drawn
from the central line before treatment of hypoglycemia and
tested with same glucometer. She was found to have POC
glucose of 81, thus confirming the diagnosis of pseudo
hypoglycemia.
Conclusion
Raynaud’s syndrome can cause falsely low finger stick
measurements. This case emphasizes the importance of
meeting whipple’s triad to define true hypoglycemia &
considering possible causes of artificial hypoglycemia in a
patient with asymptomatic low finger stick measurements.
Glucose measurement from venous sample would help to
confirm diagnosis of artificial hypoglycemia, thus preventing
unnecessary work up.
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SPINAL EPIDURAL ABSCESS AS A RARE CLINICAL
COMPLICATION OF GROUP A BETA HEMOLYTIC TOXIC
SHOCK SYNDROME.
Introduction
Streptococcal Toxic Shock syndrome (sTSS) is an uncommon
complication with Group A &#223; hemolytic streptococci.
When present, sTSS has a very high mortality of 30 to 70
percent. Furthermore, group A &#223; hemolytic
streptococcal bacteremia leading to spinal epidural abscess
is another rare complication. Only 9 percent of Spinal
epidural abscesses (SEA) are caused by streptococcus
species. Over the years, SEA are on the rise due to more
invasive spinal procedures being performed, as well as,
improved diagnosis via the use of magnetic resonance
imaging (MRI). This case discusses a sTSS complicated by
spinal epidural abscess successfully managed by current
treatment guidelines.
Case
A 40 year old African American female with Previous
Medical history of Diabetes, Hypertension visited the clinic
with acute pharyngitis and was started on azithromycin.
Three days later, she returned to the Emergency
Department after a fall with a wrist injury and a persistent
temperature. Subsequently, she developed Diabetic
Ketoacidosis, Shock and Acute Renal failure. Streptococcal
bacteremia was isolated and she was diagnosed with sTSS.
Initially, a clinical improvement was seen after treatment
with appropriate antibiotics. However, she developed
paraparesis and was diagnosed with a thoracic spinal
epidural abscess after magnetic resonance imaging. She was
immediately started on intravenous steroids and antibiotics.
Moreover, a surgical decompression with drainage of SEA
was performed. After surgery, rehabilitation and a
completed course of antibiotics, patient was discharged
home. She continues to follow-up in clinic and mobilizes
with the help of a walker.
Discussion
When an individual with a new onset bacteremia develops
any neurological symptoms of back pain or paraparesis, it is
important to obtain a MRI of the entire spine, as well as the
cranium. On the other hand, it is also important to start
empiric antibiotic therapy in bacteremic patients, which can
help to decrease the bacterial load and risk of abscess
formation. In patients with severe sepsis, a high index of
clinical suspicion is required to diagnose SEA early. Once
diagnosed, immediate drainage of the abscess reduces the
long term neurologic sequelae and mortality.
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Assessing the link between two inflammatory markers:
Helicobacter pylori and microalbuminuria
Helicobacter pylori (H.pylori) infection and microalbuminuria
are known inflammatory markers. H.pylori has been shown
to be involved in extra-gastric processes, including
atherosclerosis and insulin resistance. Microalbuminuria is a
predictor of diabetic nephropathy. It is a known early marker
of atherosclerosis and has also been associated with
metabolic syndrome and insulin resistance. It has recently
been reported that H.pylori seropositivity may be
independently associated with microalbuminuria. As
diabetics are at a higher risk for developing atherosclerosis,
and if H.pylori infection plays a role in the pathology of
atherosclerosis, there may be a possible association
between active H.pylori infection and microalbuminuria in
diabetics. Retrospective data from 2014 to 2016 was
obtained for 500 patients. The study population included
previously diagnosed diabetic adults who underwent
screening for H.pylori via stool antigen or
esophagogastroduodenoscopy with biopsy. Of these
subjects, those who had been screened for
microalbuminuria within 1 year of being screened for
H.pylori were included. The presence of diabetes was
defined as HbA1C of =6.5% and/or those taking diabetic
medications. The presence of microalbuminuria was defined
as a urine albumin/creatinine ratio (UACR) of 30 to 300mg/g.
Demographic variables such as age, gender, BMI, and
ethnicity were also noted. Lipid levels, smoking status, GFR,
serum creatinine and the presence of existing coronary
artery disease were also measured and adjusted for.
Statistical analysis was performed using SAS 9.3 software.
Out of 500 patients, 80 were excluded (subjects with ESRD
on dialysis and/or with macroalbuminuria). Of the 420
subjects, 21.4% had microalbuminuria and 47.6% had active
H.pylori infection. HbA1C, BMI, triglyceride and LDL levels
were significantly higher in patients with microalbuminuria
and prevalence of H.pylori was significantly higher in
subjects with microalbuminuria. After controlling for
confounding factors, diabetic patients with
microalbuminuria were 5.74 times more likely to have an
active H.pylori infection (HR, 5.74, 95% CI, 2.97-11.07,
p<0.01). In addition, as UACR increased, the likelihood of
H.pylori infection also increased. This study indicates that
active H.pylori infection is independently associated with the
presence of microalbuminuria; and, that the prevalence of
H.pylori infection showed a positive association with the
severity of the UACR in diabetics.
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Mesalamine Induced Myocarditis in a Young Athlete. Can
he run again?
Background:
Mesalamine containing products are often used in the treatment of
Inflammatory Bowel disease (IBD). Cardiotoxiciy is rare possible side
effect of Mesalamine. We report a case of mesalamine induced
myocarditis that was confirmed with Cardiac MRI and resolved after
immediate cessation of the medication.
Clinical vignette:
We present a case of a 21 year- old professional football player
whose medical history is only significant for a recent diagnosis of
Crohn’s disease, for which he was started on Mesalamine daily,
four weeks prior to his Emergency Department (ED) presentation.
Patient presented to the ED with recurrent intermittent episodes of
chest pain over a 24-hour period. He described the chest pain as
sharp, sub-sternal pain, 8/10 in severity that started while he was at
rest. He encountered 2 self-resolving episodes, each lasted for an
hour before he encountered a third prolonged episode prompting
him to present to the ED. Patient denied having any shortness of
breath, cough, fever, runny nose, watery eyes, or other systemic
symptoms prior to his chest pain. He denied smoking or having any
family history of heart disease
Work up included an EKG showing non-specific ST-T abnormalities
changes with 1st-degree heart block. Cardiac biomarkers were
elevated with Troponin I 2.215 ng/ml and CK 220 IU/L.
Echocardiogram showed no evidence of wall motion abnormality
and an Ejection fraction of 55-60%. Patient’s presentation and lab
work up raised the suspicion for Mesalamine induced myocarditis. A
decision was then made to perform a confirmatory Cardiac MRI
which showed subepicardial to mid-myocardial delayed hyperenhancement and edema involving the basal inferior to inferolateral wall, a non-ischemic pattern that is consistent with
myocarditis.
Mesalamine was then discontinued, which resulted in subsequent
resolution of patient’s chest pain and down-trending of troponins
over the following 48 hours.
Discussion:
Mesalamine induced cardiotoxiciy has been reported in the
literature and is a rare entity. Mechanism is not fully understood. It
was proposed that it is due to drug hypersensitivity, which explains
why development of symptoms is dose independent and could start
early in the course of the treatment or subsequently. Our patient
had no symptoms suggestive of viral illness and his symptoms
resolved upon discontinuing the medication which makes
Mesalamine the most likely cause of his myocarditis. Most
Mesalamine induced cardiovascular toxicity cases occurred 2-4
weeks after treatment was started and in most cases symptoms
resolved within 1 week of medication discontinuation.
In conclusion, Mesalamine induced cardio toxicity is a rare, yet
serious side effect that physicians should be aware of. Patients on
Mesalamine who present with chest pain or SOB or concerning
cardiovascular complaints should have the medication stopped
immediately and receive the appropriate work up to rule out this
potentially lethal drug side effect.
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LETHAL BUT REVERSIBLE ENCEPHALOPATHY SECONDARY
TO LITHIUM TOXICITY
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HELICOBACTER PYLORI NEGATIVE GASTRIC MALTOMA AS A
RECURRENCE OF AN EYELID TUMOR

Lithium is a first line drug for bipolar disorder and is also
effective in treating acute mania and major depression. Due
to its narrow therapeutic window, the risk of toxicity
remains a concern. Clinical manifestations include
gastrointestinal, cardiac, renal symptoms, and, in chronic
intoxication, development of neurological symptoms. There
are several case reports of lithium-associated reversible and
irreversible encephalopathy with therapeutic lithium level.
Here we present a rare, life-threatening case of lithiuminduced reversible encephalopathy at toxic lithium levels of
5.0 mEq/L.
A 43-year-old Caucasian male with psychiatric history of
bipolar disorder I was brought in by ambulance in an
unresponsive state. He was noted to be febrile (103o F),
hypotensive (BP of 90/60 mmHg), tachycardic (124 bpm)
with rapid shallow breathing (RR of 32/min), covered in
vomitus, and only responsive to painful stimuli. The patient
had no other significant past medical problems except for
hospitalizations for bipolar and schizoaffective disorders
treated with lithium 450 mg twice daily and chlorpromazine.
On physical examination, the patient was found to be
somnolent and sedated; he was intubated. His pupils were
equal, round, and reactive to light. His heart, lung, abdomen
and extremities were unremarkable. He scored 4 out of 15
on the Glasgow Coma Scale and had brisk reflexes. No
tremor was noted.
Initial labs showed elevated serum lithium level of 5.0 mEq/L
(0.8-1.2 mEq/L) leukocytosis (16.3X109/L) elevated BUN (95
mg/dL), creatinine (5.6 mg/dL), CPK (1426 mcg/L) and lactic
acid (2.5 mmol/L). Serum and urine toxicology were
negative. ECG showed sinus tachycardia with prolonged QTc
interval of 516 ms. CT of the brain was normal.
The patient was treated with isotonic saline, colonic
decontamination with polyethylene glycol and two sessions
of hemodialysis. Lithium levels trended down to 0.6 mEq/L
on day 4. Despite normal lithium levels, he persisted to have
an altered state of consciousness and generalized weakness
for 4 days. Hence the syndrome of irreversible lithium
effectuated neurotoxicity (SILENT) was considered. After 20
days of inpatient stay (treated with isotonic saline, colonic
decontamination and hemodialysis X 2) the patient’s
condition improved and he was able to ambulate by himself.
A wide range of differential diagnoses were considered for
our patient’s unresponsive condition. Diagnosis was
concluded to be lithium induced encephalopathy after ruling
out other causes of altered mental status. EEG revealed
mild, diffuse slow activity, indicating cerebral dysfunction
consistent with encephalopathy. Although the literature
states EEG can show triphasic waves with lithium toxicity, it
is not absolutely needed for diagnosis.

The most common site of extra nodal marginal zone cell
lymphoma also known as, mucosa-associated lymphoid tissue
(MALT) lymphoma is the stomach. Dissemination to other sites
is about 30%. Extra nodal marginal zone B-cell lymphoma is the
most common lymphoma of the ocular adnexa (conjunctiva,
orbit, lacrimal gland, and eyelid.) 90% of gastric MALT
lymphomas are associated with Helicobacter pylori (H. pylori)
infection. We report a case of H. pylori-negative gastric
MALToma in a patient who had previously diagnosed MALT
lymphoma of the right upper eyelid.
An 80-year-old Caucasian male presented after a near syncopal
episode, without loss
of consciousness. He complained of intermittent, epigastric
discomfort for the last few weeks. He described the pain as dull
in nature, 5/10 in intensity, and occurring after eating a meal. In
the ambulance, he had an episode of a black vomitus. He denied
any difficulty swallowing, weight loss, or reduced appetite.
Review of other systems was unrevealing.
His significant past medical history included left eyelid MALT
lymphoma, diagnosed a year ago, which was in complete
remission after radiation therapy. Patient had 4-5 colonoscopies
in the past, which were unremarkable but never had an
Esophagogastroduodenoscopy (EGD). He denied tobacco,
alcohol, or recreational drug use and denied having allergies or
significant family history of cancer. He was taking aspirin 81 mg
daily but denied use of nonsteroidal anti-inflammatory drugs.
His orthostatic vital signs were positive. Physical examination
was unremarkable except for guaiac positive melena. Labs
showed significant drop in hemoglobin from 14 g/dL two
months prior to this 8.8 g//dL at admission. Labs were also
significant for hypoalbuminemia (3.0 g/dL) with total protein of
5.9 (6.3-8.2 g/dL), elevated BUN of 41 (9-20 mg/dL), creatinine
of 1.0 (0.7-1.3mg/dL), and mild hyponatremia (136 mEq/L); liver
function tests were normal.
He was treated with intravenous fluid, intravenous proton
pump inhibitors, packed red blood cells and platelet transfusion.
EGD showed multiple gastric masses with hypertrophic gastric
folds and ulceration of one of the masses.
Pathology of the gastric mucosa was consistent with a brisk
lymphoid infiltrate composed of predominantly small to
medium sized CD20+ B-cells that focally encroach glandular
structures suggesting a the diagnosis of extra nodal marginal
zone lymphoma of the MALT lymphoma. H. pylori were
negative. His condition improved and had no further episodes of
melena or hematemesis. Patient was treated as an outpatient
with local radiation to stomach with successful remission.
Stomach is the most frequent site of MALToma with
dissemination to multiple locations. In our patient, EGD was not
performed at the time of diagnosis of eyelid MALT lymphoma.
However, initial staging working up for all non-GI MALT
lymphomas must include stomach endoscopy to diagnose
concurrent gastric involvement in a timely manner.
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Sex Life Bland? Maybe it's your Adrenal Gland
Non-classical congenital adrenal hyperplasia is a common
genetic condition, yet it is extremely difficult to diagnose in
adult males and often goes unnoticed. When detected, the
clinical signs of this disease are primarily from androgen
excess.
A 59-year old man was referred to an endocrinologist with
low testosterone levels after complaints of sexual
dysfunction. He was started on intramuscular testosterone
replacement therapy by his urologist at this time. This
patient has a past history significant for obesity, diabetes
mellitus type 2, COPD, precocious puberty, and inability to
impregnate his wife due to azoospermia. Preliminary
laboratory data revealed almost undetectable gonadotropin
levels. LH and FSH values were measured at 0.2 and 0.7
mIU/mL respectively. Physical exam was remarkable for
small soft testes. MRI revealed no pituitary abnormalities.
Cosyntropin stimulation test was ordered to assess cortisol
levels and elicited a suboptimal response. An abdominal CT
showed a left-sided adrenal mass measuring 21x13x20 cm
and a smaller right-sided mass measuring 7.2x2.7x6.2 cm.
Scrotal ultrasound ruled out a testicular adrenal rest tumor.
A 17-hydroxyprogesterone level was measured and came
back markedly elevated at 14,953 ng/dl. At this time, the
diagnosis of non-classical congenital adrenal hyperplasia was
made and treatment with hydrocortisone was initiated.
Since the patient was experiencing pain related to the leftsided adrenal mass, he underwent an uncomplicated leftsided adrenalectomy. Post-operative pathology revealed a
myelolipoma. Upon recovery, the patient was discharged.
He continued on testosterone and hydrocortisone therapy
and reported full restoration of sexual function on follow-up.
This case demonstrates how early diagnosis and treatment
are crucial in cases involving non-classical congenital adrenal
hyperplasia. Early identification and intervention can help
restore reproductive and sexual function. Non-classical
congenital adrenal hyperplasia is rarely diagnosed in adult
patients. This disorder should be considered in the
differential diagnosis for sexual dysfunction or infertility in
males. However, non-classical congenital hyperplasia
deserves even more careful consideration if the patient has
a past medical history significant for early-onset puberty.
Multiple case reports exist of male patients being able to
father children when early diagnosis and treatment are
initiated. Additionally, it is also rare to encounter bilateral
myelolipomas in the setting of non-classical congenital
adrenal hyperplasia. Our case demonstrates a common
endocrinological pathology presenting at an uncommon age
with rare radiological findings.
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Atypical Presentation of an Organ of Zuckerkandl
Paraganglioma
Paragangliomas are catecholamine secreting neuroendocrine
tumors that arise from chromaffin cells. About 10% of
pheochromocytomas are extra-adrenal and are considered
paragangliomas. The classic triad of symptoms, present in 24% of
cases includes headache, diaphoresis, and palpitations. Other
common symptoms include fever, weight loss, hypertension,
hyperglycemia, and abdominal pain.
A 54-year-old man presented after a brief episode of loss
of consciousness that occurred one day prior to admission to the
hospital. The patient’s son reported a fall followed by an
unresponsive episode lasting 3-5 seconds, the symptoms resolved
spontaneously within seconds and the patient regained
consciousness without deficits. The patient’s blood pressure
immediately after the episode was 100/90 mmHg. Information
obtained in the emergency department revealed a history of
multiple similar episodes that began 3 years ago. Reportedly, these
episodes had increased in frequency over the past 6 months, with a
current frequency of 4-5 times per week. Upon arrival in the
emergency department, the patients’ blood pressure was 218/107.
IV hydralazine was given and 30 minutes later the blood pressure
was 153/82. Twenty minutes later, blood pressure was 232/118.
These fluctuations continued for six hours. Physical exam, including
orthostatic vitals were within normal limits. Family history was noncontributory. Electrocardiogram revealed sinus bradycardia. The
patient had an episode of loss of consciousness witnessed by ER
staff. Although the patient initially presented with syncope, the
rapid and dramatic fluctuations in blood pressure prompted a
cardiac work-up. Echocardiogram revealed EF of 65%, LVH, and
impaired ventricular relaxation. Due to marked hypertension,
catecholamine levels were evaluated and revealed markedly
elevated normetanephrine, total metanephrine, and 24-hour
urinary vanillylmandelic acid levels. Coronary Angiography was
unremarkable. Non-contrast CT of the abdomen and pelvis showed
a 4.1 x 4.3 cm pre-aortic mass between the aorta and inferior vena
cava. Tumor imaging Octreotide Indium-111 scan revealed a
somatostatin positive tumor in the mid-paraaortic region of the
abdomen. A diagnosis of an extra-adrenal pheochromocytoma
(paraganglioma of the organ of Zuckerkandl) was made. MRI of the
brain with and without contrast revealed no abnormality. The
patient was treated with alpha-blockade prior to surgery and
underwent an uncomplicated resection of the mass. Patient
reported resolution of symptoms on post-operative follow-up.
Paragangliomas can represent a number of diagnostic,
management, and surgical challenges. Patients may present with
subtle clinical signs and non-contributory family histories.
Additionally, paragangliomas associated with multiple syncopal
episodes have been documented when the mass is located on the
carotid body or when the mass causes a ventricular outflow tract
obstruction. Paragangliomas of the organ of Zuckerkandl do not
typically present with syncope. This case demonstrates a very
atypical presentation of a paraganglioma and outlines the
appropriate work-up and management.
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INTESTINAL PERFORATION- LOCALIZED HISTOPLASMOSIS
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Haemophagocytic lymphohistiocytosis, an unusual
presentation of early human immunodeficiency virus (HIV)
infection.

Introduction:
Gastrointestinal histoplasmosis is a progressive extra pulmonary
infection caused by Histoplasma capsulatum. Almost 5-27%
cases of histoplasmosis are seen in HIV infected individuals. The
risk of disease in HIV infected patients has declined with
effective antiretroviral therapy.
Case Description:
34 year old man with Human Immunodeficiency virus (HIV)
diagnosed a year ago on elvitegravir, cobicistat, emtricitabine
and tenofovir presented with severe diffuse abdominal pain
with sudden onset, beginning in right lower quadrant and right
lumbar region, associated with nausea and vomiting.
Examination revealed- heart rate of 121/min, generalized
abdominal tenderness with guarding and hypoactive bowel
sounds. Leucocyte count was 15,000mm3, lactate 3.8 mmol/ L,
HIV RNA viral load undetectable (was 580559 a year ago),
cluster of differentiation (CD4) count 77 cells/microliter( a year
ago127 cells/microliter). CT abdomen and pelvis showed
distended stomach and proximal small bowel with possible
transition in mid pelvis, foci of extraluminal gas in pelvic
mesentery and mesenteric venous gas with extensive
mesenteric edema and small pelvic ascites. Exploratory
laparotomy revealed perforated small bowel, affected
mesentery was resected with end to end anastomosis. Surgical
pathology showed fungal-associated necrotizing granulomatous
inflammation, perforation and acute peritonitis. Granulomas
were positive for budding spores suggestive of histoplasmosis.
Patient improved with broad spectrum antibiotics (Ertapenem)
and fluconazole for peritonitis, which was changed to
itraconazole based on histopathology results. Patient continued
to do well at 2 month follow up.
Discussion:
Histoplasmosis should be considered in a
HIV/immunocompromised patient with CD4 counts below 150
cells/microL. Our patient was treated with HAART a year ago,
possibly developed immune reconstitution inflammatory
syndrome with subsequent bowel perforation secondary to
histoplasmosis. Diagnosis is confirmed by microscopic
demonstration or isolation using stains for fungi, cultures,
antigen detection, and serologic tests of Histoplasma from extra
pulmonary sites. GI histoplasmosis is most commonly seen in
males in fifth decade of life. Treatment involves antifungal
therapy with Amphotericin B or itraconazole therapy based on
immune function and severity of illness. Treatment is highly
effective but relapse can occur in severely
immunocompromised individuals.
Conclusion:
? Bowel perforation in HIV patients may be secondary to
opportunistic infections especially with low CD4 counts.
? Histoplasmosis is treated with amphotericin B or itraconazole.

Introduction: Haemophagocytic lymphohistiocytosis (HLH) is lifethreatening clinical syndrome caused by excessive uncontrolled
activation of the immune system resulting in massive cytokine
release, systemic inflammatory response and multiple organ
dysfunctions. We discuss an unusual presentation of acquired HLH
in a patient with early human immunodeficiency virus (HIV)
infection with negative serologies and high viral load.
Case: 52 year-old-female with history of gallstones s/p
cholecystectomy 1 year ago, presented with recurrent fevers,
diffuse abdominal pain, generalized fatigue and headache for 5
days. On exam she was febrile to 102F, tachycardic and tachypneic,
with diffuse abdominal tenderness without rebound or guarding
and diffuse crackles on lung exam. Blood work showed
pancytopenia, elevated liver enzymes, alkaline phosphatase and
bilirubin. Chest x-ray showed diffuse pulmonary edema. Blood gas
showed hypercapnic respiratory failure. Due to concern for adult
respiratory distress syndrome secondary to sepsis, she was
intubated and started on Meropenem and Vancomycin. She became
hypotensive requiring vasopressor support. Magnetic resonance
cholangiopancreatography (MRCP) was negative for biliary or
intrahepatic pathology. Anemia work-up showed elevated ferritin
levels >40,000ug/liter with low iron stores. Given the high suspicion
for HLH, she underwent bone marrow biopsy, which showed
hemophagocytic cells. Serum triglycerides and IL-2 receptor (IL-2R)
levels were elevated, and Natural Killer (NK cell) counts were
normal. She was started on systemic steroids, intravenous
immunoglobulins (IVIG) and etoposide. HIV serology was negative,
but viral PCR showed high viral load. Other viral serologies and
blood cultures came back negative. She was extubated, weaned off
the vasopressors and antibiotics were stopped. Her symptoms
improved and remained afebrile and hemodynamically stable. She
was started on antiretroviral therapy. Her HIV viral load and
pancytopenia improved significantly.
Discussion: HLH is a rare, rapidly fatal disorder of immunoregulation, triggered by multiple inherited and acquired factors. A
genetic or acquired defect in NK cells and cytotoxic T-lymphocytes
function results in unregulated macrophage proliferation, which
produce massive amount of cytokines resulting in hyperinflammatory response and hemophagocytosis. Acquired HLH is
associated with conditions such as immunodeficiency, lymphomas,
autoimmune diseases, or infections such as Epstein Barr virus (EBV),
HIV, mycobacteria, bacteria and fungi. Clinical presentation varies
widely, but it usually presents like sepsis, with fever, tachypnea,
tachycardia, hepatosplenomegaly, lymphadenopathy, and altered
mental status. Investigations may reveal bicytopenia/pancytopenia,
elevated serum triglycerides and/or decreased fibrinogen levels,
increased ferritin levels, low /absent NK cells activity and highsoluble IL2-R levels. Tissue biopsy may show hemophagocytes. HLH
warrants early aggressive treatment, including treatment of
underlying triggers and immune-chemotherapy. Low risk patients
are initially treated with cyclosporine A, steroids or IVIG, while high
risk patients require etoposide-containing regimens.
Conclusion:
Underlying triggers such as infections should be investigated in
patients with acquired HLH. When clinical suspicion is high with
negative viral serologies, viral PCR should be considered.
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Use of Factor VII as a bypass agent in a Hemophilia B
patient with inhibitors to Factor IX
INTRODUCTION:
Hemophilia is an X-chromosome linked congenital bleeding
disorder. There are currently an estimated 20,000 patients in
the US. Hemophilia A (Factor VIII deficiency) is four times more
common than Hemophilia B (Factor IX deficiency). The
treatment of severe Hemophilia with intravenous clotting factor
infusions is complicated by the development of inhibitory
antibodies to these factors.
Patients with inhibitors can be treated with â€œbypassing
agentsâ€•, activating different parts of the coagulation cascade
to bypass the deficient factor. We present a patient with
Hemophilia B with inhibitory antibodies who was treated with
repeated Factor VII infusions.
CASE:
Our patient is a 28 year old male with a history of Hemophilia B,
chronic subdural hematomas (SDH), intra-cerebral hemorrhages
and soft tissue hematomas. He had a history of anaphylactic
reaction to Factor IX, with reported swelling and wheezing. He
presented with a thirty-day history of occipital headaches and
four-day history of severe lower back pain. The pain was
associated with tingling sensation and numbness over the left
posterior thigh, radiating to the front of his left thigh. On
examination, he was noted to have motor and sensation intact
bilaterally, normal anal sphincter tone and tenderness to
palpation over T1 and L1 spine, including the left paraspinal
area.
CT Head on admission showed interval evolution of the left
subdural hemorrhage, with no evidence of delayed bleeding.
MRI Thoracic spine showed abnormal signals in the ventral
spinal canal at T1 and T2, at the T11 level and at the mid T12
level and extending into the superior aspect of the lumbar
spinal canal. These findings were concerning for possible
subdural hematoma (SDH). He had a low level of 26% of Factor
IX. He was started on prophylactic Factor VII infusions every 3
hours, to prevent further extension of possible SDH.
A repeat MRI of the spine, after 5 days of Factor VII infusions,
showed stable linear foci of abnormal signals at the ventral T1T2 and dorsal T11-T12 levels. His coagulation parameters and
hematocrit remained stable during hospitalization and he was
discharged to home with plans for outpatient Hematology and
Neurosurgery follow up.
DISCUSSION:
Inhibitory antibodies are seen in 25-30% of patients with severe
Hemophilia A and 1-5% of those with Hemophilia B. Patients
with an underlying molecular defect affecting F8/F9 gene,
younger age at first treatment, Afro-Caribbean ethnicity and
treatment during co-existent inflammation are at higher risk of
developing these antibodies. Studies to risk stratify Hemophilia
A patients on the risk of antibody development have been
performed and externally validated, helping to potentially
individualize treatment.
This case was particularly unique because it employed the use
of Factor VII to activate the extrinsic coagulation pathway and
bypass the inhibitory antibodies to Factor IX.
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POLYARTERITIS NODOSA WITH NEGATIVE INFLAMMATORY
MARKERS AND LOCALIZED VASCULITIS OF THE
GASTROINTESTINAL TRACT:A CASE REPORT
Introduction:
Polyarteritis nodosa (PAN) is a rare systemic necrotizing
vasculitis affecting 2-33 persons per million. Most cases of PAN
are idiopathic, however Hepatitis B and C infections and hairy
cell leukemia can be the trigger in some cases. PAN typically
affects medium-sized arteries and can affect different organs in
various combinations, including skin, muscle, joints, kidneys,
heart, nervous system and gastrointestinal tract. Laboratory
testing usually reveals a prominent nonspecific acute phase
response and anti-neutrophil cytoplasmic antibody (ANCA) is
typically negative. Diagnosis is based on biopsy and pathologic
confirmation of vasculitis in medium-sized arteries of
symptomatic organs. When biopsy is not feasible or negative,
visceral angiography revealing multiple microaneurysms can
support the diagnosis.
Here we describe a rare case of PAN with negative inflammatory
markers and localized gastrointestinal involvement.
Case presentation:
A 56 year-old caucasian man with no significant past medical
history presented to our center with acute left upper and lower
quadrant abdominal pain. CT angiography of the thorax was
performed to rule-out pulmonary embolism which showed
thickening and enhancement of the splenic and hepatic arteries
without aneurysmal dilatation. To evaluate this further, a
dedicated CT angiogram of the abdomen was performed,
suggestive of splenic infarct. Serologic evaluation was negative
for antinuclear antibody (ANA), cytoplasmic and perinuclear
ANCA (cANCA, pANCA), anti-phospholipid antibodies and
revealed normal ESR, CRP, C3, C4, complement levels and IgG4.
Hepatitis B and C serologies were negative. On the fifth day of
hospitalization, our patient developed severe left flank pain and
an erythematous papular rash in the left groin. MRI and MRA of
the kidneys revealed left renal infarction and biopsy of the rash
revealed spongiotic interface dermatosis, without evidence of
vasculitis. Treatment with high dose steroid was initiated with
improvement in symptoms. Repeat CT angiography of abdomen
showed significant mural thickening and luminal narrowing of
the celiac axis and its branches with small pseudoaneurysms
along the celiac trunk, confirming the diagnosis of PAN.
Discussion:
We report a rare and challenging case of PAN. Despite negative
inflammatory markers and skin biopsy, our patient developed
vasculitis associated infarction of abdominal organs. In PAN
vasculitis, arterial narrowing in the setting of vessel wall
inflammation and intimal proliferation can reduce blood flow
and predispose to thrombus formation in the involved organs,
resulting in ischemia or infarction. Diagnosis was confirmed on
repeat CT angiography of the abdomen showing small
pseudoaneurysms along the celiac trunk. Our patient responded
appropriately to high dose steroids. This case demonstrates the
challenges in making the diagnosis of PAN in a patient
presenting with normal inflammatory markers and atypical
vasculitis with limited organ involvement.
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Immunosuppressive and dual antiplatelet therapy related
spontaneous intramuscular hematoma
Introduction:
Spontaneous intramuscular hematoma (SIH) is usually seen in
patients with clotting disorders and those who are on
anticoagulation. Rarely, retroperitoneal hematomas are seen in
transplant patients on immunosuppressive medications, especially
in patients who are on concurrent dual antiplatelet therapy (DAPT)
or anticoagulation. However, there are no prior cases reported of
SIH in such patients. This case shows that patients on DAPT(or with
platelet dysfunction) and /or immunosuppressive therapy can also
have SIH
Case:
A 62-year-old woman with history of systemic lupus erythematosus
(SLE), Lupus nephritis post renal transplant (20 years ago), chronic
transplant rejection (on tacrolimus and prednisone), hypertension,
overt lower gastrointestinal bleeding secondary to diverticulosis
post hemicolectomy and atrial fibrillation on aspirin and clopidogrel.
She presented with sudden onset of right hip pain radiating to the
right thigh and gluteal region. She denied any recent trauma.
Physical examination showed decreased range of motion of the
right hip secondary to pain. No erythema or swelling was observed.
Laboratory tests showed normocytic anemia(hemoglobin 11g/dl) ,
elevated creatinine , elevated blood urea nitrogen and normal INR.
Right hip and pelvic x-rays showed no acute fracture or abnormality.
She underwent pelvic computerized tomography (CT) scan which
showed a large intramuscular hematoma extending through the
right gluteus medius and minimus muscles. Her hemoglobin
remained stable during the hospitalization and pain improved with
conservative care. Initially, clopidogrel was withheld, which was
later restarted as outpatient.
Discussion:
We report a rare case of SIH in a renal transplant patient with
chronic transplant rejection on immunosuppressive and DAPT. To
the best of our knowledge, no cases of SIH have been reported in
association with renal transplant. Although, DAPT and platelet
dysfunction is rarely associated with retroperitoneal hematomas
and concurrent immunosuppressive therapy use can increase the
risk significantly, there is limited data on SIH in these patients. CT
imaging without contrast is the most commonly used diagnostic
modality. In most cases only conservative care is warranted as
tamponade effect limits the bleeding. In some cases with
uncontrolled bleeding, hemodynamic instability and/or high
suspicion for compartment syndrome,surgical intervention and/or
interventional radiological embolization is required. It can result in
significant morbidity and requires a high clinical suspicion, as early
initiation of supportive care and/or intervention can decrease the
long-term complications and result in good prognosis.
Conclusions:
SIH is commonly seen in patients with clotting disorders. DAPT and
immunosuppressive therapy are common risk factors for
spontaneous retroperitoneal hematomas, and can increase the risk
of SIH. Patients who are on DAPT and/or immunosuppressive
therapy presenting with sudden onset of localized symptoms or a
drop in hemoglobin warrant a CT scan without contrast to rule out
SIH and retroperitoneal hematoma, since prompt diagnosis and
early supportive care has shown superior clinical outcomes.

Alexandra Kreps MD
Khushal Shah, MS4
Naureen Kabani, M.D.
SUNY Downstate Medical Center
SEIZURES UNFOLDING A COMPLICATED CASE OF
OVERLAPPING SLE AND GPA
Alexandra Kreps, M.D. ACP Member
SUNY Downstate Medical Center, Department of Medicine,
Brooklyn NY
Introduction:
Multiple autoimmune phenomena can occur in a patient that are
consistent with more than one rheumatologic disease; in such cases,
the patient is said to have an overlap syndrome. In this case, we
discuss a patient who was diagnosed with Systemic Lupus
Erythematosus (SLE) and Granulomatosis with Polyangiitis (GPA). An
overlap between SLE and GPA is extremely rare, with very few case
reports having cited this occurrence. Furthermore, no prior case has
initially presented with neuropsychiatric lupus, an additional unique
feature of this patient.
Case Report:
Our patient is a 19 year old Afro-Caribbean male presenting to the
emergency room with new onset generalized tonic-clonic seizures.
The patient was treated with anti-epileptics and was briefly
intubated for airway protection. Initial workup was significant for
acute kidney injury, proteinuria, and pancytopenia. CSF analysis was
consistent with aseptic meningitis. EEG and brain imaging showed
nonspecific findings of generalized cerebral slowing and mild
parenchymal loss, respectively. Rheumatologic workup was done to
investigate the etiology of aseptic meningitis. Findings included
elevated levels of ANA, Anti-dsDNA, Anti-SSA/Ro, and Anti-RNP
antibodies. Additionally, the patient was found to have low levels of
complement (C3, C4). A kidney biopsy confirmed Class III(A) and
Class V lupus nephritis as well as focal segmental glomerulosclerosis.
The patient was started on Mycophenolate Mofetil,
Hydroxychloroquine, Methylprednisolone, and Lacosamide for SLE
nephritis and presumed Neuropsychiatric lupus. The patient
clinically improved over the course of a month and was discharged
to an acute rehab facility. One week later, the patient began
developing orthopnea, lower extremity edema, and abdominal
swelling. An echocardiogram showed elevated pulmonary artery
systolic pressure and mild tricuspid regurgitation. Further imaging
studies showed multiple pulmonary nodules as well as
opacifications and inflammatory changes of the paranasal sinuses.
Of note, the patient on previous labs was found to have elevated
Myeloperoxidase antibodies. The clinical picture was therefore
consistent with GPA. The patient was initiated on IV Rituximab
therapy in conjunction with SLE treatment and found to have
significant improvement.
Discussion:
Our patient’s presentation had multiple unique features. First, our
patient’s profile did not fit the epidemiologic pattern of GPA. The
mean age of diagnosis for GPA is between 41 and 52, with a
predominance in the caucasian population. In addition, the overlap
of SLE and GPA with a presenting diagnosis of CNS lupus is an
exceedingly uncommon occurrence. Our patient’s conditions were
only unmasked following his seizures, exemplifying the importance
of maintaining a wide differential diagnosis when approaching
patients with acute neuropsychiatric conditions.
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“START FROM THE HEART”Resolution of recurrent
gastrointestinal bleeding post aortic valve replacement
Introduction:
Heyde’s Syndrome (HS) is the association of aortic valve stenosis
(AS) and gastrointestinal angiodysplasia causing gastrointestinal
bleeding (GIB). We present a case of a patient with severe AS
that had successful hematologic recovery from recurrent GIB
following aortic valve replacement (AVR).
Case Presentation:
This is a case of a 68-year-old female with Diabetes Mellitus
Type 2, Hypertension, and severe AS with an initial peak aortic
gradient of 71 mmHg and an aortic valve area of 0.9 cm2
presenting with 1-week history of exertional chest discomfort.
Physical examination showed conjuctival pallor, slow capillary
refill time, and a grade 3/6, high-pitched aortic systolic murmur,
radiating to the carotid area. She was diagnosed with severe
acute symptomatic anemia from possible GIB. Stool was positive
for occult blood. Hemoglobin (Hgb) level was low at 5.1 gm/dl,
with an iron panel consistent with iron deficiency. Reticulocyte
production index: 1.8%. Von Willebrand factor (vWF) and
ristocetin cofactor were normal. Direct coomb’s test was
negative. Initial endoscopies were unrevealing except for
Helicobacter pylori gastritis.
Patient was discharged with parenteral and oral iron
supplements in addition to triple therapy for H. pylori. In the
following months she required multiple hospitalizations from
symptomatic anemia due to recurrent GIB which required
repeated blood transfusions. A repeat capsule endoscopy
showed active bleeding with the presence of multiple
arteriovenous malformations in the proximal small bowel.
Repeat echocardiogram showed progressive AS with an increase
in peak gradient of 98 mmHg and an aortic valve area of less
than or equal to 0.7 cm2. Cardiac catheterization and bioprosthetic aortic valve replacement (AVR) were successfully
performed. On follow-up, 7 months post AVR; she had normal
iron studies, and Hgb was stable at 11.5 gm/dl. There were no
more recurrences of GIB requiring blood transfusions and
hospitalization.
Discussion:
The most convincing mechanism in patients with HS is the
deficiency or defect in high molecular weight multimers of vWF.
Moreover, AS would also give rise to GIB by reducing
gastrointestinal perfusion leading to hypoxemia-induced
dilatation of blood vessels. Correlating gastrointestinal
angiodysplasia and AS is challenging since both occurs in the
elderly such as in our case. There are multiple emerging
literatures which support AVR as a curative option in more than
80% of patients with HS that decreases the need for recurrent
blood transfusions, and endoscopic intervention; furthermore
decrease the risk of recurrent GI bleeding and overall mortality.
HS is not yet included in the guidelines for AVR but should
possibly be considered especially in patients with recurrent GIB.
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“HE TURNING POINT: HOW SAFE ARE WE FROM A
COMMON DRUG?”
Introduction:
Acquired QT prolongation is a rare adverse effect of
antihistamines which are commonly used over-the-counter
medications. We report a case of a patient that developed
progressive QT prolongation leading to Torsade de pointes (TdP)
from Nyquil (Acetaminophen, Doxylamine Succinate,
Phenylephrine Hydrochloride, Dextromethorphan
Hydrobromide) overdose.
Case Presentation:
A 26-year-old Caucasian male with a 3-day history of Nyquil use
was initially found unresponsive from a suicide attempt with a
12 ounce bottle of Nyquil â€œCold and Fluâ€• and alcohol
ingestion. He was immediately brought to the emergency
department but had already recovered on presentation. He was
not in distress. Electrocardiogram (EKG) showed sinus
bradycardia with a ventricular rate of 40 bpm with a corrected
QT (QTc) interval of 544 ms. Urine toxicology was positive for
cannabinoids. Blood alcohol and acetaminophen levels were
negative. Thyroid stimulating hormone and serum electrolytes
were normal except for a magnesium (Mg) level of 1.2 meq/L.
He was immediately given 4 grams of intravenous Mg. After six
hours, the patient became lethargic and hypoxemic to an
oxygen saturation level of 80% on room air with a respiratory
rate of 25 cycles per minute. On the cardiac monitor, he was
bradycardic with progressive QT prolongation leading to TdP at
300 bpm that resolved spontaneously after 10 seconds.
Immediate repeat serum electrolytes were normal. To prevent
further QT prolongation, the Mg infusion was continued at a
rate of 0.5- 1 gram/hour for 24 hours. He had a normal
echocardiogram Doppler study. Subsequent EKG’s showed
normalization of acquired QTc prolongation.
Discussion:
Antihistamines are postulated to cause dose-dependent QTc
prolongation by blocking the rapidly activating delayed rectifier
potassium channel, a key repolarizing current in the ventricular
myocardium. Doxylamine Succinate is a first generation
antihistamine commonly found in Nyquil :a combination of
Acetaminophen, Doxylamine Succinate, Phenylephrine
Hydrochloride, and Dextromethorphan Hydrobromide. It has a
lethal dose of at least 25mg/kg body weight, although our
patient only took 150 mg single dose, Doxylamine and
Dextrometorphan are both metabolized by CYP2D6 enzymes
and they may â€œcompeteâ€• for the same enzyme, altering
their metabolism. At the same time 7-10% of Caucasians are
poor metabolizers. Retrospective cases have reported
diphenhydramine induced QT prolongation but there have only
been four reported cases of TdP caused by diphenhydramine
overdose that we are aware of. As an ethanolamine derivative
similar to diphenhydramine, this may be the first reported case
of Doxylamine induced TdP. In such case, patients and clinicians
should be aware of the possible dangerous side effects of this
frequently used over-the-counter medication.
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Cardiac Tamponade: An Unusual Presentation of Systemic
Lupus Erythematosus
Introduction
Pericarditis may be the initial presentation of Systemic Lupus
Erythematosus (SLE), however cardiac tamponade is rarely the
presenting symptom.
Case Presentation
A 55-year-old Ghanaian man was admitted to our service with
dyspnea, which had progressed over the course of 4 days. He
had an acute decrease in his exercise tolerance and developed
orthopnea the night prior to his admission. Review of systems
revealed progressive asthenia, anorexia and low grade fevers
for the last few months, with an unintentional weight loss of
approximately 40 lbs. No other symptoms were elicited.
The patient’s physical examination was within normal limits,
except for mild periorbital edema. Cardiac sounds were
unremarkable, and there were no signs of volume overload or
circulatory abnormalities.
Initial workup revealed leukopenia and a normocytic,
normochromic anemia. He had decreased renal function and
subnephrotic proteinuria. His troponin level was
0.07&nbsp;ng/mL, his N-terminal proBNP level was
5,011&nbsp;pg/mL, and his erythrosedimentation rate was
60&nbsp;mm/h. His EKG was unremarkable; his chest x-ray
revealed cardiomegaly. A bedside transthoracic echocardiogram
(TTE) on admission revealed a moderate pericardial effusion,
without any diastolic collapse.
The differential included autoimmune diseases, malignancy and
tuberculosis, in light of the above findings. An official TTE was
obtained 24 hours after admission, showing progression of the
effusion and partial diastolic collapse of the right atrium and
ventricle. The patient was transferred to the intensive care unit
and a pericardial biopsy with pericardial window were
scheduled for the following day. Approximately 12 hours later,
the patient developed dyspnea at rest and pulsus paradoxus,
and was urgently operated due to pericardial tamponade.
The diagnosis of SLE was established once serology became
available. The pericardial biopsy confirmed SLE pericarditis, and
ruled out malignancy and tuberculosis.
Discussion
Acute pericarditis is characterized by sharp, pleuritic, postural
chest pain and diffuse ST-segment elevations. With diverse
etiology, up to 24% of the cases of pericarditis can be attributed
to an autoimmune disease.
Pericarditis is the most common cardiac manifestation of SLE,
the prototypical autoimmune disease, and it has been
associated with poor survival. Non-Caucasian patients are more
likely to present with SLE pericarditis. The incidence of
pericarditis is greatest in African patients (43%) compared to
Chinese (26%) and Thai (16%) populations. Interestingly,
although most SLE pericarditis presents with typical symptoms
of pericardial disease, 26% of African patients present solely
with dyspnea. Although cardiac tamponade has been described
in children with SLE, it is seldom part of the initial presentation
in adults.
This case is a rare presentation of a new case of SLE. It illustrates
the clinician’s need to have a broad differential diagnosis and to
consider the patient as a whole.

Sandrine Lebrun MD
Craig Basman MD, Atul Kukar DO.
Lenox Hill Hospital
SUDDEN CARDIAC ARREST IN A 53 y/o HEALTHY MALE: A
RARE CASE OF SPONTANEOUS CORONARY ARTERY
DISSECTION (SCAD)
Spontaneous Coronary Artery Dissection (SCAD) is an underrecognized cause of acute coronary syndrome in young
adults. In contemporary series, 92-95% of nonatherosclerotic SCAD occurred in women, making it’s
prevalence in men scarce. Amongst males, physical exertion
is the most common stressor for SCAD. We report a rare
case of ventricular fibrillation (VF) cardiac arrest brought on
by SCAD.
A 53-year old male porter, former 2 pack year smoker with
no other risk factors was brought to the CCU after sudden
onset substernal chest pain and loss of consciousness. His
collapse was witnessed by his brother who alerted EMS and
began CPR. He endured work related stress and carried
heavy packages that day. EMS found him in VF, defibrillated
him twice with return to sinus rhythm. Initial and peak
troponin I were 3.1ng/ml. ECG showed sinus rhythm, left
axis deviation, no Q waves and nonspecific ST changes.
Urgent cardiac catheterization revealed non-obstructive
coronary artery disease and SCAD of the distal Left Anterior
Descending artery (Figure1). Echo showed severe apical
inferior wall hypokinesis with an EF of 40%. He was managed
with aspirin, clopidogrel, heparin, beta-blockade, ACEI and a
statin. Cardiac MRI showed no evidence of myocardial
scarring. Toxicology screen was negative. Further workup
showed a transient elevation of ESR/CRP. An extensive
imaging evaluation revealed multifocal Fibromuscular
Dysplasia (FMD) with beading of the right and left (proximal)
external iliac artery as well as the right superior accessory
renal artery with a distal aneurysm (7.5mm). At two month
follow up, he was asymptomatic with an EF of 60%.
SCAD’s manifestation often depends on the extent of the
dissection. Clinical presentation ranges from chest pain
alone to STEMIs and less commonly VF and sudden death. In
men, FMD and preceding isometric exercises are the most
common of catalysts. Our patient’s SCAD was likely
provoked by heavy weight lifting as a porter and recent
emotional distress in the setting of undiagnosed FMD.
SCAD’s management remains controversial. A more
conservative approach is favored over revascularization with
PCI or CABG in stable patients as these arteries usually heal
spontaneously. PCI in these fragile, dissected arteries carry
higher complication rates.
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ClOZAPINE INDUCED MYOCARDITIS: A POTENTIALLY SILENT
AND FATAL THREAT

Julianne Lee MD
Cynthia X. Pan, MD, FACP, AGSF
New York Presbyterian-Queens
NO ONE IS LISTENING TO ME! :NEAR DEATH AWARENESS,
DELIRIUM AND CAPACITY AMONG CULTURALLY DIVERSE
PERSPECTIVES AT THE END OF LIFE

Case: A 23-year-old man presented to the hospital from a
psychiatric facility, with fever for four days. His medical
history was significant for paranoid schizophrenia with
multiple hospitalizations for auditory hallucinations,
refractory to olanzapine and risperidone. In the setting of
recent deteriorating psychiatric condition, clozapine was
initiated and steadily titrated up over three weeks to
200?mg daily, with clinical improvement. Upon
presentation, his physical exam was unremarkable except
for Tmax of 103.1 with a heart rate of 123. Labs showed mild
leukocytosis with eosinophilia to 9.8%, Troponin T of 1.28
peaking at 1.88 ng/ml, total CK of 993 u/L, CK-MB of 34
ng/mL and a CRP of 157 mg/L. An infectious workup
including a respiratory viral panel, chest xray, blood and
urine cultures, was negative. ECG showed sinus tachycardia
with new T wave inversion in lead III . Echocardiogram
revealed mild global LV dysfunction, with an EF of 35%.
Cardiac catheterization showed no coronary disease. A
diagnosis of clozapine induced myocarditis was strongly
considered and clozapine was substituted with quetiapine
and haloperidol. Further workup was limited as patient
deferred cardiac MRI, the diagnostic imaging method of
choice for myocarditis. For that reason, along with the
inherent risk of perforation and tamponade,
endomyocardial biopsy was not pursued. He was managed
medically with an ACE Inhibitor and beta-blocker and
discharged to a psychiatric facility with instructions to
permanently discontinue clozapine. A month later, he
remained asymptomatic with repeat Echo showing an
improved EF of 50%.
Impact: A highly effective atypical antipsychotic, clozapine is
used in treatment-refractory schizophrenia. The cardiac
complications of this drug are rare, potentially fatal and
include myocarditis, cardiomyopathy and heart failure. Alas,
myocarditis has a wide range of nonspecific symptoms,
making it difficult to identify clinically. Persistent sinus
tachycardia and fevers may be the only warning signs.
Prompt discontinuation of the agent is imperative soon as
suspicion arises, to improve outcome.
Discussion: Though myocarditis can occur at any given time
during clozapine treatment, the risk is especially heightened
within 6-8 weeks of therapy. Because its heterogenous
nonspecific clinical presentation can be misleading, patients
on clozapine should be closely monitored and undergo
weekly lab testing (Cardiac enzymes, CBC with differential,
CRP etc). A high degree of suspicion must be maintained for
adverse cardiac effects, with a low threshold to stop the
drug. Studies suggest that partial or complete recovery
follows early diagnosis and drug cessation. Higher doses and
longer duration of therapy are associated with poor overall
outcome including death.

Introduction:
At the end of life, people may experience delirium or near
death awareness (NDA). These are not the same but many
clinicians may not recognize the difference. Delirium may
influence capacity to make decisions, but NDA usually does
not.
Case Description:
Mr. J is a 66-year-old Jamaican male with recently diagnosed
advanced cholangiocarcinoma who presented with
generalized weakness and RUQ pain. He was treated for
sepsis secondary to cholangitis and improved. Palliative
chemotherapy was offered but he declined. Mr. J wished to
go home and treat himself with a traditional Jamaican
â€œcleansing regimen.â€• Mr. J confided that he had been
â€œseeingâ€• his deceased mother, the visions were telling
him he’ll be â€œjoining her in her world soon,â€• and that
he was comforted by these occurrences. These comments
became a red flag for the primary team, prompting a
psychiatric consultation, which felt that the patient lacked
capacity to make medical decisions. Primary team called a
palliative care consult, which believed Mr. J did have
capacity, was able to recount his â€œlife review,â€•
including regrets about breaking up with his wife and not
having close relationship with his daughter. Patient stated
he wanted to go home, he did not want artificial machines
or resuscitation. Primary team identified his daughter, who
lived in another state, to serve as surrogate decision maker.
Daughter did not know his wishes, but requested
chemotherapy. Subsequently, Mr. J had a cardiac arrest and
was resuscitated. He was transferred to the ICU and died.
Discussion:
Mr. J’s case illustrates the crossroads among capacity for
making medical decisions, cultural values, and near death
awareness. All three factors influenced the way he died.
Patient’s cultural preference for herbal treatments and his
NDA made clinicians question his capacity. NDA can be
confused with delirium/psychosis and a proper assessment
is critical, especially when deciding about patient’s capacity.
There are five domains to assess when determining a
patient’s decision-making capacity: Communication,
Understanding, Appreciation, Reasoning, and Consistency. It
is crucial to keep in mind that patients make decisions based
on their beliefs, values and cultural background, which may
not align with the Western medical model; however, this
does not mean the patient lacks capacity. If the primary
team, psychiatry, and palliative care teams had all agreed
that Mr. J had a terminal illness, allowed him to go home to
pursue his traditional Jamaican treatments, and recognized
that NDA was a common phenomenon at the end of life, Mr.
J could have gone home and died a â€œgood deathâ€• as
he wished.
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PIPERACILLIN-TAZOBACTAM CAUSING NEPHROGENIC
DIABETES INSIPIDUS: - AN OLD DRUG, BUT A NEW
ADVERSE DRUG EFFECT
We present a case of a 50-year-old male with a history of
developmental disability and hypothyroidism who presented
from a nursing home with fatigue and cough for three days. The
patient was found to have a left upper lobe consolidation on
chest x-ray consistent with pneumonia. Labs revealed
neutrophilic leukocytosis. He was started on vancomycin and
piperacillin-tazobactam for healthcare-associated pneumonia
(HCAP). His course was complicated by acute hypernatremia to
166 mmol/L and a creatinine of 1.97 mg/dL, reaching a peak of
2.41, from a baseline of 0.6. Further work-up revealed a serum
osmolality of 335 mosm/kg and urine osmolality (Uosm) of 174
mosm/kg, raising suspicion for diabetes insipidus (DI). He also
had a fractional excretion of sodium (FENa) of 2.6%,
eosinophiluria, peripheral eosinophilia, and polyuria (> 3
liters/day). Piperacillin-tazobactam was discontinued due to
concern for acute interstitial nephritis (AIN). His serum Na
remained elevated despite aggressive parenteral rehydration,
calculating and replacing his free water deficit daily. A water
deprivation test was performed, during which time Uosm
remained below 300 mosm/kg. He was started on D5W and
desmopressin 2 mcg daily with partial improvement in sodium
and urine osmolality, consistent with partial nephrogenic
diabetes insipidus (NDI). Serum creatinine improved to 1.29
after discontinuation of piperacillin-tazobactam.
Piperacillin-tazobactam has been well-established as a cause of
drug-induced AIN. The diagnosis can be made definitively with
kidney biopsy, although most cases are diagnosed clinically.
Timing of onset as related to initiation of the suspected
offending agent is important in diagnosis. In our patient,
peripheral eosinophilia, eosinophiluria, acute renal failure, and
initiation of piperacillin-tazobactam with subsequent
improvement after discontinuation point to a diagnosis of AIN.
NDI is a condition in which polyuria occurs due to lack of
response to ADH at the level of the kidney. NDI can be primary
(genetic or congenital) or acquired, most commonly due to
lithium use. Other acquired causes include hypercalcemia,
hypercalciuria, and obstructive uropathy, none of which were
present in our patient. NDI can be completeor partial (as in this
case). Given the time course of symptoms and laboratory
derangements, we propose that piperacillin-tazobactam was the
offending agent causing AIN, which subsequently led to NDI. AIN
associated with NDI has not been previously reported.
Broad-spectrum antibiotic use for suspected HCAP is being
called into question. Antibiotic stewardship programs are being
deployed to reduce overutilization. This unique, rare case of
piperacillin-tazobactam causing AIN and also NDI introduces
another reason to de-escalate antibiotics and limit use as
feasible. Hypernatremia without another apparent cause should
raise suspicion of NDI in a patient on piperacillin-tazobactam.
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A Rare Case of Malignant Peritoneal Mesothelioma
Introduction:
Mesothelioma is defined as a malignancy of any of the serosal
membranes; i.e. pleura, peritoneum, pericardium, tunica
vaginalis. Although typically known as a disease of the pleura,
we present a case of Malignant mesothelioma of the Peritoneal
cavity (MPM):
Case:
Patient is a 73 year old Pakistani male with PMH of HLD,
Gastritis, and former construction worker 20 years ago, who
presented initially with abdominal pain and distention for the
past few weeks. The patient also endorsed episodes of nausea
and vomiting with 15lbs weight loss over the past few months.
CT Chest/Abdomen/Pelvis showed diffuse nodular densities in
the peritoneal cavity and thickening around the antrum of the
stomach, a 1.1 cm right lower paratracheal/precarinal lymph
node and a 1.3 cm right hilar lymph node. Paracentesis yielded
exudative ascitic fluid and was sent for cytology. Omental biopsy
confirmed malignant mesothelioma with a mix of desmoplastic
sarcomatoid (80%) and epithelioid (20%) variants. The patient
was started on chemotherapy with Platinol followed bv Alimta.
The patient was evaluated for Cytoreductive debulking with
hyperthermic intraoperative chemotherapy (CRS/HIPEC),
however his disease burden was deemed too extensive for the
surgery to be successful. The patient has received 3 cycles of
Cisplatin and Pemetrexed to date.
Discussion:
Around 3300 cases of mesothelioma are diagnosed in the US
annually, with 10-15% (400 cases) being peritoneal in origin. The
peritoneum is the second most frequent site of origin, following
the pleura. Asbestos exposure is thought to be the leading risk
factor, although links have been made to radiation exposure,
thorium, erionite, talc and mica exposure. Three histological
types are seen with Epithelioid (most common), sacomatoid and
mixed variants. Sarcmatoid components are seen in only 25% of
reported cases, and pure sarcomatoid is considered extremely
rare. Our case demonstrated a desmoplastic sarcomatoid
component mixed with Epitheloid which is less than 10% of the
total histology seen with Mesothelioma (less than 40 reported
cases annually). The median survival for epitheloid subtypes is
55 months, while sarcomatoid and mixed types is less than 13
months. Treatment consists of Cytoreductive debulking with
intraoperative chemotherapy in patients with disease contained
to the peritoneum. The benefits of CRS/HIPEC were confirmed
in a meta-analysis with 1047 patients with MPM. Complete or
near complete surgical cytoreduction was achieved in 67
percent of patients, with estimated five-year survival at 42
percent. For those who are not candidates for CRS/HIPEC,
systemic chemotherapy with Platinol and Alimta demonstrated
an improved survival to 12.3 months on average compared to
9.3 months with Platinol and placebo. We present this case to
raise awareness of the incidence of Mesothelioma occurring in
the peritoneum, and how early detection is essentially for
therapy.
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Where There is a Smoke There is Thrombosis
Background: Carbon monoxide (CO) poisoning is one of the
most common types of poisoning. It can be underdiagnosed as it
can present with non-specific symptoms: nausea, vomiting,
headache, chest pain and fatigue. We present a case study of a
couple who presented with CO poisoning to emphasize the
importance of early recognition of CO poisoning and its
potentially fatal pro-thrombotic complications.
Case 1
53-year-old woman with hypertension and anxiety was
transferred to our facility for CO poisoning. A few days prior to
presentation, the patient was experiencing headache, dizziness
and fatigue. She was evaluated at an outside ED and was
diagnosed with viral syndrome. The following day she was found
down in her apartment. The patient recalled turning on the gas
furnace earlier that week. She was anxious, confused and
complaining of chest pain. Initial CoHgb was 14.3% (normal 05%). Troponin was elevated and the EKG showed ST depression
in II, III, aVF, and V4-V6, and ST elevation in aVR. She was
treated for acute coronary syndrome and transferred to our
facility for hyperbaric oxygen treatment. The patient received
hyperbaric treatment with a significant improvement in her
mental status but continued to have chest pain. She underwent
cardiac catheterization that revealed significant one vessel
disease of mid LAD and moderate distal CFX disease. A single
drug eluding stent was placed in the LAD. The patient eventually
improved and was discharged home.
Case 2
53 year-old male with hypertension who presented with his
partner (described in case 1) with CO poisoning. The patient was
initially confused but later gave history of progressively feeling
weak and dizzy a few days prior to presentation. His mental
status improved after receiving hyperbaric treatment, but later
he reported bilateral thigh pain, left leg pain and pleuritic chest
pain. Physical exam was unremarkable. Labs and imaging were
consistent with rhabdomyolysis, bilateral DVT and sub-massive
PE. Otherwise, troponin, BNP, EKG and coagulopathy studies
were all unremarkable. He was treated with anticoagulation and
discharged on Apixaban.
Discussion: These cases demonstrate acute CO poisoning with a
thrombotic complications. Carbon monoxide is directly toxic to
the mitochondria and endothelial cells, consequently triggering
ischemia, as well as arterial and venous thrombosis. The risk of
DVT is 3.85 times higher in patients with CO poisoning than in
the general population.
Common presentations of CO poisoning include dizziness,
confusion, headaches and flu-like symptoms. Larger exposure
can lead to significant neurological, myocardial, renal and prothrombotic complications. Clinicians should be trained to
recognize the early signs of CO poisoning and to detect life
threatening complications (hypoxic and pro-thrombotic).
Thorough history taking can prevent discharging patients back
to harmful environments which can further worsen their
prognosis.
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Improving rate of appropriate vancomycin trough levels
and dosing
Introduction:
Vancomycin is one of the most commonly prescribed
medications in hospitalized patients. Appropriate monitoring is
necessary to minimize adverse effects including nephrotoxicity
and overall patient outcomes. In our hospital, approximately 49
initial serum vancomycin troughs are ordered weekly. However,
laboratory samples are often ordered and collected incorrectly
due to lack of standardized protocol. We investigated these
trough orders and collection times to ultimately improve dosing
and adjustment.
Methods:
A retrospective chart analysis of initial vancomycin troughs for
patients admitted to the Internal Medicine service on the
general medical floor, telemetry, or ICU at Lenox Hill Hospital in
October 2016 was performed. Additional variables collected
included timing of provider order for vancomycin trough
collection, specimen received by the lab, result posted, and the
vancomycin dose adjustment made. The trough results were
divided into 4 categories which included appropriate order,
appropriate draw, inappropriate order, or inappropriate draw.
An appropriate draw/order was defined as a trough ordered
and/or performed an hour before the 4th dose or after dialysis
prior to next dosing. An inappropriate order/draw was defined
as a trough ordered and/or performed before or after the 4th
dose in non dialysis patient or before dialysis prior to next
dosing. Although we do not know exact time of specimen
collection at bedside, based on internal lab department data,
we used 60 minutes prior to the time the specimen was
received in the lab as our surrogate for actual time collection at
beside.
Results:
Of the 49 vancomycin trough lab orders, 33% were ordered
appropriately while 67% were ordered inappropriately. Of the
inappropriate orders, 76% were ordered early and 23% were
ordered late. Of the 49 vancomycin trough draw times, 55%
were drawn appropriately, 24% were drawn inappropriately,
and 21% were unable to determine. Of the inappropriate draws,
33% were drawn too early and 67% were drawn too late.The
21% were unable to determine due to unknown collection time.
Discussion:
This study examines closely the errors associated with
vancomycin use. The primary issue identified is timing of
provider orders for trough collection (ordered too early) and
actual phlebotomy collection time (drawn too late).
Understanding our rate of appropriately timed troughs and
management thereafter will help decrease potential medication
toxicity and improve bactericidal rates by achieving therapeutic
concentrations. Future studies involve a multidisciplinary
approach involving residents, phlebotomists, pharmacists, and
nurses to formulate a protocol for appropriate vancomycin
trough collection orders and time. This will also guide dosing
and adjustments based on vancomycin trough results.
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NON-SECRETORY MULTIPLE MYELOMA: A CASE REPORT OF
EXCEPTIONALLY ADVANCED DISEASE WITH A PAUCITY OF
CLINICAL FINDINGS
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BRAIN METASTASIS OR CNS INFECTION? A RARE CASE OF
TOXOPLASMOSIS ENCEPHALITIS

Multiple myeloma (MM) is characterized by the monoclonal
proliferation of plasma B cells in the bone marrow, usually
presenting with painful lytic bone lesions along with one or a
combination of other systemic symptoms including
hyercalcemia, anemia and renal failure. The traditional
diagnostic hallmark of MM is the presence of an M-spike on
either the serum (SPEP) or urine (UPEP) protein
electrophoresis, representative of the monoclonal M protein
produced by malignant plasma cells. Less than five percent
of MM cases however are non-secretory which result in
either the absence or diminishment of the M-spike. An even
smaller percentage of cases lack the other usual
characteristics of the disease mentioned earlier. The lack of
these features poses a challenge when it comes to the
diagnosis of the rare forms of the disease. Here we present a
case of non-secretory multiple myeloma.
53-year-old male with no PMH with a chief complaint of
nonspecific back and left thoracic pain. During workup, CT
scan imaging revealed multiple osteolytic bone lesions in
bilateral ribs, sternum and multiple thoracic vertebral bodies
with pathological compression fractures. Lab work showed
an elevated alkaline phosphatase level despite lytic process
of myeloma, but a normal calcium level, and normal renal
function. Immunologic studies showed an inconclusive free
kappa/lambda ration, and an equivocal gamma globulin
spike on protein electrophoresis, as well as inconclusive
initial and repeat bone marrow aspirates. Diagnosis was
finally confirmed by bone marrow biopsy, showing marked
cellularity with 90% of which identified as plasma cells.
Chemotherapy was immediately started.
Given the paucity of typical multiple myeloma findings in the
context of advanced disease and overtly positive bone
marrow biopsy findings, this case represents an exceptional
presentation of non-secretory multiple myeloma.

Introduction
Infection accounts for 60% mortality in CLL (1). The presentation
of toxoplasmosis encephalitis manifests similarly to metastatic
disease in immunocompromised patients, and can delay
diagnosis (2-4). Our case reinforces principles that are
challenging to implement in a timely fashion.
Case
A 79-year-old Caucasian female with a 3-year history of
CLL&nbsp;presented with a 6-week history of LLE weakness,
recurrent falls and 2 days of focal seizures manifesting as 1
minute episodic, involuntary, rhythmic jerking motions of her
LLE. CLL had been in remission for 4 months after completing 6
rounds of bendamustine and rituximab.&nbsp; Physical exam
revealed LLE with 4/5 muscle strength, clonus in left foot with
abnormal plantar reflex, normal sensation and deep tendon
reflexes. Neurological exam was otherwise non-focal.&nbsp;
Results/Course
Initial CT brain showed areas of vasogenic edema and MRI brain
with contrast revealed three ring enhancing lesions surrounded
by vasogenic edema (Figure 1 and 2). CT chest, abdomen and
pelvis revealed a spiculated right upper lobe nodule. Lung
biopsy showed necrotizing granulomas. Lumbar puncture
showed elevated protein levels with a normal glucose, initially
non-diagnostic, but later returned positive for toxoplasmosis
antibody. A transcranial brain biopsy of the left frontal lobe
lesion was initially read as negative, but second opinion found
the biopsy positive for bradyzoites and tachyzoites with multiple
necrotizing granulomas consistent with the diagnosis of
toxoplasmosis encephalitis (Figure 3 and 4). Serologic studies
were positive for toxoplasmosis IgG 31.7 IU/mL and negative
toxoplasmosis IgM. Patient was treated with prednisone,
sulfadiazine and atovaquone. At one month follow up patient is
alive with some residual weakness and no recurrent falls. MRI
shows smaller lesions, but not completely resolved (Figure
5).&nbsp;She remains on lifelong immunosuppression therapy
with pyrimethamine and sulfadiazine. &nbsp;
Discussion
Toxoplasmosis in immunocompromised patients is the result of
a reactivated latent infection, and often has a self-limiting
course without treatment in immunocompetent patients (7,11).
In CLL, PubMed found 3 case reports of CNS toxoplasmosis (5-9).
One lived and 2 died shortly after diagnosis. A case most similar
to ours was misdiagnosed as relapsing lymphoma without
biopsy of a spinal cord lesion, treated with radiation and
steroids, and patient died three days later (10). Autopsy
revealed high burden of toxoplasmosis in the brain.&nbsp;
Conclusion
Our CLL case with non-specific neurological complaints and
radiographic findings mimicking neoplastic disease required a
high clinical suspicion to aggressively pursue the diagnosable
and treatable CNS toxoplasmosis. CLL patients with similar
neurologic presentation require aggressive pursuit if hoping to
avoid fatality.
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New Onset Heart Failure and Pericardial Effusion Due to
Severe Hypothyroidism
Abstract
Systolic heart failure and pericardial effusions are two uncommon
consequences of hypothyroidism in the community. We report a
case of new onset heart failure and large pericardial effusion in a
patient with long standing hypothyroidism.
Introduction
Thyroid disease has profound effects on the cardiovascular system.
The lack of thyroid hormone causes decreased cardiac output,
cardiac contractility, and heart rate as well as impaired vascular
smooth muscle relaxation. (3,6) It is well recognized that exudative
pericardial and pleural effusions can accumulate in chronic
hypothyroid states. (1) Pericardial effusions are prevalent in
myxedema or late stages of hypothyroidism. (9) Pleural effusions
are found in approximately 25% of patients with primary
hypothyroidism. (10)
Case
A 93 year old woman with a past medical history of hypertension,
hyperlipidemia, type 2 diabetes, and hypothyroidism presented to
our facility with 2 months of progressive bilateral lower extremity
edema and erythema. Dyspnea on exertion was also present. The
patient had suffered from hypothyroidism for over 50 years
secondary to hashimoto's disease. Her home medications included
levothyroxine, diltiazem, rosuvastatin, lisinipril, and sitagliptin. Upon
arrival temperature was 97.3&deg;F, blood pressure 176/112 mm
Hg, pulse 90 beats per minute, respiratory rate 20 breaths per
minute, with an oxygen saturation of 99% on room air. General
physical exam revealed jugular venous distention, bibasilar rales,
distant heart sounds, with 3+ pitting edema to the mid shin
bilaterally. Lower extremities were warm with mild tenderness to
palpation.
Labs revealed a b-type natriuretic peptide level of 338.3, elevated
TSH 91.4 uIU/mL, and low free thyroxine 0.54 NG/DL.
Echocardiogram showed an estimated left ventricular ejection
fraction of 20%, diffuse hypokinesis, large pericardial effusion,
without evidence of tamponade. Chest CT confirmed a large
pericardial effusion with bilateral pleural effusions.
Pericardiocentesis was performed and 600 mL of clear serous fluid
was aspirated, with an additional 300mL draining over the ensuing 3
days. Fluid analysis revealed an exudative, non-hemorrhagic
effusion with negative cultures and cytology. Pericardiocentesis
combined with thyroid hormone replacement and an optimal heart
failure treatment regimen led to significant clinical improvement.
Discussion
New onset heart failure is rarely attributed to hypothyroidism.
Pericardial effusions solely attributed to hypothyroidism are
relatively uncommon. Earlier studies showed prevalence’s ranging
from 30-80%. Kabadi et al. found only 2 out of 30 patients with
primary hypothyroidism to have pericardial effusions. (9) This large
difference was attributed to older studies looking primarily at
patients with severe and long standing hypothyroidism. Thus
pericardial effusions may be a frequent manifestation in myxedema
or severe hypothyroid states, but is rarely seen in mild or well
controlled hypothyroidism. Patients with new onset heart failure
must be screened for hypothyroidism given the elevated morbidity
and mortality that is seen with those not treated appropriately. (4)
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A RARE CASE OF GUILLIAN BARRE SYNDROME IN THE
SETTING OF INFLUENZA VACCINATION AND VEDOLIZUMAB
INFUSION
Background:
Guillian Barre Syndrome (GBS) is a rare complication of
influenza vaccine administration. Studies on different influenza
vaccines have not shown any significant association with GBS
other than the 1976 swine influenza vaccine. Vedolizumab is a
monoclonal antibody used for Crohn’s disease and there have
been no case reports of GBS associated with its use. We report a
case of GBS in the setting of recent induction therapy with
Vedolizumab.
Case Summary:
We present a case of a 32-year-old man with past medical
history of Crohn’s disease who presented with lower extremity
weakness and paresthesias in his upper and lower extremities
for 2 weeks. He was administered influenza vaccine for the first
time in his life 4 weeks prior to the onset of his symptoms. He
received 2 induction doses of Vedolizumab before his symptom
onset, prior to which he was on Infliximab.
On physical examination, he was found to have absent reflexes,
decreased muscle strength and decreased sensation to light
touch in his lower extremities. Extensive work up including
electrolytes, magnesium, serum thyroid stimulation hormone,
vitamin B12 level, autoimmune work up, serum protein
electrophoresis, HIV, Lyme serology, hemoglobin A1c and MRI
of the cervical spine were all within normal limits. CSF studies
revealed increased protein without increased white cell count.
He was then admitted to the hospital and treated with
intravenous immunoglobulin. His weakness and paresthesias
were improving and he was discharged home to follow up with
his neurologist. He underwent an electromyogram and nerve
conduction studies which showed motor polyneuropathy with
mixed pattern of axonal and demyelinating features.
Discussion:
Both Crohn’s disease and influenza vaccination have been rarely
associated with GBS. In our patient, the Crohn’s disease was not
active when GBS presented making this an unlikely cause;
significantly less likely a cause would be the recent influenza
vaccination, with GBS felt to occur about once per one million
vaccinations.
We postulate another scenario: that the influenza vaccine and
Vedolizumab may have interacted to increase the risk for GBS.
In such cases one would have to weigh the pros and cons of
vaccination and the potential interaction with this monoclonal
antibody, considering his high risk for recurrence of GBS after re
exposure, the need for this medication for the treatment of his
Crohn’s disease and the potential risks of developing post
Influenza complications (would he ever get the influenza
vaccine again?)
To our knowledge this is the first case report of GBS with this
combination of medications.
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Turbulent Forces Within Abnormal Cardiac Anatomy May
Be a Cause of Profuse Bleeding. A Case Discussion of
Acquired Qualitative Defect of Von Willebrand Factor Due
To Severe Mitral Valve Regurgitation
Introduction
Von Willebrand Factor (vWF) also known as Von Willebrand
Factor Antigen (vWFAg) is a 2050 amino acid protein, released
from endothelial cells essential in normal homeostasis.
Multimers of vWF can be extremely large, more than 20.000
KDa. Functional activity of vWF is measured by Ristocetin
Cofactor Assay in vitro (RcoF). Von Willebrand Disease (vWD) is
a hematologic disorder which is a most common hereditary
coagulation abnormality however can be acquired in several
medical conditions. Acquired Von Willebrand Syndrome (AvWS)
is characterized by structural and functional defects of vWF. The
condition can be seen in autoimmune,
lympho/myeloproliferative and cardiovascular disorders, as well
as solid malignancies. Mechanism of the development of the
disease can be various including: antibody mediated clearance
or functional interference; adsorption of vWF into surface of
transformed cells or platelets; increased shear stress and
subsequent proteolysis and destruction o vWF multimers. The
latest mechanism is well known in patients with valvular hearth
disorders and in patients with left ventricular assisted device.
Case Report
41 y/o female with recent history of SOB on exertion, fatigue
and episodes of profuse vaginal bleeding was referred to a
cardiology and hematology clinic for work-up and evaluation.
Physical examination finding were consistent for a systolic
murmur. Platelet count was within normal range. Coagulation
panel revealed normal PT/PTT time, normal levels of Factor VIII
and Von Willebrand Factor Antigen (vWFAg), decreased
multimers of vWFAg and decreased activity to Ristocetin in
vitro. Echocardiogram revealed severe Mitral Valve
Regurgitation (MVR) amenable to Mitral Valve Annuloplasty
(MVA). Preoperatively patient responded to Desmopressin
challenge, resulting in increased activity to RCoF and cessation
of episodes of vaginal bleeding.
Patient successfully had the MVA and was followed up in
hematology clinic in three months. Bleeding episodes stopped
post operatively. Follow up lab work, revealed normal levels of
Factor VIII and vWFAg accompanied by normal response to
Ristocetin and normal level of multimers.
Conclusion
Acquired Von Willebrand Disease may be seen in many diseases
and may have different mechanism in its pathophysiology.
Acquired vWD in MVR is believed to be in result of increased
clearance of largest vWF multimers due to turbulent forces
within abnormal cardiac anatomy. Direct proteolysis of largest
mulimers of vWF consequently resulting in abnormal qualitative
defect in coagulation was studied in this case. Symptoms of
bleeding due to qualitative defect of vWFAg may be normalized
after correction of valvular abnormality such as seen in his
patient.
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A FIVE MINUTE LIFE SAVING TEST
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Introduction: Acute febrile illness is a common presentation
to a primary care physician or to the ER, with a wide
differential diagnosis. These cases illustrate the significance
of early diagnosis and treatment of Babesia by reviewing a
peripheral blood smear.
Case 1: A 56-year-old woman with diabetes presented
with 1 week of high fevers, sore throat nausea, vomiting,
abdominal and joint pains, not relieved by Motrin given by
PCP. There was no recent travel. On admission T 104 F,
tachycardic,hypotensive, petechial rash above the ankles.
WBC 4.6, platelets 59K, T bili 2.3,normal CXR,
hepatosplenomegaly on sonogram. The patient was
admitted as a case of sepsis and started with IV Vanc and
Zosyn; the same date of admission patient was reevaluated
for fever of 105F by the resident on call who did the five
minute life saving test: A peripheral blood smear
examination which revealed ring forms and a maltese cross
c/w Babesia. The patient was then started on Atovaquone
azithromycin and Doxycycline. The patient shown clinical
improvement with resolution of parasitemia.
Case 2: A 69-year-old man with HTN and diabetes present
with 3 weeks of high fever, abdominal pain, vomiting and
dark urine. He was seen by his PCP, given symptomatic
treatment. No travel history. On admission, BP 80/50
mmhg, pulse120, T 102.2 F, pale, icteric,
hepatosplenomegaly, WBC4,400, Platelets 62K. Cr 1.31, LFTs
AST 331, ALT 156, ALP 112, Total bilirubin 5.6, LDH 7970.
Patient was admitted and managed as case of septic shock
requirung IV Antibiotics,intubation/mechanical ventilation
and pressor support. Later peripheral smear examination
revealed ring forms c/w Babesia with parasitic load of 8.9%.
He was given IV quinidine/clindamycin/doxycycline; 9 unit
RBC exchange transfusion; parasitemia reduced to 2.2% ,
despite all treatment for babesiosis and continued support
for septic shock, hemodialysis for AKI and broad spectrum
antibiotics, he developed multisystem organ failure and
expired.
Discussion: Both patients presented with fever and sepsis
syndrome. Both were seen by their PCP prior to admission.
Babesia is transmitted by Ixodes tick bite, with cases also
having coexisting Lyme and/or anaplasmosis. Doxcycline was
added to empirically treat coexistent parasites. Delays in
diagnosis can lead to fatal complications with renal failure,
ARDS and DIC. With automated differentials being done by
labs, fewer smears are fully manually reviewed; Due to the
suspicion of the house staff, the smear was fully reviewed,
making the diagnosis of Babesia possible. The review of
peripheral blood smears should still be considered a routine
examination in patients presenting with febrile ilness.
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Dietary history in the diagnosis of Peripheral Neuropathy
of unclear etiology: A Case of Mercury Toxicity
Mercury toxicity and its consequences are well described.
This diagnosis can be easily missed if the history is not taken
in detail about occupational exposure or dietary habits. We
describe a patient that presented with osteomyelitis and
neuropathy. Further questioning of the patient led us to the
diagnosis of chronic mercury poisoning.
Patient is a 42 year male with no significant past medical
history, resident of New York, came with right 3rd toe and
left 1st toe pain, deep wounds, swelling, and erythema in
the plantar area that extended to the dorsum of foot for 3-4
weeks. Symptoms were associated with numbness,
weakness, and tingling of lower extremities, depression,
anxiety, and irritability for 6 months. He denied any fever,
chills, nausea, vomiting, dyspnea, chest pain, cough, skin
rash, forgetfulness or suicidal thoughts. On physical exam,
the patient was found to have deep wounds with malodor
but no active discharge of right 3rd toe and left 1st toe. The
right 3rd toe had dry gangrene as well. He also had glove
and stocking sensory loss extending to mid legs bilaterally
with decreased deep tendon reflexes, mild muscle
weakness, but with a normal gait. He also had normocytic
anemia. Empirical antibiotics were started and patient
underwent amputation of right 3rd toe. His blood and bone
cultures were positive for Methicillin Susceptible
Staphylococcus Aureus. Since there was no obvious etiology
for patient's neuropathy, more detailed history was
obtained, and patient admitted to a diet that composed
almost entirely of fish and other seafood. Patient's mercury
level was then collected. The blood mercury level was 20
mcg/L (normal < 5 mcg/L) but urine mercury level was
normal. He was diagnosed with chronic mercury poisoning
with irreversible neurological complications. There is no
effective treatment for toxic organic mercury exposure. He
was asked to avoid consuming fish and other seafood.
Mercury toxicity can be caused by elemental mercury,
inorganic mercury salts, or organic mercury. Chronic
consumption of organic mercury compounds have caused
severe epidemics of poisoning in Japan in the 1940s and Iraq
in 1971. Exposure is mostly via consumption of mercurycontaminated fish. In this poisoning, patients may present
with neuropsychiatric symptoms such as depression,
anxiety, or psychosis and neuropathy. The preferred test for
organic mercury toxicity is a whole blood mercury level.
Organic mercury is eliminated by the fecal route so urine
mercury testing is not reliable. Thus, having a high index of
suspicion is important in patients with peripheral
neuropathy of unclear etiology, to diagnose mercury
poisoning in order to prevent irreversible damage to the
nervous system.
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Magnetic Resonance Angiography for the Diagnosis of
Pulmonary Embolism in a Patient with Late Stage
Idiopathic Pulmonary Fibrosis and Life Threatening
Contrast Allergy :A Case Report
Introduction
CT Angiography has been the gold standard for diagnosing
pulmonary embolism with sensitivities and specificities of greater
than 90%. Alternative imaging techniques - including magnetic
resonance angiography - have been described to diagnose PE. We
present a case of pulmonary embolism in an 83 year old woman,
diagnosed by magnetic resonance angiography, in whom CTA was
contraindicated.
Case Report
An 83 year old woman with history of late stage idiopathic
pulmonary fibrosis on 4L oxygen presented to the ED with
complaints of new, continuous chest pain. Other medical history
included a provoked pulmonary embolism diagnosed by V/Q scan
and left lower extremity peroneal DVT in 2014 for which she
received three months of warfarin, and an anaphylactic reaction to
iodine-based CT contrast agents.
The chest pain was initially described as substernal, pressure-like,
non-radiating, and associated with shortness of breath and
increased oxygen requirements. The patient was also tachypneic
and tachycardic. Troponin peaked at 2 ng/mL with multiple ST
depressions and T wave inversions on EKG. A D-dimer was greater
than 1000 ng/mL. Due to patient’s history of anaphylaxis to iodinebased contrast it was decided to pursue a V/Q scan. The V/Q scan
revealed â€œa large perfusion defectâ€• in the right lower lobe
consistent with high probability for pulmonary embolism. However,
it was felt that a baseline V/Q scan for a patient with late stage IPF
would demonstrate â€œintermediate probability PEâ€• at baseline
and therefore a high probability reading had substantially reduced
specificity in these circumstances.
There was a question of whether or not to pursue lifelong
anticoagulation for an unprovoked PE with only a suboptimal
confirmatory V/Q study. Our team resorted to a seldom used
technique :Gadolinium enhanced magnetic resonance angiography.
MRA revealed a 4.2 x 2.2 cm right main pulmonary artery embolism.
The patient subsequently elected to follow recommendations for
chronic anticoagulation.
Discussion
This case serves as a reminder of the difficulty in making a diagnosis
of pulmonary embolism in patients with underlying lung disease.
According to one study of thirty consecutive patients by Meaney et
al, MRA provided a sensitivity of 100%, specificity of 95%, positive
predictive value of 87%, and negative predictive value of 100%
when directly compared with CT angiogram. In the larger
multicenter, prospective PIOPED III study with 371 adults, a
technically adequate MRA had sensitivity of 78% and specificity of
99%. Sensitivities were greater for emboli located in the lobar and
segmental vessels as compared to the subsegmental vessels. In
conclusion, MRA remains a promising diagnostic modality for
diagnosing pulmonary embolism, especially in patients with severe
underlying lung disease or in whom CT angiography is
contraindicated.
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Percutaneous Coronary Intervention at Centers with and
without On-Site
Surgical Backup: A Meta-Analysis and Meta-Regression
Chioma Onyekwelu, MD,MPH, Pedro Villablanca, MD,MSc,
Olajide Buhari, MD, Amit Kakkar, MD
Background:
Guidelines recommend that Percutaneous Coronary
Intervention (PCI) should be performed in hospitals with
onsite cardiac surgery (CS). However, emerging data suggest
that there is no significant difference in clinical outcomes
following primary, or elective PCI between the two groups.
We performed a meta-analysis and meta-regression to
assess the safety and efficacy of performing PCI in centers
with and without on-site CS.
Methods:
We conducted electronic database searches in PubMed,
CENTRAL, and EMBASE. The Cochrane Register, Google
Scholar databases, and the scientific session abstracts were
searched for eligible studies. Risk ratios and 95% confidence
intervals were computed with the Mantel-Haenszel method.
Fixed-effect models were used; if heterogeneity (I2)>25 was
identified, effects were obtained with random models.
Meta-regression analyses were performed to determine
whether the effects of PCI without on-site CS were
modulated by pre-specified study-level factors
Results:
Twenty-seven studies were included with total n=8,558,618
patients. No significant difference was observed for all-cause
mortality (RR 1.02, 95% CI 0.86-1.21, p=0.82, I2=97.2%),
cardiovascular mortality rates (RR 1.18, 95% CI 0.93-1.50,
p=0.17, I2 2.98%), myocardial infarction rates (RR 0.89, 95%
CI 0.62-1.29, p=0.55, I2= 88.5%), repeat revascularization
(RR 0.87, 95% CI 0.43-1.76, p=0.69, I2=98.8%), stroke (RR
1.28, 95% CI 0.56-2.91, p=0.55, I2 98.8%), shock (RR 0.76,
95% CI 0.43-1.35, p=0.35, I2= 93.7%), mechanical circulatory
support (RR 0.83, 95% CI 0.46-1.50, p=0.53, I2 99.8%),
bleeding (RR 0.88, 95% CI 0.43-1.81, p=0.73, I2=99.6%), and
emergency CABG (RR 0.97, 95% CI 0.64-146, p= 0.87,
I2=84.1%). In a meta-regression analysis, the effect of PCI
without on-site CS, baseline clinical features did not affect
the long-term all-cause mortality outcome.
Conclusion:
There was no significant difference in complications rates,
and clinical outcomes for PCI performed at centers without
on-site CS compared to centers with on-site CS
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Acute Aortic Dissection manifesting as Paraplegia
Aortic dissection is the leading cause of death among aortic
pathologic conditions. It is a catastrophic disease and
requires very prompt treatment. The mortality rate is about
50% within 48 hours of onset. Patients typically present with
sudden onset of severe chest pain, but in about 10% of
patients, dissection is painless. Painless paraplegia as a
presenting manifestation of aortic dissection is exceedingly
rare and limited to a few case reports in the literature.
A 60 year old Caucasian female who presented to our
emergency room due to fall and inability to walk. She had a
sharp throat pain and fell due to sudden onset of pain,
weakness and numbness of the legs. She denied any chest
pain or back pain except for intermittent abdominal pain.
Her medical history included hypertension, depression and
was on metoprolol and venlafaxine. Her vital signs were as
follows: blood pressure 82/42 mmHg, pulse 94 bpm &
regular, respiration 16 breaths/min, temperature 96.5 F, and
saturation 99% on room air. She appeared mildly lethargic
but answered questions appropriately. Her cardiac and
respiratory systems on exam were normal. Distal pulses
were very weak and both legs were pale and cool to touch.
Neurologic exam revealed cranial nerves II to XII intact. Deep
tendon reflexes were absent in patient’s legs. She had motor
deficits in lower extremities bilaterally. Intravenous fluid
boluses were given with continuous infusion. EKG showed
sinus rhythm at 95 bpm. Chest X ray revealed mild vascular
congestion, no mediastinal widening. Complete blood count
was normal and complete metabolic panel revealed renal
insufficiency. Due to high suspicion of aortic dissection,
Chest CT angiography was done revealing aortic dissection
with hemorrhage and cardiac tamponade with dissection
extending into the abdominal aorta. Contact for transfer to
tertiary institution for surgical management was made.
Blood pressure was not responding to intravenous fluid and
dopamine was initiated with improvement in blood pressure
(90/60 mmHg). EMS arrived within 20 minutes of order for
transfer, but patient seized and lost pulses. CPR was
initiated, she was intubated and was successfully
resuscitated, and transferred to tertiary institution. Followup revealed patient underwent a 16.5-hour procedure for
repair. Day 1 postoperative, patient was still comatose.
In acute aortic dissection, neurological manifestations are
not uncommon. Occasionally, aortic dissection may extend
into the iliac, femoral, or superficial femoral arteries and
cause leg ischemia. In our patient, the presentation of fall
due to paraplegia is a result of dissection extending and
involving the iliac and femoral arteries. Our patient
complained of intermittent abdominal pain but no chest
pain. The team maintained a very high index of suspicion
which led to early diagnostic studies and transfer to a
tertiary institution for surgical management.

51

Resident/ Fellow Clinical Vignette
Phone OO MD
KC Janga, Sheldon Greenberg, Priscilla Persaud
Maimonides Med Ctr
Calcium-phosphate deposits in tumor lysis syndrome with
reversal of oliguric renal failure with early hemodialysis .
Tumor lysis syndrome can lead to acute kidney injury by two
different mechanisms: (a) uric acid crystallization in the
kidney tubules and (b) deposition of calcium-phosphate
product. We are presenting a 54 year old female with
lymphoma that developed tumor lysis syndrome and oliguric
acute tubular necrosis. The patient had low calcium levels
and severe hyperphosphatemia of >15 mg/dl, meeting the
remote criteria of calcium-phosphate product of >70
mg2/dL2 for intermittent maintenance hemodialysis. CT
without contrast of the abdomen and pelvis demonstrated
evidence of several calcium-phosphate deposits and
nephrocalcinosis (figure 1). Subsequently, with hemodialysis
and gentle hydration with normal saline for prevention of
further crystal deposition in the renal tubules and
interstitium.she recovered her renal function to the baseline
with normalization of all electrolytes including phosphorus
in three days. To our knowledge, we are presenting the first
case of complete reversal of oliguric renal failure from
calcium-phosphate deposition with our unique approach of
early hemodialysis initiation based on hyperphosphatemia
and elevated calcium phosphate product >70 mg2/dL2.
These deposits, containing calcium and phosphate ions,
precipitate as hydroxyapatite crystals which leads to
nephrocalcinosis and irreversible kidney damage (chronic
kidney disease). On the basis of this finding, one might
postulate that early initiation of hemodialysis and clearing
the phosphate load may prevent acute kidney injury and halt
the ongoing kidney damage. We suggest that all patients
with tumor lysis syndrome should be considered for early
hemodialysis with isolated hyperphosphatemia and renal
failure, even in the setting of normal uric acid and potassium
levels to prevent further worsening of renal parameters.
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Thrombocytopenia and Hemodialysis - The membrane
matters
Introduction:
Substantial activation of platelets can occur in the course of
hemodialysis (HD). Typically, the platelet count decreases slightly
during the first hour of dialysis, but mostly returns to initial values
by the end of dialysis. We present a patient with End stage renal
disease (ESRD) who developed recurrent thrombocytopenia
following dialysis, which resolved after changing the type of the
dialyzer membrane.
Case:
A 55 year old female with a history of hypertension, diabetes
mellitus and chronic kidney disease stage 4 presented with
shortness of breath on exertion and bilateral pedal edema. She had
stopped her diuretics 6 weeks ago and noted worsening symptoms
and decreased urinary output. Vitals were stable and physical
examination revealed facial puffiness, bibasilar crackles and pedal
edema. Laboratory studies on admission showed WBC 2.5, Hb 5.4,
platelets 75, BUN 96 and creatinine 6.4. Six months ago her
creatinine was 3.1, with Hb 7.3 and WBC 3.1. She was given IV
diuretics, with worsening of the renal function. One unit of platelets
was transfused and a dialysis catheter was inserted. HD three times
per week was started with a polysulfone membrane dialyzer. The
platelet count dropped after the first HD from 76 to 43. Thereafter
platelet count was noted to drop by 10-20x10^9/L after every HD.
Heparin locks were switched to saline locks in the dialysis catheter.
Heparin-PF4 antibody assay was negative. Bone marrow biopsy was
unremarkable and serum immunoelectrophoresis revealed no
monoclonal gammopathy. Hemoglobin and bilirubin remained
stable. Platelet nadir was 12x10^9/L without any hemorrhagic
complications. The dialyzer membrane was changed to a cellulose
triacetate membrane and the post dialysis drop in platelet count
stopped. She was discharged with a stable platelet count of
54x10^9/L.
Discussion:
Our patient was initially dialyzed with a polysulfone membrane,
which is sterilized by electron beam radiation (EBR). The exact
mechanism of thrombocytopenia is unknown but it has been
hypothesized that exposure to EBR may change membrane
structure leading to platelet activation, aggregation or adsorption.
EBR of dialyzer membranes can also produce intermediary
substances, which could cause platelet activation. The
thrombocytopenia resolved upon switching the dialyzer membrane
to a cellulose triacetate membrane sterilized by gamma radiation.
The relatively lower platelet aggregation with this membrane was
likely due to decreased activation of bound glycoprotein IIb/IIIa.
Dialyzer hypersensitivity symptoms are infrequently associated with
a fall in platelet count. Most recent cases of dialysis-associated
thrombocytopenia have been reported with polysulfone
membranes. It is important for clinicians to be aware that in
patients undergoing HD, polysulfone dialyzer could lead to
thrombocytopenia. Switching to a cellulose membrane dialyzer
could be a better option in these patients.
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ACUTE PANCREATITIS AS A COMPLICATION OF INFLUENZA
AND MYCOPLASMA CO-INFECTION
Introduction:
Influenza and Mycoplasma are two common respiratory pathogens
well documented to cause co-infections and super-infection.
Pancreatitis is a rare documented complication of both infections.
We report a case of acute pancreatitis associated with Influenza and
Mycoplasma co-infection.
Case:
A 50 year old obese female with past medical history of
hypertension and hypercholesterolemia presented to the
emergency with complaints of multiple episodes of nausea and
bilious vomiting for 3 days. It was associated with a dull and
persistent epigastric pain, 5/10 in intensity, radiating to the back.
She also noticed positional dizziness and decreased urine output for
2 days. She denied any respiratory complaints. She never consumed
alcohol and had no prior history of gallstones or abdominal surgery.
On presentation, temperature was 36.6 ?, blood pressure was 72/54
mmHg, heart rate was 116/minute and respiratory rate was
29/minute with oxygen saturation of 95% on room air. Patient was
dehydrated, had feeble peripheral pulses and mild epigastric
tenderness. Laboratory studies revealed leucocytosis of 40.9 x
10^9/L with 87% neutrophils, acute kidney injury (AKI) and an
elevated lipase of 1127 U/L. Blood gas analysis showed mixed
respiratory alkalosis and metabolic acidosis with an increased lactic
acid. Transaminases, alkaline phosphatase, bilirubin, calcium and
triglycerides were normal. A left basilar infiltrate was noted on chest
X-Ray. Abdominal imaging showed diffuse enlargement of the
pancreas with surrounding edema and fluid with no gallstones,
biliary sludge or duct dilation. Molecular nasal swab was positive for
Influenza A viral RNA and Enzyme Immunoassay was positive for
Mycoplasma pneumoniae. Blood and urine cultures were negative.
She had an APACHE score of 19, Alveolar-arterial gradient of 70
mmHg with a PaO2/FiO2 ratio of 350. She was admitted to the
intensive care unit for acute pancreatitis with hypovolemic shock
and AKI. She was treated with aggressive fluid resuscitation and
broad-spectrum antibiotics, which were later switched to
Azithromycin and Oseltamivir. The patient showed hemodynamic
improvement. Her leucocytosis and AKI also improved. Lipase
eventually trended down to 176 U/L. She responded appropriately
to the treatment and made a full recovery.
Discussion:
Acute pancreatitis associated with mycoplasma infection is rare and
its presentation ranges from painless pancreatitis to severe
necrotizing pancreatitis. It is hypothesized that mycoplasma causes
local cytokine production in the tissue either from direct effect of
bacterial lipoproteins or from altered immune modulation. Also, the
systemic hypercoagulable state with infection may lead to vascular
occlusion to the organ. Meanwhile, acute pancreatitis is also a rare
manifestation of influenza infection. In vitro experiments have
demonstrated the ability of influenza virus to infect human
pancreatic cell lines. Hence, it is important for clinicians to be aware
that mycoplasma and influenza co-infection could be associated
with pancreatitis with varying severity.
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Takotsubo Cardiomyopathy After Pacemaker Implantation
Background: Takotsubo Cardiomyopathy is rarely reported
as a complication of pacemaker placement (Table 1).
Case: A 77-year-old female with history of atrial fibrillation
had a pacemaker placement 3 days prior to developing the
sudden onset of DOE. She was admitted for flash pulmonary
edema versus congestive heart failure exacerbation and
started on intravenous furosemide. Her physical exam is
positive tachypnea, saturating at 97% RA, basilar crackle
bilaterally, an incision site of PPM was clean and dry, No
JVD, hepatojugular reflux, RRR, no murmurs. Course of DOE
improved only minimally despite adequate diuresis with a
net negative fluid balance.
Patient’s troponin levels peaked at 0.08ng/ml (reference
<0.06ng/ml). Electrocardiogram was ventricularly paced
without evidence of MI. An echocardiogram done four
months prior to PPM placement showed Ejection fraction
(EF) of 51% with grade 4 diastolic dysfunction and borderline
global hypokinesis. A repeat echocardiogram during this
current hospitalization revealed moderate to severely
reduced LV function with EF 29% and hypokinesis of midinferioseptal, mid-anterolateral, apical septal, and apical
lateral segments. Cardiac catheterization revealed nonobstructive CAD with cardiomyopathy consistent with
Takotsubo. She was stabilized and discharged to home.
Repeat echocardiogram at 1 month follow up visit
demonstrated that global left ventricular systolic function
had recovered to her lower limits of normal, with EF of 53%,
with regional wall motion abnormalities (figure 1).
Discussion: Takotsubo cardiomyopathy was first described in
Japan in the 1990s. It is characterized by transient regional
systolic dysfunction of the left ventricle in the absence of
angiographic evidence of obstructive CAD or acute plaque
rupture. It is a transient cardiomyopathy that predominantly
affects postmenopausal women and is often precipitated by
emotional stress. The Mayo Clinic diagnostic criteria is used
to diagnose Takotsubo cardiomyopathy and requires all 4
criteria to be fulfilled: 1. Transient LV systolic dysfunction
(hypokinesis, akinesis, or dyskinesis) 2. Absence of
obstructive CAD 3. New EKG ST-T wave abnormalities or
modest elevation in troponin levels 4. Absence of
pheochromocytoma or myocarditis (table 2)
Conclusion: Our patient fulfils the diagnostic criteria of
Takotsubo cardiomyopathy, however, no emotional stress
was reported. Systematic literature review revealed
published case reports which describe Takotsubo
cardiomyopathy after pacemaker implantation in the
absence of emotional stress. Therefore, as our case
illustrates, this diagnosis should be considered a possible
complication of pacemaker implantation, however the time
course may vary. The Etio-pathogenesis in this setting is
unknown.
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Severe Pulmonary Hypertension Medically Optimized Prior
To Successful Heart Transplantation
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A RARE CASE OF EXTRAMEDULLARY LEUKEMIC
INFILTRATION OF BILATERAL BREASTS AS A FIRST SIGN OF
RELAPSE IN AML

Introduction
Pulmonary hypertension (PH) is a common complication of
left heart disease. Irreversible PH with an elevated
pulmonary vascular resistance (PVR) > 5 Woods units or
transpulmonary gradient (TPG) > 15 is a contraindication to
orthotopic heart transplant (OHT) because of an increased
risk for right heart failure (HF) and death. We present a case
of initially severe and fixed PH in a patient with advanced
HF.

INTRODUCTION
Extramedullary spread of AML to CNS, lungs, and pericardium is
commonly described, however breast infiltration is rare. More
commonly, we see a primary leukemic infiltration of the breast
called a granulocytic sarcoma before bone marrow involvement
with AML. Breast infiltration in AML patients remains a rare
occurrence, especially in patients that have been treated into
remission. This case describes an extramedullary leukemic
infiltration of bilateral breasts as the first sign of systemic
relapse in AML. A prompt diagnosis changes staging,
management and signifies a poor prognosis compared with AML
without extramedullary breast involvement.
CASE
A 24 year-old woman was diagnosed with AML, 96% blasts on
bone marrow biopsy, negative molecular markers, and a normal
FISH. Initial treatment was 7+3 induction (cytarabine &
daunorubicin), complicated by malignant pleural effusions. She
then underwent consolidation chemotherapy with FLAG-IDA,
and a subsequent bone marrow biopsy showed complete
remission. Two months later she presented to clinic with
complaints of progressive bilateral breast changes: the right
breast had enlarged, was firm to touch with everted nipple, and
had a stuck-on appearance to chest wall; the left breast had
grown three times in size with everted nipple with crusting, was
edematous, and had peau d’orange texture. At time of new
presentation, medical history included thalassemia trait,
depression, CHF, and SVC syndrome, for which pt was on
cymbalta, metoprolol, lasix, and xarelto; lab work-up showed
WBC 6.84 K/uL, Hgb 9.6 g/dL, lymphocytes # 2.33, neutrophils #
2.76, monocyte 11.4 %, eosinophil 8.5 %, atypical lymph 2 %;
CMP was unremarkable. MRI showed non-specific adenopathy
with enhancement throughout right breast and in upper half of
left breast, appearance consistent with fulminant mastitis vs
diffuse leukemic infiltrate. Repeat bone marrow biopsy showed
normocellular marrow with 1% blasts. Right breast core biopsy
showed a diffuse infiltrate of immature myeloid blasts
(confirmed by flow cytometry), with destroyed ductal
structures. A sibling allogeneic stem cell transplant with curative
intent was held due to relapsed AML and she underwent
salvage Clofarabine/Ara-C chemotherapy.
&#172;&#172;DISCUSSION
Leukemic breast involvement constitutes only 0.25% of all
breast tumors. A review article described only 105 cases of AML
with breast involvement in the last 45 years. Of those, only 31
developed breast involvement after initial treatment, and of
those only 6 patients were in the 20-29 age group. Bilateral
presentation is rare, as in 85% of the cases, there is single breast
leukemic infiltration. In any patient with malignancy, an
enlarging breast mass must be biopsied. Regardless of whether
the marrow demonstrates remission, a breast infiltration
signifies systemic leukemia. These lesions are more resistant to
therapy and prompt aggressive salvage therapy. The prognosis
is worse compared to patients without extramedullary
involvement with no reports of long disease-free survival.

Case
Our patient is a 33-year old Chinese man with a history of
stage D non-ischemic dilated cardiomyopathy. He did not
have a history of autoimmune disease, liver disease, HIV,
thromboembolic disease, diet drug use, or a family history of
PH. Right heart catheterization (RHC) revealed severe PH
with a pulmonary artery pressure (PAP) of 86/40 (59) mmHg,
an elevated pulmonary capillary wedge pressure (PCWP) of
17 mmHg, a TPG of 42, and PVR of 19.12 Woods Units
(Figure). Dobutamine lowered the PCWP but increased PAP.
Nitric oxide improved PVR but both the PVR and TPG
remained too high for OHT candidacy. Treatment with
dobutamine, furosemide, bosentan 125 mg twice a day, and
sildenafil 20 mg three times a day were started and
hemodynamics followed daily. After 1 month of treatment,
the PAP improved gradually but the TPG remained above
15.An intra-aortic balloon pump (IABP) was placed with the
plan for left ventricular assist device (LVAD) insertion as
bridge to transplant. Within 24 hours, the mean PAP
decreased significantly, proving reversibility of PH. He
successfully underwent OHT 1 month later without any postoperative right HF.
Conclusion
Irreversible PH secondary to left sided HF is a
contraindication to OHT. This case shows that initially
severe, fixed PH could be improved with optimization of HF
and PCWP, off-label pulmonary artery therapies, and an
IABP. An aggressive strategy of medical therapy in select
OHT candidates with PH may obviate the need to implant an
LVAD.
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What makes the lungs tick?
Introduction: Atypical pneumonia secondary to Anaplasma is an
uncommon presentation for the pathogen and a rare etiology of
pneumonia. The following case presents a patient with
pneumonia, elevations of liver function tests (LFTs), leukopenia
and thrombocytopenia.
Case Description: A 64-year-old woman with history of
osteoporosis presented to the hospital with 4 days of fever,
whole-body aches, nausea, vomiting and poor appetite. Oneweek prior, she reported having a runny nose and cough. She
endorsed recent travel to upstate New York where she went
hiking but had no recalling of tick bites nor skin rashes. On
admission, the patient was feeling short of breath, weak and
distressed. Her temperature was 100.5 F, heart rate of 92 bpm,
respiratory rate of 18 bpm, blood pressure of 98/48 mmHg and
SpO2 of 93% on room air. On physical exam, was found to have
crackles at both lung bases, with no other positive findings. A
chest x-ray showed left lower lobe alveolar opacities.
Laboratories were pertinent for pancytopenia, WBCs 4.0 K/uL
with elevated bands 48%, Hb 13 g/dL, platelet count 53,000
K/uL, AST 179 and ALT 169. A clinical diagnosis of atypical
pneumonia was made and the patient was treated with
ceftriaxone and azithromycin. Despite the initial antibiotic
regimen, the patient developed hypoxic respiratory failure that
required high flow oxygen therapy. Due to a high suspicion of a
tick-borne illness and lack of clinical improvement, azithromycin
was changed for IV doxycycline. Anaplasma, Borrelia and
Ehrlichia serologies were all initially negative. Due to the high
suspicion of a tick-borne illness, azithromycin was changed for
IV doxycycline. Over the course of the next 72 hours, the patient
showed significant clinical improvement and resolution of the
hypoxic respiratory failure. However, the patient persisted with
leukopenia, thrombocytopenia and elevated LFTs. The patient
was discharged on oral doxycycline and was followed as
outpatient where laboratory abnormalities resolved and titers
of IgM and IgG for Anaplasma phagocytophilum became
positive at 1:256 and 1:1280 respectively, confirming the
suspect diagnosis.
Discussion: This case illustrates the importance of maintaining a
high degree of clinical suspicion in a patient with a clinical
scenario suggestive of a tick-borne-illness despite negative
serologies. As it was done in this patient with pneumonia,
worsening hypoxic respiratory and failure of improvement to
the initial antibiotic regimen. A. phagocytophilum is an
uncommon cause for pneumonia but should be considered in
the setting of appropriate travel history and elevation of LFTs,
leukopenia and thrombocytopenia. Supportive treatment with
high flow oxygen therapy was important in the management of
this patient possibly avoiding mechanical ventilation and should
its usage should be considered more often in these
circumstances.
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A Rare Case of Drug-Induced Liver Injury Following
Prophylactic Dose of Unfractionated Heparin
INTRODUCTION:
Administration of unfractionated heparin (UFH) has been
associated with elevated liver enzymes in patients undergoing
anticoagulation treatment. Case studies have reported
transaminitis, particularly in intravenous heparin use. Rarely,
however low dose administration of subcutaneous injection has
been linked to this side effect. UHF is now a standard practice
for deep venous thrombosis (DVT) prophylaxis in hospitalized
patients at higher risk for thromboembolic events. Considering
the importance of both treatment modalities in patient medical
care, physicians need to monitor liver function to prevent acute
liver injury.
CASE DESCRIPTION: A 58 year old man with a past medical
history of vestibulopathy of unknown etiology presented with
lightheadedness of 15 minutes duration and was admitted for
syncope work-up. Prior to admission his daily medications
included aspirin, atorvastatin (low intensity 10mg), finasteride,
lisinopril, metoprolol, omeprazole, and tamsulosin. The initial
physical exam, electrocardiogram, chest x-ray, complete blood
count and comprehensive metabolic panel were all
unremarkable. The only new medication added to his regimen
was subcutaneous heparin 5000 Units every 8 hours for DVT
prophylaxis. In the course of the hospitalization elevation of
liver enzymes was observed. By 72 hours post-admission,
alanine aminotransferase (ALT), aspartate aminotransferase AST
and alkaline phosphatase (ALP) had reached 393, 219, 188,
respectively, as compared to ALT 14, AST 15 and ALP 80 at
admission. Also of importance, his total bilirubin reached a peak
of 1.8 as compared to his baseline value 0.5.
DISCUSSION: Approximately 5% of patients receiving UFH will
develop transit elevations of serum transaminases within the
first 4 days of treatment. The proposed pathophysiology
includes direct toxicity to hepatocytes, hepatocyte membrane
modification, and immune-mediated hypersensitivity reactions.
Elevated ALT and AST levels are reported to be more common
than elevated ALP. Enzyme levels typically normalize within 2
weeks following discontinuation of heparin. While abnormal
bilirubin levels are rarely identified in previous case studies, our
patient demonstrated not only elevated AST, ALT, ALP, but
increased total bilirubin as well. In this particular case, the
transient transaminases returned to baseline within 2 weeks of
heparin discontinuation.
CONCLUSION:
We recommend close monitoring of these specific lab values in
patients receiving UFH. Heparin discontinuation typically results
in normalization of liver function. A cautious use of UFH is
warranted, particularly in patients with additional risk factors
for liver injury, including but not limited to alcohol abuse or
simultaneous treatments with therapy known to be
hepatotoxic. In addition, awareness that the acute liver injury
can be a side effect of UFH can prevent unnecessary testing for
evaluation of liver conditions and therefor reduce prolonged
hospitalization and healthcare cost.
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A RARE CASE OF HYPERTHYRODISIM PRESENTED AS SEVERE
HYPERCALCEMIA
Hypercalcemia secondary to thyrotoxicosis has been
attributed mainly to the thyroid hormone mediated an
increase in osteoclast activity. A methodical approach to
hypercalcemia generally leads to a diagnosis of the
underlying pathology. Yet a physician can not let a step by
step approach deter them from intellectual curiosity. In this
case an otherwise healthy female was admitted for sever
symptomatic hypercalcemia which turned out to be
impending thyroid storm.
A 49- year- old female with no significant past medical
history came to the Emergency Department for recent
unexplained weight loss, altered metal status, and lethargy.
Three months prior to her arrival, her husband passed away,
and she was diagnosed with bereavement and depression.
For the past two months the patient had progressively
become debilitated with lethargy and abdominal pain. We
were unable to obtain a reliable history due to lethargy and
severe discomfort. Laboratory value was significant for an
elevated corrected calcium level of 14.2 mg/dl. With recent
unexplained weight loss and hypercalcemia the patient was
admitted to inpatient service for management of
symptomatic hypercalcemia. The patient was started on
intravenous hydration, bisphosphonates, and calcitonin. The
following day her PTH returned with a decreased value of
7.47 ng/L. Evaluation of malignancy with tumor markers and
imaging was unremarkable. The morning post admission, the
patient started to deteriorate. She developed a fine tremor,
vomiting, and worsening of her mental status. TSH was
found decreased (0.01 &#181;U/mL), with an elevated T4
(5.76 ng/dl). Utilizing the Burch Wartofsky grading criteria,
we determined she was in a state of impending thyroid
storm with a score 25. The patient was immediately started
on Methimazole, Propranolol, Iodide, Hydrocortisone, and
was transferred to the intensive care unit (ICU). Within
hours upon transfer to the ICU, the patient developed
tachycardia, fever, nausea, vomiting, and diarrhea,
indicating thyroid storm with a Burch Wartofsky score of 40.
Within 36 hours of starting proper treatment for
thyrotxocosis the patient stabilized and mental status had
improved. The patient was further managed on the floor for
intractable diarrhea that caused decreased phosphate and
potassium levels. After a week of treatment the patient’s
calcium level had normalized, and she was able to be
discharged with her physical and mental health intact.
Hyperthyroidism can cause mild hypercalcemia in 20 percent
of thyrotoxic patients. The patient in our case had severe
hypercalcemia and the diagnosis of thyrotxocosis was
delayed. If missed, the consequences of thyroid storm are
fatal. Only a small percentage of patients with hyperthyroid
develop storm, but if left untreated has a mortality rate of
50-90 percent. With early recognition and treatment the
mortality can dramatically decrease to less than 20 percent.
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Predicting the Unpredictable: A Case of Expressive Aphasia
Introduction:
Brain abscess refers to a collection of purulent material in the
brain parenchyma. The common locations are frontal or
temporal lobes. The etiology can be bacterial, mycobacterial,
parasitic or fungal. The common bacteria involved are
Staphylococcus and Streptococcus. The pathogen involved
varies widely depending on host factors like age, immune status
and site of primary infection.
Case Presentation:
A 49 year old male presented with right upper extremity
weakness and expressive aphasia of 4 hours duration. On
admission he was afebrile with a temp of 98.7&deg;F; WBC of
7000/mm3 and was hemodynamically stable. A head CT scan
without contrast showed regions of low attenuation and gyral
swelling in the left MCA territory concerning for acute ischemic
stroke. There were no head and neck or other source of
infections. MRI with gadolinium showed ring enhancing lesion
with central restricted diffusion in the left parietal lobe
measuring 3.3 x 2.2 x 2.2 cm with surrounding vasogenic edema.
MRA was unremarkable. The patient was allergic to penicillin
and was started on aztreonam, vancomycin and metronidazole
empirically for possible brain abscess. A repeat CT scan with
contrast was obtained one week later which showed increasing
ring-enhancing lesion with edema and had a mass effect; with a
4 mm rightward midline shift. Patient was taken to OR for brain
biopsy and was found to have brain abscess which was drained.
The purulent material grew Streptococcus milleri. Once culture
results were available patient was continued on vancomycin and
metronidazole. His aphasia and upper extremity weakness
resolved after the procedure. The patient received a total 4
weeks of antibiotics.
Discussion:
The average number of cases of brain abscesses diagnosed in
USA range from 1500 to 2000 annually and an estimated 1 in
10,000 hospitalizations. Brain abscess occurs in all age groups.
The male to female ratio varying between 2:1 to 3:1.The
mortality rate varies between 5%-32% in hospitalized patients.
The common bacteria are Streptococcus and Staphylococcus.
Others include Proteus, Klebsiella pneumoniae, Nocardia,
Mycobacteria, anaerobes like Bacteroides, Prevotella,
Fusobacterium, Actinomyces, and Toxoplasma gondii especially
in HIV patients. 90% of brain abscess in solid organ transplant
patients are due to fungal infection.
Conclusion:
Streptococcus milleri (also known as Streptococcus anginosus)
are group of viridian Streptococci which are known for abscess
formation. Prompt diagnosis and treatment is necessary for
patient survival. Proper imaging modalities with CT scan or MRI
using contrast are essential in diagnosis. The antibiotics
commonly used for bacterial brain abscesses are ceftriaxone
and metronidazole for a total duration of 4- 6 weeks.
Vancomycin is used for patients allergic to beta lactam
antibiotics. Although mortality rate is high most patients with
appropriate treatment survive with no neurological deficits.
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Dermatomyositis without the Myositis: Acute Hypoxic
Respiratory Failure Diagnosed as Anti-MDA5 Clinically
Amyopathic Dermatomyositis
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A RARE CASE OF BABESIOSIS IN AN IMMUNOSUPPRESED
PATIENT

Background: Dermatomyositis and Polymyositis are implicated
in the development of interstitial lung disease (ILD). A subset of
dermatomyositis, entitled clinically amyopathic
dermatomyositis with positive anti-melanoma differentiation
antibody 5 (anti-MDA5), has been described in the literature as
being associated with an increased development of a rapidlyprogressive ILD. This subset of ILD has been associated with
increased morbidity and mortality. We report a case of acute
hypoxic respiratory failure later diagnosed as clinically
amyopathic dermatomyositis and successfully treated with a
combination of rituximab, steroids, and mycophenolate mofetil.
The patient had improvement in her symptoms and lung
function.
Case: 58-year-old woman lifelong nonsmoker with past medical
history of carcinoid tumor of the lung and hyperthyroidism was
admitted to the hospital with a 1 week history of increased
dyspnea on exertion. Two months earlier she had developed a
rash across her upper chest and a bilateral palmar
erythematous rash with nodularity and blistering. Outpatient
biopsy showed a mild perivascular lymphocytic dermatitis with
epidermal hyperplasia and hyperkeratosis, which was nonspecific. She was treated as an outpatient with prednisone for
the rash. It had been tapered off just prior to admission, when
she presented with worsening dyspnea. She also had a dry
cough and fatigue. She denied fever, chills, chest pain, joint
pains or proximal muscle weakness. She was initially treated for
possible pneumonia with broad spectrum antibiotics. A CT
Chest revealed bilateral ground-glass opacities without
honeycombing and with central and traction bronchiectasis.
Given her rash and CT chest findings, an autoimmune panel was
ordered. Rheumatology and pulmonology were consulted.
Blood work was notable for a mildly positive ANA (1:40) and
elevated ESR of 40, but negative for CPK, anti-dsDNA, anti-Jo,
ANCA, anti-Ro, anti-La, anti- U1RNP, anti-Smith, and aldolase.
The patient was started on high-dose steroids for suspected ILD.
An extended myositis panel was positive for anti-MDA5
antibody which is associated with dermatomyositis. The patient
was started on rituximab and after her second treatment,
mycophenolate was added. At three month follow-up, the
patient is showing improvement in her Forced Vital Capacity
(1.24L to 1.51L) and oxygen saturation. The steroids are being
tapered and she is now maintained on mycophenolate.
Discussion: Our case outlines a striking presentation of clinically
amyopathic dermatomyositis with predominant skin and lung
findings. Our patient had subtle characteristic features of
dermatomyositis (shawl rash), without the inflammatory
myopathy which can be initially misleading. A high index of
suspicion is warranted in patients presenting with a
characteristic rash and ILD. Further serology can confirm the
presence of anti-MDA5 antibody and increased risk of
developing rapidly progressive ILD. ILD associated with this
subtype portends a graver prognosis, so early detection is key to
initiate prompt treatment.

INTRODUCTION: Babesiosis is a zoonotic disease caused by
the protozoa Babesia. Babesia infects humans via the Ixodes
tick and can cause lysis of the host’s red blood cells. Often
times a co-infection with Lyme Disease can be seen as the
disease is transmitted by the same tick vector. While Lyme
Disease in the New England area is common, there has
recently been a rise in Babesia co-infection in the region. We
present a case of Babesiosis co-infected with Lyme in an
immunosuppressed patient that had recently been to
Upstate New York.
CASE DESCRIPTION: A 50 year old female with a past medical
history of Rheumatoid Arthritis (on Methotrexate since
2015) presented with a 1 month history of diffuse myalgia,
fatigue, anorexia, and fever (max temperature 102&deg;F
unresponsive to Tylenol), after travel to a farm in Upstate
New York 1 month prior to symptom onset. The patient
reported that she had initially been given a 10 day course of
Cephalexin for cellulitis by PCP which briefly improved
symptoms, however they returned soon after. The patient
did not note seeing any tick bites on herself. On admission
the patient met SIRS criteria (fever and tachycardia); labs
during admission were significant for pancytopenia with an
elevated LDH of 312 indicating hemolysis. Subsequent
microbiology workup showed positive Hemacolor Stain for
Babesia with 1% Parasitemia and positive Lyme IgM and IgG
serology. The patient was given Azithromycin and
Atovaquone for 7 days for Babesiosis and Doxycycline for 14
days for Lyme - symptomatic improvement was seen within
24 hours. Subsequent 2 week follow-up showed resolution
of fevers, with follow-up CBC for pancytopenia improvement
pending and follow-up Babesia PCR to be done in 3 months
to verify parasitemia clearance.
DISCUSSION: Babesia microti&nbsp;is the predominant
species to infect individuals in the U.S. This patient’s
symptoms presented 1 month after visiting an endemic
area, which is consistent with the median incubation interval
for B.microti (37 days). The disease is subclinical however in
cases of immunosuppression (as in this patient who was on
chronic methotrexate) it can manifest with fever, malaise,
myalgia, anorexia, as well pancytopenia with hemolysis.
Often times, a concomitant rash will herald Lyme coinfection :not seen here, however. As observed, response to
Azithromycin, Atovaquone, and Doxycycline can be rapid.
While Babesia is rare, there has been a rise in its incidence in
the New England area presenting as co-infection with Lyme,
as can be seen in this case. Clinical symptoms may be
significant in those that are immunosuppressed, however
response to antibiotic therapy is prompt. We recommend
high suspicion for Babesia in patients with recent visits to
areas endemic for Ixodes tick in New England who present
with intractable fever and pancytopenia with hemolysis.
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Statin Induced Autoimmune Myopathy
Myopathy associated with statin therapy is one of the most
reported adverse effects leading to discontinuation of the
medication. Necrotizing myopathy is a rare but a serious
disease that can be caused due to statins. It is seen in 1 out
of every 100,000 persons. We present a case of Statin
Induced Autoimmune Myopathy (SINM), which progressed
over many years after the cessation of statin use. This
disease lead our capable patient to become wheelchair
bound and prevented her from being able to perform
activities of daily living.
A 75 year-old Caucasian female with a history of
hypertension, arthritis, hypothyroidism, migraines and
depression presented with worsening bilateral weakness of
both upper and lower extremities. She was prescribed
Lipitor 20mg daily for hypercholesterolemia 7 years prior.
She stated that recently while driving her vehicle, she was
unable to lift her right foot from the gas pedal to brake and
was forced to use her right hand to help lift her right
leg/foot onto the brake pad to safely stop her vehicle. As her
lower extremity muscle weakness progressed, she was
advised to discontinue Lipitor after an electromyogram
(EMG) revealed myopathic changes with myotonia in lower
extremities strongly suggesting statin induced myopathy.
Three months after stopping Lipitor, she had a right arm
muscle biopsy due to worsening symptoms and persistently
elevated creatinine kinase (CK) levels around 4,000U/L,
which helped reaffirm concern for immune mediated
necrotizing myopathy secondary to statin therapy. Despite
cessation of Lipitor, her muscle weakness progressed such
that it started including bilateral upper extremities. She was
unable to walk even a few feet despite assistance of a
walker or home health aide. Also, she has lost the ability to
perform simple activities of daily living such as lifting
lightweight objects, dressing, combing her hair, cooking or
arising from a seated position. CK remained above 2,000
U/L. Aldolase was found to be abnormally high at 37.2 U/L.
EMG revealed diffuse myopathy without neuropathic
component. Antibody studies revealed strongly positive
HMG-CoA reductase inhibitory antibodies of more than 200
(normal 20), highly suggestive of statin-induced necrotizing
myopathy. She was started on Prednisone, Methotrexate &
Folic acid with outpatient rheumatology follow up and was
discharged to a sub-acute rehabilitation facility.
Antibodies against HMG-CoA reductase are the likely cause
for SINM. As SINM is newly documented, it is crucial to
recognize the unique clinical and histological profile
differentiating SINM from other myopathies In doing so, as
with the case above, it is our hope that clinicians will be
more adept at recognizing this diagnosis and treat as earlier
as possible.
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MASKING PRESENTATION: ATYPICAL GUILLAN-BARR&#201;
SYNDROME
ABSTRACT
Diagnosis of Guillain-Barr&#233; Syndrome (GBS) is dependent
upon high degree of clinical suspicion. Late recognition can delay
treatment, negatively impacting recovery and prognosis. We discuss
a case of unilateral weakness, urinary incontinence, and
normoreflexia with non-diagnostic initial work-up. Findings
suggestive of GBS on electromyography (EMG) eventually prompted
initiation of proper treatment. This case highlights the importance
of clinical suspicion despite atypical presentation.
CASE PRESENTATION
Our patient is a 19-year-old female presenting with left lower
extremity weakness, associated tingling, and decreased sensation
for four days. Physical exam showed decreased proximal left lower
extremity motor strength and sensation with distal tendon reflexes
(DTRs) intact. She reported inability to urinate, requiring
catheterization. Initial work-up and imaging were unremarkable,
including MRI of the brain, cervical and thoracic spine. Lumbar
puncture was performed with normal cerebrospinal fluid (CSF)
analysis.
Intravenous steroids were given for two days with subjective
improvement of symptoms, after which the patient left against
medical advice. However, she returned one week later with
worsened left lower extremity motor strength, left foot drop, and
absent DTRs.
EMG was performed demonstrating severe peripheral neuropathy
and clinical diagnosis of GBS was made. Confirmatory lumbar
puncture was deferred and intravenous immunoglobulin (IVIG)
administration resulted in complete symptomatic resolution.
DISCUSSION
GBS has an incidence of 1 to 2 cases per 100,000 annually, with
typical symptoms of progressive symmetrical muscle weakness
accompanied by depressed or absent DTRs in 90% of patients,
however reflexes may be intact early in presentation. Paresthesias
may occur with mild sensory symptoms.
Dysautonomia occurs in 70% of patients, presenting as tachycardia,
incontinence, blood pressure dysregulation, arrhythmia, and ileus.
Posterior reversible leukoencephalopathy syndrome has been
reported in patients with dysautonomic hypertension.
Lumbar puncture normally shows elevated CSF protein and normal
white blood cell count (i.e. albuminocytologic dissociation) in more
than 60% of patients one week from onset of symptoms. EMG
studies can show demyelination or an axonal picture, further
classifying variants of GBS. Nerve conduction studies in GBS may not
become positive until two weeks after onset of symptoms. MRI may
show enhancement of intrathecal spinal nerve roots and cauda
equina.
Treatment includes supportive care, IVIG, and plasmapheresis.
Patients may require closer monitoring in an intensive care unit for
increasing weakness, respiratory depression, and dysautonomia.
CONCLUSION
Although rare, atypical presentation of GBS can hinder diagnosis.
Typical features of symmetrical weakness, hyporeflexia, and
albuminocytologic dissociation may be absent, particularly early in
disease course. Diagnosis should not be excluded based on atypical
findings, and clinical suspicion should remain to prevent progression
of a potentially fatal disease.
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Nafcillin-Induced Liver Failure: A Rare Report and Review
of the Literature
Background: Nafcillin induced acute liver injury is a rare and
potentially fatal complication that has been known since the
1960s but inadequately studied. At this time, the only
proven treatment is early discontinuation of the drug.
Because of the high prevalence of nafcillin class antibiotic
use in the United States, it is important for clinicians to have
a high clinical suspicion for this diagnosis. Our case highlights
the importance of early detection and recognition of the
signs and symptoms early in the disease course.
Case Presentation: A 68-year old male with a history
methicillin-sensitive staphylococcus and L3/L4 osteomyelitis
on antibiotic therapy presented with painless jaundice after
starting intravenous nafcillin therapy. Prior to starting the
medication, the patient had liver enzymes within normal
limits and normal bilirubin levels. At the time of
presentation, the patient’s lab work exhibited a
bilirubin/direct bilirubin of 9.4/8.2 mg/dL; alkaline
phosphatase of 311 IU/L; AST/ALT of 109/127 IU/L. The
patient was switched to IV vancomycin given concern for
drug-induced liver injury. Imaging did not show obstruction
of the hepatobiliary or pancreaticobiliary trees. Serology was
unremarkable for viral etiology, autoimmune processes,
Wilsons disease, and hemochromatosis. A liver biopsy
showed findings consistent with drug-induced liver injury.
The patient’s liver function tests peaked at day seven of
admission and trended towards normal levels with cessation
of nafcillin therapy. The patient was discharged with a
diagnosis of nafcillin induced acute liver injury.
Conclusion: Nafcillin-induced liver injury is a rare process
that is associated with high levels of morbidity and
mortality. We present a case of liver failure attributable to
nafcillin use that necessitated discontinuation of the drug.
Our case highlights the importance of early recognition of
the diagnosis and careful monitoring of liver function when
nafcillin is employed in the clinical setting.
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Methylene Blue Dye Used for Visual Confirmation of an
Enterocutaneous Fistula: A Case Report and Review of the
Literature
Introduction: Enterocutaneous fistula (ECF) represents one
of the most protracted and difficult problems with
substantial morbidity and mortality rates. For successful
management of ECF, it is imperative to pinpoint their exact
location; however, in patient with complicated anatomy,
radiological techniques such as fistulogram or CT abdomen
may not be very helpful. Herein, we demonstrate a novel
technique of using oral contrast mixed with methylene blue
dye (MB) to help us better confirm the presence of fistula.
Case: A 76 years old woman with past medical history of
diabetes mellitus and atrial fibrillation was admitted for right
lower quadrant (RLQ) abdominal pain. The site of pain
revealed a cutaneous opening with associated
serosanguineous discharge. CT abdomen and pelvis was
done which revealed a possible abscess in the lower
abdominal wall and an equivocal communication with the
small bowel. Fistulogram was done without any clear
evidence of ECF. Hence, it was presumed that the likely
source of the discharge is from the sinus opening associated
with abdominal wall abscess. During her hospitalization, the
discharge became foul smelling with some feculent material;
which was concerning for an ECF. To elucidate the anatomy
and confirm the presence of fistula, we performed a CT
enterography (CTE) with gastrografin oral contrast. To help
with visual confirmation, we mixed 10 cc of MB in 1100 cc of
gastrografin. CTE revealed findings compatible with illeo cutaneous fistula. Visual confirmation was attained with
blue stained contrast draining from the fistulous opening in
the RLQ. Patient had a retrograde double balloon
enteroscopy which revealed a necrotic area with fistulous
opening in the ileum. Biopsy results of the necrotic area
revealed no evidence of malignancy. An exploratory
laprotomy revealed a small previously placed mesh eroding
into the small bowel and the abdominal wall. The infected
mesh was extracted with enterotomy into small bowel that
was resected with primary anastomosis of small bowel.
Discussion: Management of ECF is dependent upon
localizing the exact etiology and location. In our case with
help of MB stained gastrografin, we demonstrated both
visual and radiological confirmation of the presence of ECF.
Barium was not used in our patient due to the risk of leakage
induced chemical peritonitis. We recommend use of diluted
MB for visual confirmation of fistulas in patients with
complicated gastro-intestinal anatomy.
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MITRAL STENOSIS WITH VENTRICULAR TACHYCARDIA IN
PREGNANT PATIENT: AN UNUSUAL PRESENTATION
INTRODUCTION:
Rheumatic mitral stenosis has classically been associated
with left atrial arrhythmias. The incidence of ventricular
arrhythmias in rheumatic heart disease has rarely been
described. We present a uniquely challenging case of a
pregnant female with rheumatic mitral stenosis and
ventricular tachycardia.
CASE DESCRIPTION:
A 34 year old female in her fourth pregnancy without any
prior obstetric complications presented with transient loss
of vision of the right eye in her 33rd week. She had
rheumatic fever in her teenage years and diagnosed with
moderate rheumatic mitral stenosis one year ago and has
remained asymptomatic. She underwent an initial workup
including EKG showing normal sinus rhythm, cardiac
echocardiogram revealing normal left ventricular systolic
function with an ejection fraction of 70%, moderate mitral
stenosis with a valve area of 1.5cm2, mean gradient of
20mmHg and moderately elevated pulmonary artery systolic
pressure of 48mm Hg. MRI/MRA of the head and neck
showed normal and patent vessels with no occlusion,
narrowing or clots in the vessels of the head and neck. She
was diagnosed with Amaurosis Fugax and a 24-hour Holter
monitor was placed which revealed 9 episodes of ventricular
tachycardia the longest duration of which was 226 beats
during which she remained asymptomatic. After discussing
with her the risks and benefits of initiating anti-arrhythmic
drug therapy during pregnancy, she was started on Sotalol
and monitored on telemetry with no recurrence of
ventricular tachycardia.
DISCUSSION:
Ventricular tachycardia is an uncommon rhythm during
pregnancy and management is complicated due to the
toxicities associated with drug therapy. The key goal of
medical management of mitral stenosis is rate control to
maximize diastolic filling time of the left ventricle. This
patient presenting with Amaurosis Fugax in her third
trimester with moderate mitral stenosis, moderate
pulmonary hypertension and episodes of ventricular
tachycardia requires multispecialty coordination between
obstetrics, cardiology and cardiac electrophysiology and this
combination has never been described in the literature.
Sotalol is one of the least teratogenic anti-arrhythmic drugs
which is effective in ventricular tachycardia in pregnancy and
can also help with beta-blocking properties and heart rate
control for mitral stenosis and proved to be invaluable in this
challenging case.
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CATAMENIAL PNEUMOTHORAX: A RARE CASE OF
THORACIC ENDOMETRIOSIS
Thoracic endometriosis is a rare condition in which
endometrial tissue grows in and around the lung. It can
present as pneumothorax, hemothorax, hemoptysis, or lung
nodules. Spontaneous pneumothorax occurs in 1.2-6 women
out of 100,000 with endometriosis. We present a rare case
of a large, spontaneous pneumothorax requiring
pleurodesis, thoracoscopy, thoracotomy, and hormonal
therapy with medroxyprogesterone.
A 43-year-old female initially presented with chest pain and
difficulty breathing for one day prior to admission. A right
sided pneumothorax was diagnosed and a chest tube was
placed. The patient complained of pleuritic chest pain
occurring monthly during menstruation for a year. CT scan
revealed several right sided pleural nodules. The clinical
impression was that of catamenial pneumothorax. A right
VATS revealed multiple parietal pleural implants along the
pleura and diaphragmatic surface. The implants contained
â€œchocolateâ€• colored fluid. Pleural biopsy and talc
pleurodesis were performed. Pathology of the same was
consistent with right pleural endometriosis.
Over the following months, patient had recurring right
pneumothoraces requiring repeated chest tubes. Of note,
patient was unable to get hormonal therapy due to
insurance issues. In an attempt to control her symptoms,
patient underwent a partial oophorectomy, a second VATS
procedure and finally a right pleural decortication. Patient
presented to her last clinic visit with mild shortness of
breath and local pain related to the thoracotomy. Patient
was without clinical symptoms of a pneumothorax. She is
currently on hormonal therapy with medroxyprogesterone
injection and norethindrone acetate without further
complications.
Although thoracic endometriosis is still rare, it is the most
common form of extra-pelvic endometriosis. It is often
misdiagnosed, with symptoms recurring for months before
the correct diagnosis is made. This case illustrates the
importance of early recognition of the symptoms of thoracic
endometriosis in any woman of reproductive age. This
condition can be treated through surgery, medical
treatment, or hormone therapy.
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SCIMITAR SYNDROME: A SWORD WITH MULTIPLE EDGES
Introduction:
Scimitar syndrome (SS) is characterized by partial or total
anomalous pulmonary venous drainage of the right lung or left
lung to inferior venacava (IVC). On imaging, the abnormal
pulmonary vein resembles a Middle Eastern sword or scimitar.
We present a case of SS with multiple clinical manifestations.
Case presentation
A 44 year old female with history of paroxysmal atrial fibrillation
(AF) not on anticoagulation due to low CHADSVASc score and
gastrointestinal bleeding presented with palpitations which
lasted fifteen minutes. She reported chronic mild dyspnea on
exertion. She did not have chest pain, orthopnea, paroxysmal
nocturnal dyspnea or lower extremity swelling. Vital signs blood pressure: 98/56 mmHg; heart rate (HR): 130/minute,
irregularly irregular; respiratory rate 12/minute. Cardiac
examination revealed split S2 with loud P2 component.
Electrocardiogram showed AF at 128/minute with no acute
changes. Complete blood count, serum chemistries, cardiac
enzyme and chest X-Ray were normal. Intravenous metoprolol
for HR control and a heparin drip for anticoagulation were
started. Transthoracic echocardiogram showed normal left
ventricular function with dilated right atrium (RA) and right
ventricle (RV). Estimated RV systolic pressure was >40 mmHg.
After twelve hours, patient developed epigastric pain radiating
to the chest and back. Lipase and lactic acid were normal but Ddimer was 923 ng/ml. No evidence of pulmonary embolism or
aortic dissection on computed tomography (CT) angiography of
chest. An anomalous pulmonary venous drainage of the right
lung with pulmonary veins (PV) draining into the junction of the
RA and IVC was seen. The right lower lung was hypoplastic and
the inferior mediastinum was shifted to the right hemithorax.
The findings were suggestive of SS. Retrospective reevaluation
of the chest X-Ray showed anomalous pulmonary vein forming
the shape of a scimitar. Abdominal CT showed bilateral renal
infarcts. Pain was controlled with morphine. Anticoagulation
was bridged to warfarin and the patient was discharged.
Discussion
Common presentation of SS in adult is slow onset chronic
shortness of breath (SOB), chronic or recurrent AF and recurrent
respiratory infections. Excessive PV return to the right side of
the heart causes RA and RV dilatation, resulting in atrial
remodeling predisposing to AF. Pulmonary hypoplasia can cause
reduction of the vascular bed which when combined with
increased flow into the RA from the anomalous PV leads to
pulmonary hypertension which contributes to the chronic SOB.
Conclusion:
Even though SS typically presents in infancy, it can be a rare
presentation in the adult population. Therefore, in a young
adult presenting with recurrent AF or chronic SOB without
obvious pulmonary or cardiac cause, possibility of SS should be
considered.

Andleeb Sherazi MD
Ehizode Udevbulu
Brookdale University Hospital
NORSE as Initial Presentation in Lupus Cerebritis
A 19 year old man was admitted to hospital because of
seizure episodes at home. Twenty four hours before
admission, patient was complaining of joint pain. On the
morning of admission, he woke up with periorbital
rash/edema and generalized itching. Later that afternoon,
he had 2 episodes of generalized tonic clonic seizure lasting
for 1 min. He was postictal until arrival to hospital. In
emergency room, he continued to have generalized tonic
clonic seizures, intubated for airway protection. He has no
known past medical history, no illicit drug use and no known
previous seizure episodes. He has not has any prior
surgeries. Medications were only Aleve occasionally. He has
an allergy to aspirin.
On examination, there was orbital swelling and redness
around his eyes. GCS of 6 , hemodynamically stable however
febrile with temp of 39 degrees Celsius. There was high
clinical suspicion for bacterial meningitis and he was treated
with antibiotics and high dose methylprednisolone. LP was
performed however findings were nonspecific, wbc of 15
cell/uL. Initial CT head unremarkable. Labs findings
demonstrated pancytopenia wbc 2.9 10x9/L with ANC of
2.1, platelets of 110 10x9/L and hb of 11.5 g/dL. Chemistry
demonstrated acute kidney injury bun/cr 42mg/dL/1.5
mg/dL, transaminitis 325/665 U/L Alcohol level <10,
negative urine toxicology and negative troponin. Hepatitis C
antibody was positive however RNA PCR was negative.
Negative HIV test. Electrocardiogram showed normal sinus
rhythm. Hematology evaluated the patient for suspicion of
TTP however peripheral smear was not indicative and it was
ruled out. Infectious disease recommended continuing
empirical treatment for suspected viral meningitis with
acyclovir. Patient was admitted to MICU for status
epilepticus and treated with continuous midazolam Infusion.
MRI brain was performed and was unremarkable. At this
point, decision was made to transfer the patient to a
hospital with continuous EEG monitoring. Patient was
transferred to outside hospital with continuous EEG
monitoring capacity; Further testing revealed ANA positive
with high titers >=1:1280, DS- DNA+, Low Complement
levels. Diagnosis of lupus was made, he was weaned off of
midazolam, treated with high dose steroids, and has shown
consistent clinical improvement.
In conclusion, the meningoencephalitis with seizures,
pancytopenia, microscopic hematuria in setting of positive
ANA with high titers, DS-DNA +, with low complement
levels, diagnosis of lupus cerebritis was made.
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ACUTE CARDIAC TAMPONADE AS A RESULT OF PURULENT
PERICARDITIS AND PLEURAL EFFUSION WITH STREP GROUP
B INFECTION
Tannaj Shoja MD1, Yera Patel MD1, Farshad Bagheri MD1,
Mahendra C Patel MD1, Zoran Lasic MD2
1Department of Internal Medicine, Jamaica Hospital Medical
Center, Jamaica, NY
2Department of Cardiology, Jamaica Hospital Medical Center,
Jamaica, NY
Purulent bacterial pericarditis is an infection of the pericardium
usually an extension of pneumonia which is an uncommon
association due to effective antibiotic use. However, the mortality
rate remains high and may approach 100% with delayed diagnosis.
Here we are presenting a rare case of infective pericarditis with
acute cardiac tamponade caused by Group B beta-hemolytic
Streptococcus (GBS) likely extension of left lower lobe pneumonia to
pericardium.
A 68-year-old morbidly obese male was brought in from the airport,
after a 6-hour flight, to the ED with dyspnea and chest pain.
Significant past medical history includes diabetes mellitus, chronic
kidney disease :on hemodialysis (HD) and oral potassium
supplements, and liver cirrhosis due to nonalcoholic steatohepatitis
(NASH).
On physical examination, the patient was afebrile (96&deg;F),
hypertensive (BP of 142/75 mmHg), tachycardic (HR of 97 bpm), and
tachypneic (RR of 33/min) with oxygen saturation of 90% in room air
(96% on non-rebreather mask). Bilateral rales and distant heart
sounds were present during chest auscultation. Laboratory findings
were significant for severe hyperkalemia (10.6 mEq/L), elevated
blood urea nitrogen (60 mg/dL), creatinine (2.6 mg/dL), neutrophilic
leukocytosis (29.5 K/uL), high anion gap metabolic acidosis, elevated
aspartate transaminase (87 U/L), and alkaline phosphatase (167
U/L). The electrocardiogram showed wide complex sinus rhythm
with new left bundle branch block.
While being treated for hyperkalemia, the patient developed
respiratory distress and was intubated. Shortly after, he had two
episodes of cardiac arrest with pulseless ventricular tachycardia and
fibrillation - requiring multiple shocks, amiodarone, and
vasopressors. The chest X-ray showed cardiomegaly and widening of
mediastinum with possible left lower lobe infiltrate. The patient was
started on broad spectrum antibiotics. A bedside echocardiogram
showed moderate amount of pericardial effusion, consistent with
cardiac tamponade. Emergent pericardiocentesis was performed,
which drained 400 cc of serosanguinous fluid. The pericardial fluid
culture grew penicillin-sensitive Group B Streptococcus and het was
started on penicillin. The patient's condition and mental status
eventually improved. He was extubated, no longer requiring HD,
received a total of 20 days of IV penicillin, and was discharged on
levofloxacin for an additional 10 days.
Purulent bacterial pericarditis with pericardial effusion with GBS is a
rare condition with a high mortality rate as it may lead to
complications such as cardiac tamponade and hemodynamic
collapse. Nonetheless, early diagnosis, initiating appropriate
antibiotics and drainage of purulent effusion are essential to expect
a favorable result and complications may be decreased significantly.
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Oral Protein Supplement Induced Hyperkalemia
Introduction
Protein supplements are commonly used over the counter
medications. Hyperkalemia is defined as serum potassium
level above 5 mEq/L. We present a case of hyperkalemia
induced by use of high dose oral protein supplement
containing arginine.
Case Presentation
A 61 year old female presented with complaint of gradual
onset generalized weakness for one week. She had poor
appetite for the past few weeks and had lost 30 lbs weight in
the previous two months. Her past medical history included
hypothyroidism, chronic kidney disease (CKD) stage 3 and
recently suspected liver carcinoma based on imaging and
blood testing. She had declined further workup of liver
lesion with liver biopsy. She was on multiple nutritional
supplements and had started a new protein supplement 2
weeks back. On presentation, patient had stable vitals.
Examination revealed nodular and enlarged liver. Laboratory
studies showed sodium: 129 mEq/L, potassium: 6.9 mEq/L,
BUN 57 mg/dL, creatinine: 1.41 mg/dL, glomerular filtration
rate (GFR): 38.6 ml/min, AST: 184 U/L, ALT: 31 U/L, Alkaline
phosphatase: 229 U/L. Labs from three weeks ago, before
the protein supplement was started, showed serum
potassium of 5 mEq/L with similar renal and liver function
test. She was treated with intravenous regular insulin,
dextrose and Kayexalate. Her protein supplement was found
to contain 500 mg of Arginine per capsule, She was taking 6
tablets 3 times a day. The patient did not take the medicine
since her hospital admission and her K level decreased and
stayed between 4-5 mEq/L. Patient was advised to stop the
protein supplement and have biopsy of the liver lesion as an
outpatient.
Discussion
Hyperkalemia is frequent in advanced stages of CKD but in
the early stages secondary causes need to be ruled out.
Arginine (a cationic amino acid found in most proteic
supplements) increases the efflux of K through H+/K+ pump
causing hyperkalemia independent of serum Ph. It also
increases the excretion of K when normal renal function but
significant hyperkalemia can occur in patients with poor
renal function. Also decreased metabolism in the liver
causes high circulating amounts of arginine that can further
increase the hyperkalemia. There are documented cases of
hyperkalemia in patients with deranged liver function
receiving I.V arginine but none secondary to ingestion of oral
supplements.
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A case of Well Differentiated Papillary Mesothelioma of the
peritoneum in a male presenting with LGIB.
Introduction
Well-differentiated papillary mesothelioma (WDPM) is a rare
variant of epithelial mesothelioma. WDPM predominantly
affects young females and is most often an incidental
finding. The peritoneal cavity is the most common site
affected; however, WDPM of the pleura, pericardium and
tunica vaginalis have also been reported.
Case Presentation
We report a case of a 50-year-old Mexican male who was
referred from the emergency department for rectal
bleeding. He was discharged on antibiotics for presumed
colitis after abdominal and pelvis CT scan revealed rectal
thickening. The patient continued to have rectal bleeding.
Colonoscopy revealed a large circumferentially partially
obstructing mass in the rectum. Biopsy revealed well
differentiated adenocarcinoma. Subsequent CT scan of the
abdomen and pelvis demonstrated this rectal mass with
perirectal lymph nodes. Patient received neoadjuvant
chemotherapy before laparoscopic evaluation with low
anterior resection surgery. Frozen sections of peritoneal
implants initially revealed chorionic placental tissue of
unknown origin. In view of the peritoneal lesions, it was
decided to do a peritoneal lavage with the fluid for cytology
and definitive surgery was delayed until there was
clarification on the origin of these peritoneal masses.
Pathology revealed papillary mesothelial proliferation. This
was verified by an independent pathologist to be well
differentiated papillary mesothelioma by
immunohistochemical staining. Treatment strategies
included lower anterior resection followed by hyperthermic
intraperitoneal chemotherapy. However, patient was lost to
follow up could not be reached for further plans of
management.

David Sukhai MD,MBA
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Vallabh MS-IV, Davinder Chandhoke
Kingsbrook Jewish Medical Center
Mycotic Prostatitis: Prostatic Aspergillus in an
Immunocompetent Patient
Mycotic prostatitis is a rarely encountered condition.
Candida, histoplasmosis, aspergillus, coccidiodes,
cryptococcus, and blastomyces are all possible sources of
the infection, and can be seen in both immunocompromised
and immunocompetent hosts. The symptoms of mycotic
prostatitis can resemble benign prostatic hyperplasia,
bacterial infection, or neoplastic growth.
A 79 year old male was admitted for acute renal failure. His
medical history is significant for acute kidney injury, benign
prostatic hyperplasia, hypertension, diabetes mellitus type
II, coronary artery disease, and hypothyroidism. At
presentation, the patient complained of urine retention and
frank hematuria. Physical exam revealed an agitated and
afebrile patient with normal cardiac rate and rhythm with
left sided pacemaker, equal air entry bilaterally with no
adventitious breath sounds, and bowel sounds were present
with no abdominal pain on palpation. Examination of the
lower extremities was significant for 1+ pitting edema. A
Foley catheter was present. On admission, his BUN was 85
and creatinine was 4.0. White blood cell count was 7.8. IV
fluids were started, and urology was consulted. They
recommended the patient undergo a transurethral resection
of the prostate. The patient was medically cleared for the
procedure, and it was performed. The procedure was
successful, and biopsy of the prostate was obtained and sent
to pathology. The patient tolerated the procedure well, and
was subsequently discharged and followed on an outpatient
basis. Upon review of the biopsy, pathology noted the
presence prostatic stromal and adenomatous hyperplasia,
urothelial hyperplasia, prostatic calculi, and severe mycotic
prostatitis with abundant fungal aggregates consistent with
aspergillus.
Though rare, it is important that clinicians be mindful of the
possibility of mycotic prostatitis in patients presenting with
symptoms consistent with benign prostatic hyperplasia,
even in the absence of an immunocompromised state. Some
cases of mycotic prostatitis may be incidentally discovered
upon prostate biopsy for surgical treatment of benign
prostatic hyperplasia or prostatic carcinoma. Other incidents
of mycotic prostatitis may require systemic antifungal
therapy in addition to prostatectomy if the infection is not
localized to the gland.
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CEFTRIAXONE FAILURE IN PATIENT WITH NEUROSYPHILIS
AND PENCILLIN ALLERGY
Report:
Penicillins are the agent of choice in patients with
Neurosyphilis. There are some case reports that exhibit
clearance of the organism with Ceftriaxone in a patient with
severe penicillin allergy. We present a case of treatment
failure with Ceftriaxone and subsequent success with
treatment of intravenous penicillin post desensitization.
Case:
34-year-old male was admitted with complaints of increased
headaches and back pain. He had recently moved to Upstate
from Florida where he was diagnosed with Neurosyphilis
with RPR titer of 1:32 in February 2017 when he attempted
to donate blood. He was subsequently treated with 2 weeks
of IV Ceftriaxone therapy as he was allergic to penicillin and
he reportedly improved with this regimen. He had moved to
Syracuse two months after in April.
He, later, started having recurrence of his headaches and
blurriness of vision so he presented to outside hospital for
further evaluation. He was evaluated with LP and RPR titer
was found to be 1:8. He was transferred to our hospital for
further management. Upon presentation, he reported that
his headaches and blurry vision were worse and was started
on IV Ceftriaxone in ER. He did not have any overt focal
neurological defects and MRI did not show any acute disease
process. His LP was performed and his CSF VDRL titer was
reactive and hence a decision to change antibiotic to IV
penicillin was taken despite the four-fold fall in the RPR titer
with Ceftriaxone. Since he was allergic to penicillin,
measures for quick resuscitative measures were placed and
he was challenged with 1/100th dose of IV penicillin and
then 1/10th dose and finally full dose without any
observable reaction. He showed improvement 2 days post
initiation of this therapy. He was discharged with the same
regimen of IV penicillin 4 million units every 4 hours for 2
weeks, then weekly injection of Benzocaine penicillin for
three weeks with weekly checks of CBC, BMP, ESR and CRP.
Discussion:
There are very few case reports of successful treatment of
meningitis in patients who are HIV negative with
Ceftriaxone. It achieves levels well above the MIC for
Treponema pallidum of 0.0006 mg/ml with a dose of 1 gm
per day. CDC (2015 STD guidelines) recommends it as an
alternative agent for management of neurosyphilis with a
dose of 2 gm a day in patients with meningitis for a duration
of 10-14 days. We highlight one of the rarely conducted
Ceftriaxone trials and point to the importance of being
aware of incidence treatment failure and early institution of
desensitization and treatment with intravenous penicillin in
patients with penicillin allergy. More research is needed in
CSF penetration and treatment efficiency with Ceftriaxone is
required before it is a valid recommendation.
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Curious cardiac complications with Ibogaine use for
detoxification
Introduction
The African root, Ibogaine, has been reported to be one possible
solution to drug addiction. According to the NIH, substance
abuse across the nation costs approximately $740 billion due to
criminal activity, health care, and decreased work productivity.
Solutions to drug addiction are sought every day, one of them
being ibogaine. However, ibogaine comes with unknown
subsets of side effects. Here, we present a case of ibogaine that
was associated with QT interval prolongation without
electrolyte abnormalities.
Case Presentation
A 22-year-old female with no significant past medical history
except IV heroin use presented to the emergency department
with altered mental status. She reported that she was trying to
quit heroin use and was recommended by friends to use
Ibogaine. On review of systems, she denied chest pain, dyspnea,
and palpitations. Physical examination was remarkable for a
diastolic murmur and altered mental status. CSF studies,
laboratory testing and radiological imaging were performed to
evaluate for sources of infection. Laboratory values were
significant for BUN of 29 mg/dL, urine specific gravity >1.30,
WBC 19.9 x 109/L with a neutrophil differential of 92.3%. No
electrolyte abnormalities were noted. She remained afebrile
throughout hospitalization, and the leukocytosis resolved within
1 day of admission with rehydration with normal saline. EKG
was significant for QT prolongation 535 msec. Transthoracic
echocardiogram revealed a thickened mitral valve. Cardiology
was consulted for further evaluation and recommended
transesophageal echocardiogram (TEE) and blood cultures to
rule out infectious endocarditis in light of the EKG changes,
leukocytosis and a murmur. TEE and blood cultures were
negative for infection. At this time, the likelihood of infectious
endocarditis was low. Repeat chest x-ray, EKG, and troponins
were all within normal limits without obvious abnormalities.
EKG also showed normalization of the QT interval 412 msec, as
compared to four days prior. The patient’s symptoms resolved
with IV hydration, and the patient was hemodynamically
stabilized for transition of care, with referral to join Narcotics
Anonymous to treat her addiction.
Discussion
Currently, ibogaine is not approved for medical use in the
United States. Ibogaine has been used as a detoxification agent
in other countries; however, there are inherent risks in its use.
Current literature demonstrates that ibogaine is associated with
cardiotoxicity and possibly sudden cardiac death. This patient
presented with QT prolongation likely secondary to ibogaine
use, since there were no notable electrolyte abnormalities.
Ibogaine causes QT prolongation by blocking hERG (human
Ether-a-go-go-Related Gene) potassium channels in the heart.
QT prolongation can progress to tachyarrhythmias such as
torsades de pontes or even death. It is pertinent to carefully
monitor each patient taking this herbal medicine, and it is
imperative to consider ibogaine use as a differential diagnosis in
recovering IV heroin users.
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An unusual presentation of Primary Progressive Multiple
Sclerosis with underlying Neurofibromatosis
Introduction
As medicine evolves, we continue to improve our understanding
of multiple sclerosis. It is usually characterized by neurological
changes that occur at different points in time. Current literature
suggests a rare, questionable association of multiple sclerosis
with neurofibromatosis. Here, we present a case of a young
female without classic neurological symptoms but with
suggested diagnosis of multiple sclerosis.
Case Presentation
A 27-year-old female presented to the emergency department
with vertigo for two days. She denied any history or current
symptoms of weakness, numbness, and tingling in any body
parts. She reported blurry vision secondary to astigmatism that
improved with glasses but denied any vision changes and
double vision. Her symptoms transiently improved by taking a
warm shower. Past medical history is significant for lattice
degeneration in the eyes and neurofibromatosis, for which she
follows her private neurologist annually. She denied any family
history of neurological conditions. Physical examination was
significant for caf&#233; au lait spots along the back and
throughout the abdomen and normal strength and sensation in
the upper and lower extremities. Reflexes were 2+ throughout.
Cranial nerves II-XII were grossly intact. Laboratory values
revelaed normal TSH, free T4, B12, 25 OH vitamin D and folate
levels with negative serologies for HIV, TPA IgG, and RPR. Head
CT showed a suspicious lesion near the ventricles and radiology
recommended a follow-up MRI with gadolinium. MRI of the
brain with gadolinium demonstrated bilateral periventricular
white matter lesions and with parietal and frontal white matter
lesions, suggestive of multiple sclerosis. An MRI of her C-spine
showed that the patient had a 3x3 mm white matter lesion on
her spinal cord, also consistent with multiple sclerosis. These
lesions suggested a diagnosis of multiple sclerosis based on the
2010 McDonald criteria; subsequently, the patient was started
on high dose methylprednisolone for five days. She responded
well to the steroids and was safely discharged home with
instructions to follow up with her neurologist.
Discussion
A history of neurofibromatosis is not often included as a
predisposition to demyelinating disease, particularly multiple
sclerosis. This case report is unique as compared to current
literature regarding the association of neurofibromatosis and
multiple sclerosis in that there were no â€œclassicâ€•
symptoms of weakness, changes in sensation or changes in her
vision prior to presentation of vertigo. The only other symptom
that she presented with is symptomatic relief when she took
hot showers. While the literature describes a rare association
between the two conditions, it is important to note that the two
conditions may coexist and presentations may vary significantly
secondary to underlying disease processes.

B. Corbett Walsh MD
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YAMAGUCHI SYNDROME: A RARE CAUSE OF CARDIAC
SYNCOPE
Case:
A 57-year-old Caucasian male with no prior medical or pertinent
family history presented to the emergency room after an episode of
syncope. Patient was in his usual state of health at home and
collapsed without any prodromal symptoms. His vital signs were
notable for heart rate of 57 beats/min. Laboratory work-up
including troponin biomarker were negative and his physical exam
showed a scalp hematoma without any other cardiac or neurologic
abnormalities. A non-contrast head CT showed no evidence of
intracranial hemorrhage. Initial electrocardiogram revealed sinus
bradycardia with deep T-wave inversions in the inferolateral leads.
His initial transthoracic echocardiogram (TTE) without contrast was
equivocal. Due to high degree of suspicion for cardiac syncope, a
contrast echocardiography was performed which showed mid/distal
ventricular hypertrophy with an aneurysmal apex consistent with
apical variant of hypertrophic cardiomyopathy. Subsequent cardiac
magnetic resonance imaging (MRI) confirmed the diagnosis without
any late gadolinium enhancement to suggest infarction,
inflammation, or fibrosis. During the hospitalization, patient’s
telemetry showed multiple episodes of non-sustained ventricular
tachycardia associated with minimal lightheadedness. Patient’s
syncope was attributed to an arrhythmic event and an Implantable
Cardioverter-Defibrillator (ICD) was placed for primary prevention of
sudden cardiac death.
Discussion:
Apical Hypertrophic Cardiomyopathy (AHCM), also known as the
Yamaguchi Syndrome, is a relatively rare form of non-obstructive
hypertrophic cardiomyopathy which involves the apex of the left
ventricle. It has a male predominance with a mean age of
presentation at 41 years of age. Among patients diagnosed with
hypertrophic cardiomyopathy, the prevalence of AHCM is high in
the Japanese population (15%) compared to those in the United
States (3%). Classic electrocardiogram findings include large
negative T-waves in the precordial leads. TTE is the initial diagnostic
tool which typically reveals thickened apical segments producing a
crowded â€œspade-shapedâ€• small apical cavity. A known
limitation of TTE however includes the difficulty in visualizing the
apical endocardial border which can lead to false negative result.
Contrast echocardiography or cardiac MRI are therefore superior
imaging techniques to reliably diagnose AHCM. Patient with AHCM
are at risk for developing arrhythmias such as atrial fibrillation, atrial
tachycardia, ventricular tachycardia, or ventricular fibrillation.
Additionally, 25% of individuals diagnosed with AHCM can develop
late cardiovascular morbidity including heart failure, apical
aneurysm or cerebrovascular accident. When evaluating patients
with sudden loss of conscious without prodromal symptoms, a high
index of suspicion should be maintained for cardiogenic causes. A
TTE should be obtained as an initial step however, if negative,
contrast echocardiography or cardiac MRI should be considered to
avoid diagnostic error. High risk AHCM patients presenting with
unexplained syncope or documented non-sustained ventricular
tachycardia should receive an ICD to prevent sudden cardiac death
(ACC/AHA Class IIa recommendation).
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Expect the unexpected- An unusual case of recurrent cystic
swelling near the knee joint
IntroductionTuberculosis (TB) of appendicular skeleton is an uncommon
infection. It constitutes 1-3% of all forms of TB and 7-15% of
extrapulmonary cases. The knee joint is the third most commonly
affected joint in tuberculosis after spine and hip.
Case presentation58 year old Bangladeshi male presented to ER upon request from
department of health. He had swelling in his left knee joint and
recurrent cystic swelling in his left leg, posterior and lateral to the
knee since last 2 years. The joint was aspirated couple of times at
another facility. His last aspiration was 5 weeks ago. Symptoms
resolved after aspiration. Records showed that the cyst fluid culture
was positive for pan sensitive Mycobacterium tuberculosis. He
denied fever, chills, recent travel, sick contacts, cough, chest pain,
dyspnea and weight loss.
He was afebrile with stable vitals. Systemic exam was benign. There
was no lymphadenopathy or rash. He had a cystic swelling posterior
and lateral to the knee joint, 8 cm x 5 cm, non-tender and warm to
touch. CXR, CBC and CMP were normal. MRI of the knee joint
showed thickened synovium with osseous erosions suggestive of
osteomyelitis. Fluid cell count and differential were not significant.
Rheumatologic workup was negative. Sputum acid fast bacilli
smears and cultures were negative. Anti-TB drugs INH,B6,RIF,PZA
and EMB were initiated. Due to extensive joint damage patient had
radical synovectomy. Repeat synovial joint fluid culture was again
positive for Mycobacterium tuberculosis which was pan sensitive.
Histopathology of the synovium showed necrotizing and nonnecrotizing granulomatous inflammation.
DiscussionTuberculous arthritis tends to occur in hip or knee and is usually
monoarticular. The joint is generally "cold" (signs of acute infection
are usually absent). Tuberculous synovitis is diagnosed by
microscopy, culture of the synovial fluid and histopathological
examination. Tuberculous osteomyelitis typically occurs at a single
site. Tuberculous osteomyelitis frequently presents as "cold
abscess" with swelling, modest erythema or pain, and little or no
local warmth. MRI can be useful to detect the extent of the
damage. Although extrapulmonary TB may be treated for 6 months,
the treatment for bone and joint disease often requires 12-18
months, depending upon the extent of damage. Surgical
management is indicated when there is extensive bone involvement
or cold abscess formation. Pigmented villonodular synovitis and
monoarticular rheumatoid arthritis are important clinical mimickers.
ConclusionThis case highlights the uncommon presentation of tuberculous
arthritis. Patients may present without constitutional symptoms.
Pulmonary involvement is seen in only one third cases of skeletal TB
which may lead to diagnostic delay. Tuberculous synovitis is often
overlooked during clinical examination. It is necessary to increase
clinical awareness of joint TB to ensure early diagnosis and
treatment.
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ISOLATED CNS VASCULITIS MANIFESTING AS RECURRENT
STROKE
BACKGROUND
Primary angitis of the central nervous system is an uncommon
inflammatory disease with an incidence of 2.4 cases per
1000,000 person-years. It is characterized by small vessel
vasculitis limited to the central nervous system without other
systemic manifestations. It occurs twice as commonly in males
and is usually diagnosed in the 5th decade of life. We report the
case of a young male who was diagnosed with primary angiitis
of the CNS after a three year struggle of recurrent
hospitalizations and exhaustive clinical work up for recurrent
hemiparesis.
CASE: A 23 year old male with no past medical history
presented after a witnessed seizure at home and was found to
have extensive venous thrombosis of the superior sagittal sinus,
left transverse venous and straight sinus on MRI venogram.
Thrombophilic work up was negative and he was discharged on
anticoagulation. He was admitted a few months later with
sudden onset right sided hemiparesis, left sixth nerve palsy and
left sided Horner's syndrome. MRI brain was consistent with
widespread cerebral edema secondary to venous congestion
involving the brainstem, right medial thalamus, pons, midbrain
and right hippocampus. CT chest, abdomen & pelvis and
ultrasound scrotum to rule out paraneoplastic syndromes, were
negative. Lumbar puncture and EEG were unremarkable.
Empiric dexamethasone resulted in rapid improvement in
symptoms.
On detailed questioning, the patient recalled that he may have
had scrotal ulcers as a teenager. Suspicion for undiagnosed
Bechet’s syndrome sparked an extensive rheumatologic work up
including ANA, ENA, RF, anti-CCP, ANCA, anti-SSA and SSB, C3
and C4, ESR and CRP which was completely unremarkable.
Repeat MRI showed improvement in cerebral edema and
patient was discharged home after 10 days of intravenous
steroids. He returned 8 weeks later with left sided hemiparesis
and left facial droop. Labs revealed elevated inflammatory
markers with an ESR and CRP of 48 and 97.2 respectively. MRI
brain showed multiple enhancing lesions within the midbrain
and middle cerebral peduncle along with 2 punctate foci of
abnormal restricted diffusion within the right thalamus and left
internal capsule. He responded to pulsed solumedrol. A right
temporal lobe biopsy was consistent with acute and chronic
inflammation with granulomatous vasculitis.
CONCLUSION : Diagnosis of isolated CNS vasculitis requires
presence of unexplained neurologic deficits lasting longer than 6
months, demonstration of classic angiographic or
histopathologic features and no evidence of systemic vasculitis,
all of which were present in our patient. Untreated CNS angiitis
has a high mortality and results in death from recurrent cerebral
infarctions, but aggressive immunosuppressive therapy with
prednisone and cyclophosphamide has shown to improve
clinical outcomes. Detailed history should be obtained in all
patients with inconsistent neurologic signs and symptoms which
can prompt early work up and diagnosis of this potentially fatal
disease.
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Assessment of Factors Influencing Poor Medication Adherence
in Hypertensive and in Ethnically Diverse Patient Diabetes
Patients Population
Background: Diabetes and Hypertension are the two most
prevalent chronic diseases in the United States of America. Nonadherence to medications that are otherwise effective in
treating these diseases can lead to significant morbidity,
mortality and staggering high healthcare costs. The purpose of
this study was to determine modifiable factors that influence
adherence to diabetic and hypertensive medications, in
ethnically diverse patient populations at Richmond University
Medical Center community clinic (RUMC-clinic).
Methods: A crossâ€“sectional IRB approved prospective study
survey was administered to 253 patients with diabetes and
hypertension at RUMC-clinic. Patients 18 years and older, who
had clinical diagnoses of hypertension and /or diabetes were
randomly approached and informed consents were obtained.
Adherence was measured by using the standardized Morisky
Medication Compliance Questionnaire. Further, demographic
and socio-economic information such as age, sex, race, marital
status, education level, depression within the last month,
work/home stress levels, way of commute from home to clinic,
food stamp utilization, residence type, financial stress level and
the number of dependents at home were collected.
Pearsonâ€™s chi-squared, and Kruskal-Waillis ANOVA tests
were used and a binary logistic regression model was created
for statistical analysis. When Kruskal-Waillis test yielded a
significant result we utilized Dunnâ€™s test to achieve more
granularity. Statistical significance was considered at P<0.05.
Results: Out of a total of 253 participants, 226 fully completed
the survey. 59.7% were female and 40.3% were male. The mean
age of the participants was 56 years; ranging 22-86. From the
surveyed patient population, the majority self-identified as
Black or African American (43%) and Hispanic (25.3%), followed
by White or Caucasian (16.7%), Asian (9.95%), Native American
or Alaskan Native (0.9%) and other (3.16%). Data analysis found
that the greatest factors influencing medication adherence are
gender, with females more likely to adhere than males (P =
0.04243), depression (P = 0.0001577), psychological stress (P =
0.04212), and financial stress (P=0.02).
Conclusions: The rate of adherence observed in this study was
low, with only 24.7% of participantâ€™s adherent to their
treatment. Significant predictors for poor adherence are male gender, depression, psychological stress and financial stress.
Three of these predictors are potentially modifiable and logical
targets for intervention. Healthcare professionals should be
aware of these factors, especially when prescribing long term
medications and therapy. To improve medication adherence,
we recommend screening patients with depression; educating
patients about federally funded resources to improve financial
stress; and providing education on a wide spectrum of
techniques to minimize psychological stress.
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PREDICTORS OF NON-CALCIFIED PLAQUE AMONG
PATIENTS WITH OBSTRUCTIVE CORONARY ARTERY DISEASE
ON CORONARY COMPUTED TOMOGRAPHY ANGIOGRAPHY
Purpose of the study: Although there are significant
similarities in the risk factors for coronary artery disease
(CAD) and calcification of the coronary intimal layer, the
number of patients with non-calcified obstructive CAD is not
negligible. In this study we examined differences in the
distribution of cardiac risk factors between patients with
calcified and non-calcified obstructive CAD detected on
coronary computed tomography angiography (CCTA).?
Methods: We retrospectively evaluated consecutive patients
greater than or equal to 18 years old with no known CAD,
negative initial cardiac bio-markers, and non-ischemic
electrocardiogram referred for CCTA between June 1, 2013
and December 31, 2014, for evaluation of chest pain in a
tertiary care academic center. A cohort of 207 patients had
obstructive CAD defined as greater than or equal to 50%
stenosis on CCTA. We compared risk factors of patients with
zero calcium score to patients with calcified disease.
Results: ?In a univariate analysis of the 207 patients with
obstructive CAD, there were no statistically significant
differences between patients with calcified and non-calcified
plaque with respect to race, gender, hypertension,
hyperlipidemia, smoking status, obesity, and family history
of premature CAD. Patients with non-calcified plaque
compared to those with calcified plaque tended to be
younger (mean age in years 53.3 &#177; 9.3 vs 60.2 &#177;
11.2, p=0.001) and non-diabetic (9.4% vs 25.1% for diabetic
status, p=0.05). In a binary logistic regression analysis, age
and gender were found to be independent predictors of
non-calcified plaque (Odds Ratio: 1.08, 95% Confidence
Interval 1.03-1.13, p =0.001 for age; 0.381, 95% Confidence
Interval 0.16-0.89, p=0.026 for gender), while a statistical
trend was observed for diabetes status (Odds Ratio: 0.29,
95% Confidence Interval 0.08-1.05, p =0.059).
Conclusion: Among traditional CAD risk factors, young age
and female gender are strong independent predictors of
non-calcified plaque among patients with obstructive CAD,
while non-diabetic status shows a statistical trend as an
independent predictor. Our findings suggest that calcium
scoring should not be used to detect?obstructive CAD in
young, female, and non-diabetic patients who present with
chest pain and have negative initial cardiac biomarkers with
non-ischemic findings on electrocardiogram.
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Effect of Vitamin C on Reactive Oxygen Species Formation
in Erythrocytes of Sickle Cell Patients

Maria Garcia-Jimenez MD, MPH
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Karyn Singer, MD
NYU School of Medicine
Telephone Interpreter Services Patient Perspectives: A Qualitative
Analysis of Patient Experiences with Telephone Interpreter Based
Clinical Encounters

Background: Sickle cell patients produce more reactive
oxygen species (ROS) than healthy individuals, leading to
increased cell membrane damage. Theoretically, reducing
ROS formation would preserve red cell membranes of sickle
cell patients. Vitamin C is a powerful anti-oxidant capable of
inhibiting ROS formation in a variety of situations, by
functioning as an electron donor to reduce molecular
oxygen. This study aimed to determine whether Vitamin C
reduced ROS formation in sickle red cells.
Methods: 27 homozygous (HbSS) patients were recruited
from the outpatient clinics of Lagos University Teaching
Hospital, Nigeria, and annex at the Sickle Cell Foundation,
Lagos, Nigeria. Demographic information and EDTA patient
blood samples were collected. The test group were red cells
preincubated in 80uM and 100uM Vitamin C concentrations
before stressing with tertbutylhydroperoxide. These were
compared to stressed matched controls preincubated in
phosphate buffered saline. Cell staining was done with
CellRox Orange followed by flow cytometry to quantify ROS.
Results: ROS count for Vitamin C pre-treated red cells was
significantly lower than matched controls (p<0.001). Average
ROS count for 80uM test samples was 27.5/ul (95% CI, 17.5
to 72.5) and for 100uM 3.9/ul (95% CI, 1.9 to 5.9). Male
gender was significantly associated with elevated baseline
ROS count (p=0.03).
Conclusion: Vitamin C reduced ROS formation in HbSS cells.
Future studies should focus on a role for Vitamin C as a safe,
cheap addition to maintenance therapy of sickle cell
patients.

Background:
Racial and ethnic minorities in the US, a large and growing
population, experience higher incidence of and greater morbidity
from chronic disease. Limited English proficiency (LEP) is a known
contributor to these health disparities. The Culturally & Linguistically
Appropriate Services standards promote health equality through the
incorporation of interpreter services (IS). Currently IS are provided
by ad-hoc interpreters, in-person interpreters, and telephone
interpreters. IS have shown improved quality of care, but limited
data exists on patient perspectives of IS; particularly telephone
interpreter services (TIS). Better understanding patient experiences
with TIS could elucidate ways of enhancing patient-centered care
for this patient population, potentially improving health outcomes.
Study Purpose:
To assess the experiences of Spanish-speaking, LEP patients with
TIS, and to identify facilitators and barriers for use of TIS during
clinic visits.
Methods:
Participants were self-identified, Spanish-speaking, LEP individuals
who utilized TIS during a clinic visit within the past 12 months. They
completed a semi-structured questionnaire and participated in a
one-hour, audio-recorded focus group. The focus group facilitator
completed field notes after each focus group. Audio recordings
were transcribed and analyzed by content analysis and grounded
theory.
Summary of Results:
A total of 10 individuals participated in 3 focus groups. Participants
were female, ages 33-70 years (mean 53), from Mexico (n=5),
Ecuador (n=2), and the Dominican Republic (n=3), and had resided
in the US for an average of 22 years (range 13-38). Seventy percent
reported poor self-rated English language ability (20% fair, 10% not
reported).
Participants reported feeling gratitude for TIS, that TIS increased
access to healthcare, and preference for TIS to family members
interpreting. Barriers to the use of TIS were insecurity about
confidentiality, lack of "calor humano" (human warmth), and limited
"desenvolvimiento y amplitude" (engagement and breadth) in
telephone interpreter based encounters. Facilitators to the use of
TIS were positive physician attitude toward TIS, and physician
framing of TIS as a tool for providing quality care. Preference for
language-congruent providers over TIS varied; some prioritized
access to care, while others prioritized human connection not easily
facilitated by TIS.
Conclusion:
Telephone interpreter services (TIS) are generally accepted by
Spanish-speaking, LEP patients because they increase access, and
are more anonymous than in-person interpreters or family member
interpreters. Patients seem to balance the need for access to
healthcare with the discomfort of compromised privacy in
interpreter-based encounters. Positive physician attitudes toward
TIS facilitate the use of TIS. Healthcare providers should be aware
their attitude toward TIS can affect patient experiences and
acceptance of TIS. For patients, relationship building is an important
component of language-congruent encounters that is lacking in TISbased encounters. This suggests a need for training for both
patients and physicians on relationship building in utilizing TIS.
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IL-15 and P38 MAP Kinase Inhibitor-Treated Dendritic Cell
Vaccine Improves Outcomes in the Treatment of Epithelial
Ovarian Cancer in Murine Model
Ovarian cancer is one of the most fatal and difficult to treat
gynecologic malignancies. Data from the American Cancer
Society places five-year survival rates of the disease at 45%.
Standard treatment for ovarian cancer entails surgical
resection, followed by combination paclitaxel and
carboplatin chemotherapy. While the response rates to
chemotherapy are high, over 80% of patients have recurrent
disease. Recent studies indicate that the high rates of
relapse are associated with an immunosuppressive
environment characterized by tumor infiltration of CD4+
regulatory T cells (Treg). Conversely, tumor infiltration by
CD4+ Th17 cells is associated with prolonged survival.
Modulation of the p38 MAP kinase-signaling pathway in
dendritic cells (DC) has shown great promise in modulating
this Treg/Th17 balance. Specifically, cytokine-matured DC
with a combination of IL-15 and p38 MAP kinase inhibitor
(p38i) has been shown to redirect CD4+ cells towards a Th17
response, resulting in a concomitant increase in ovarian
tumor antigen-specific CD8+ cytotoxic T lymphocyte
responses. In our studies, we investigated outcomes of p38i
and IL-15-treated DC vaccination versus standard cytokinematured DC vaccination in murine models. Mice were IP
injected with epithelial ovarian cancer cells (ID8) and
subsequently placed into the following treatment groups
with Sp17 ovarian tumor antigen-loaded DC: IL-4/GM-CSF
(antigen-free), IL-4/GM-CSF/Sp17 (standard antigen-loaded
DC), p38i/IL-15 (antigen-free), and p38i/IL-15/Sp17 (antigenloaded Th17-inducing DC). The end-point was length of
post-treatment survival. The p38i/IL-15/sp17 mice had an
increased survival time (83 days) compared to the IL-4/GMCSF group (58 days). A second experiment tested p38i/IL-15treated DC as adjuvant therapy with cisplatin. ID8 ovarian
tumor-bearing mice were treated as follows: no treatment,
cisplatin, cisplatin+P38i/IL-15 DC, and cisplatin+p38i/IL15/sp17. Again, the cisplatin+ p38i/Il-15/sp17 had longer
post-inoculation survival times (150+ days), compared to
both the non-treatment (50 days) and cisplatin (100+)
groups. Overall, these results confirm the significant promise
of combined p38i/IL-15/sp17- matured DC vaccines in the
treatment of ovarian cancer.

Jessica Harris MD
Qin Rao, M.D., Lorenzo F. Ottaviano, M.D., Ivan Crnosija,
Ramona Rajapakse, M.D., Farah Monzur, M.D.
Stony Brook University Hospital
Reducing Inflammatory Bowel Disease Readmissions: A
Retrospective Review of Factors Contributing to IBD
Readmissions at a Single University Hospital Over a Period
of 5 years
INTRODUCTION: Patients with inflammatory bowel disease
(IBD) are frequently readmitted to the hospital after initial
diagnosis. Numerous studies have identified the immense
financial burden associated with IBD, citing poor pain control
and lack of outpatient follow-up as the predominant reasons
for readmission. This study aims to determine risk factors
associated with IBD readmissions at a single university
hospital between 2011 and 2016.
METHOD: A retrospective chart review was conducted on
120 patients (age >18) with IBD readmitted to our institution
between 2011 and 2016. Data collected included patient
demographics, medications, lab values, imaging studies,
duration of hospital stay, time to gastroenterology followup, and length of time to next admission. Bivariate analysis
was conducted using the Wilcoxon Rank Sum test for
continuous variables and the chi-squared test or Fisherâ€™s
exact test for categorical variables. A generalized estimating
equations (GEE) logistic regression was constructed to
predict 30-day readmission. Predictors were selected for
inclusion in this model using a bivariate analysis p-value
threshold of 0.05. A p value < 0.05 was considered
statistically significant.
RESULTS: Our results showed that individuals who used
biologic medications (i.e. targeted monoclonal antibody
therapy) pre-admission had 3.73 times greater odds of
readmission (OR = 3.73, 95% CI 1.24-11.20) and individuals
who used immunomodulatory medications (i.e. 6Mercaptopurine or Azathioprine) pre-admission had 2.92
times greater odds of readmission (OR = 2.92, 95% CI 1.038.28) compared to those who did not use biologics or
immunomodulators pre-admission, respectively.
DISCUSSION: No prior studies have shown an increased
association between the use of biologics and
immunomodulators with IBD hospital readmissions. Reasons
for increased rate of readmission may be multifactorial,
including drug side effects, infections associated with
immunosuppression, and prohibitively high costs leading to
patient noncompliance. The data suggests patients on these
medications may require closer follow-up with dedicated
IBD specialists. We intend to further investigate the
association between readmissions and
biologic/immunomodulator use in an attempt to prevent
recurrent admissions and thus reduce hospital costs.
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HEMATOLOGIC RESPONSE AND FREQUENCY OF SIDE
EFFECTS IN CHRONIC MYELOID LEUKEMIA PATIENTS
TREATED WITH IMATINIB (GLIVEC): A SOUTHEAST ASIA
EXPERIENCE
OBJECTIVE:
Chronic Myeloid Leukemia (CML) is a clonal disorder of the
hematopoietic stem cells associated with an oncogenic, reciprocal
translocation t (9; 22)(q34;q11), resulting in the Philadelphia
chromosome. Imatinib or Glivec (STI-571), the targeting agent for
ATP binding sites of tyrosine kinase enzyme is used commonly as a
first line treatment modality for CML. This is one of the first studies
from Southeast Asia to report the hematological response and side
effects of Imatinib in CML patients.
METHOD:
This cross sectional study was conducted at outpatient departments
of Civil Hospital Karachi and Doctor Plaza Clinic in Karachi, Pakistan.
Sampling technique used was convenient sampling. The duration of
the study was from August 1st, 2015 until August 31st, 2016. By
using Open Epi, an open source calculator, the minimum sample size
was calculated to be 14 (with Confidence Interval 95%). Newly
diagnosed CML patients with Positive bcr-abl gene hybrid evident by
either Fluorescence in Situ Hybridization or Polymerase Chain
Reaction, with no prior therapy (hydroxyurea, interferon or other
tyrosine kinase inhibitors) were recruited. A total of 80 patients
were recruited from the outpatient departments. Out of 80, 11
were excluded on the basis of inclusion/exclusion criteria and
remaining 69 newly diagnosed and untreated patients were started
on a 400-mg dose of Imatinib once in a day. Those were then
followed closely to measure the duration till complete hematologic
response was achieved, confirmed by physical examination and
complete blood. In regular follow-ups, patient-reported signs and
symptoms were noted and drug toxicities were observed through
clinical examinations and various lab tests.
RESULTS:
Commonest clinical presentation of patients with CML was found to
be splenomegaly (72.5%), followed by fatigue (53.7%),
hepatomegaly (33.33%), fever (24.6%), bleeding dysfunction (14.5%)
and others (5%). A complete hematological response was achieved
by 92.5 % of the individuals within three months of starting
treatment with a 400mg dosage of Imatinib once a day (Range from
1 week to 12 weeks); while another 7.2% of the patients only
achieved complete hematological response at 6 months of therapy.
Commonest side effects observed were weight gain (42%), followed
by skin toxicities (36.2%), gastrointestinal symptoms (33.33%),
deranged complete blood count (anemia, neutropenia,
thrombocytopenia and leukopenia) (14%) and abnormal Liver
function Tests (3%).
CONCLUSION:
In a South East Asian population, our study clearly demonstrates
that Imatinib is effective in the treatment of CML. We found
increased incidence of weight gain, skin toxicities and GI symptoms
compared to historical data, likely attributable to other
environmental factors. These results show that Imatinib is quite
effective and tolerable amongst patients with CML in South East
Asia, long term data will be needed to better define its safety
profile. .
KEYWORDS: Chronic Myeloid Leukemia, Imatinib, Hematological
response, Side Effects
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PROGNOSTIC UTILITY OF TROPONIN I AND NT-ProBNP
AMONG PATIENTS WITH HEART FAILURE DUE TO NONISCHEMIC CARDIOMYOPATHY AND IMPORTANT
CORRELATIONS.
Purpose for study.
To assess the utility of troponin I and N terminal-ProBNP(NTProBNP) in predicting 30-day and six-month re-hospitalization
among patients with heart failure with reduced ejection fraction
(HFrEF) secondary to non-ischemic cardiomyopathy.
Methods.
We conducted a single-site retrospective review of 352 electronic
medical records (from July 1, 2013 to October 31, 2016). Approval
from the investigation review board of our institution was obtained.
After satisfaction of our inclusion criteria, we analyzed 140 patients
18 years and above with baseline clinical parameters,
echocardiography, NT-ProBNP, troponin I and other laboratory
parameters.
Patients with coronary artery disease, ejection fraction greater than
40%, pulmonary embolism, cancer, end stage renal disease and
renal transplantation were excluded. Patients who died within 48
hours of admission were also excluded.
Results.
Of the 140 patients admitted with HFrEF secondary to non-ischemic
cardiomyopathy, 15 were re-hospitalized within 30 days and 42
were re-hospitalized within 6 months after discharge for
decompensated heart failure (HF). Patients re-hospitalized within 30
days had significantly lower body mass index (BMI) and lower serum
hemoglobin than those not re-hospitalized (25.88 &#177; 4.18
Kg/m2 vs 30.01 &#177; 7.91 Kg/m2; p = 0.03) and (11.10 &#177;
1.54 g/dL vs 12.59 vs 1.81 g/dL; p= 0.03) respectively.
After Cox regression analysis, HFrEF patients with higher
hemoglobin had reduced odds of re-hospitalization for
decompensated HF (p = 0.09) within 30 days after discharge.
NT-ProBNP was significantly higher among HFrEF patients rehospitalized 6 months after discharge than those not re-hospitalized
(p = 0.06). Patients re-hospitalized in 6 months for decompensated
HF also had significantly lower hemoglobin and higher blood urea
nitrogen (BUN) than patients not re-hospitalized (p = 0.031 and p =
0.045) respectively.
Receiver operating characteristic (ROC) cutoff points were obtained
for NT-ProBNP at 5178 pg/ml and serum troponin at 0.045. After
Cox regression analysis, NT-ProBNP and troponin were independent
predictors of re-hospitalization at 6 months after discharge (p =
0.047 and p = 0.02) respectively.
The strongest correlation occurred for NT-ProBNP with BUN and
creatinine (r = 0.354; p = 0.001 and r = 0.311; p = 0.001)
respectively. NT-ProBNP positively correlated with age and
pulmonary artery systolic pressure. NT-ProBNP negatively
correlated with BMI and hemoglobin.
Conclusion
Troponin and NT-ProBNP at admission are the best predictors of rehospitalization 6 months after discharge among patients with HFrEF
secondary to non-ischemic cardiomyopathy. Hemoglobin is the only
predictor of 30 -day re-hospitalization among HFrEF patients in this
study. There is a strong relationship between NT-ProBNP and the
renal dysfunction. High risk patients may require intensive therapy
and follow up to improve outcomes.
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Practice Patterns and Clinical Outcomes of Therapy-related
Acute Myeloid Leukemia (tAML) in US
Background: tAML, compared to de novo AML, has higher
adverse features and a shorter overall survival (OS). The use
of chemotherapy and hematopoietic cell transplant (HCT),
and OS of tAML outside of clinical trials has not been studied
well. Current study was designed to identify the
epidemiology, treatment patterns and OS of tAML based on
a national database.Methods: A total of 1,611 cases of tAML
were identified between 2001-2011 using the National
Cancer Database (NCDB). Data on age, race, gender, income,
insurance and educational status, Charlson comorbidity
index (CCI), receipt of chemotherapy and HCT were
abstracted. Log-rank test was used to test equality of
survivor function among the variables. Factors that attained
statistical significance during bivariate analysis were
factored into multivariate analysis using Cox Regression
model. Results: Median age at diagnosis was 63 years (range
18-90), with 54% < 65 years, 59% females and 80%
Caucasians. 67% underwent chemotherapy (20% single
agent, 45% multiple agents and 2% unknown). 19% received
HCT. Median OS was 6.7 months (m) with 1-year OS of 33%.
Median OS was lower among patients with higher
comorbidity burden (7.8m for CCI of 0, 6.0m for CCI of 1, and
3.8m for CCI of 2; p < 0.001), without versus with treatment
(3.7m vs 8.3m; p < 0.001) and in Medicare insured compared
to Private/Managed care/Medicaid insured. Cox regression
model showed the predictors of OS to be: receipt of HCT
(relative risk, RR 0.36); use of multiagent chemotherapy (RR
0.80); age > 65 years (RR 1.25), higher comorbidities (RR of
1.21 for CCI of 1, and 1.45 for CCI of 2) and diagnosis on or
after 2008 (RR of 0.81). Conclusions: Over half of patients
with tAML are younger adults ( < 65 years), however, the
receipt of chemotherapy and HCT is relatively low. OS is
poor in general but improves with the use of multiagent
chemotherapy and HCT. OS is worse in older patients and
those with comorbidities. Given a dismal prognosis, older
patients should perhaps be managed by leukemia team with
expertise in geriatric oncology and should participate in
clinical trials of novel therapies.
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Effect of Polypharmacy on the Quality of Bowel
Preparation for Colonoscopy in Geriatric Population
Introduction:The annual rate of colonoscopies in geriatric
population (age > 65) is on the rise. The accuracy, yield, safety,
and utility of a colonoscopy is dependent upon its quality of
bowel preparation. Age is a known factor influencing poor
bowel preparation in elderly patients. A number of other factors
including co-morbid conditions, and bowel preparation
regimens have been implicated in poor preparation for
colonoscopy, however, an often overlooked aspect, especially in
the geriatric population, is polypharmacy. To date, no prior
study has assessed the role of multiple daily medications on the
quality of bowel preparation in this age group. We intend to
evaluate the correlation and effect of polypharmacy on the
quality of bowel preparation in the geriatric population.
Methods: We conducted a retrospective analysis of patients
>65 years of age, seen by the gastroenterology service between
January 2009 and December 2015, who underwent a
colonoscopy examination for screening/ surveillance or
diagnostic purposes, all utilizing the same bowel preparation
regimen consistent of 4 liters of Polyethylene glycol 3350. Basic
demographics and underlying comorbidities were noted. Total
number of daily medications were recorded. Bowel preparation
(good vs poor) was correlated to the total number of daily
medications, using a multivariate logistic regression model,
thereby adjusting for covariates.
Results:
3178 patients (predominantly Black and Hispanic) who
underwent colonoscopy were studied, of which 72.5% had good
preparation vs 27.5% that had poor colon preparation. There
was a statistically significant association between the number of
daily medications and the odds of having a poor colonoscopy
outcome. A patient taking 5 or more medications on a daily
basis had a 27% higher risk of having a poor preparation,
compared to a patient taking no medications, with a p-value of
<0.001. Overall, the number of comorbidities also predisposed
to poor preparation, however, this residual association was
entirely explained by the increase in the number of medications
as the number of comorbidities rose. By itself, each comorbid
condition did not cause a statistical significance in a univariate
analysis, except for diabetes mellitus. Interestingly, other than
opioids, medications known to cause constipation like iron, anticholinergics and psychotropics did not affect the quality of
bowel preparation.
Conclusion:
We have been successful in identifying polypharmacy as a risk
for poor quality of bowel preparation for colonoscopy in elderly
patients. This translates to a higher rate of missed malignancies
and an increased rate of repeat procedures, which adds to the
financial burden on our healthcare system. It is imperative that
such an influential factor is identified beforehand. We suggest
that prior to elective colonoscopies, primary care physicians
should consider tailoring medications to only the most
necessary ones.
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Complications associated with esophageal stenting. A
Review article and Meta-analysis.
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EFFECT OF OPIOID ABUSE AND DEPENDENCE ON
OUTCOMES OF PATIENTS HOSPITALIZED WITH
PNEUMONIA

Introduction:
Self-expandable metal stents are being used to treat benign
and malignant esophageal conditions. There is wide
variation in rates of complications reported in the literature.
The purpose of this meta-analysis is to evaluate the
frequency of stent-related complications.
Keywords: esophageal stenting, SEMS, complications.
Material and Method:
A literature search was performed and data was gathered
from 45 studies (14 retrospectives, 21 prospective & 10
RCTs), after the exclusion of 14 studies. Inclusion criteria: (i)
only SEMS (ii) publication year 2000 or later Exclusion
criteria: (i) non-English language (ii) plastic or Biodegradable
stents. Data extraction: Data was extracted and reviewed by
2 investigators and results were obtained by calculating the
weighted average.
Results:
The data included outcomes of 4310 patients among the 45
studies. Dysphagia improvement (Score: 0-4) was reported
in 1845 malignant cases to improve by 1.8 scores. Stent
migration rate was reported 16.25% in benign and 9.51%%
in malignant esophageal cases. An average difference noted
between FCSEMS and partially covered stents was 15.56%
and 8.34% respectively. Chest pain after the stent placement
was reported in 31% of the benign and 24% of the malignant
cases. The procedural hemorrhage (minor-major) was
estimated to be 2.5% in benign and 5.77% in malignant
cases. Stent removal secondary to stent complication was
21% and 16.85% in benign & malignant conditions
respectively. Stent-related mortality was 3.75% in benign
and 4.16% in malignant diseases. The major cause of
mortality was hemorrhage i.e. 48.7%, followed by aspiration
(21.95%) and perforation (14.64%).
Discussion:
Esophageal stents can be very effective in palliation of
malignant dysphagia as well in the treatment of benign
esophageal conditions. However, esophageal stents can also
be associated with significant risk of complications and
rarely be associated with mortality. The careful benefit-risk
ratio should be considered in every case.

Background/Purpose: Prior studies have shown that opioid
use can increase the risk of pneumonia and have a negative
impact on the immune system. The aim of this study is to
analyze the outcomes of patients admitted for pneumonia
who have a secondary diagnosis of opioid abuse or
dependence.
Methods: This is a retrospective analysis utilizing the 2014
Nationwide Inpatient Sample, the largest inpatient database
in the United States. A total of 7,679 patients over age 18
and under age 65 with a primary diagnosis of pneumonia
and a secondary diagnosis of opioid abuse or dependence
were included. The outcomes of interest were mortality,
non-invasive ventilation (NIV) use, endotracheal intubation,
length of stay, and total hospital charges. Multivariate
logistic regression adjusting for age, gender, hospital
characteristics, insurance, and comorbidities was performed
to test for independent associations between variables of
interest. Diagnoses and procedures were identified using
ICD-9-CM codes. Analysis was performed using STATA 14.2.
Results: Patients in the opioid group were more likely to be
younger than the non-opioid group (mean ages 47 and 50
respectively, p<0.001). In the opioid group females
comprised 49% of the population (p<0.001) whereas in the
non-opioid group the percentage of females was 57%.
Patients in the opioid group were more likely to be
intubated during hospitalization when compared to nonopioid users (OR 1.55, p<0.001). Length of stay was
increased in the opioid group (additional 0.42 days,
p=0.009). No difference in mortality was found between the
groups (OR 0.67, p=0.182). Additionally, no difference in NIV
utilization was observed among the groups (OR 1.02,
p=0.84). Total hospital charges were higher in the opioid
group but the difference observed was not significant
(additional $2832, p=0.130).
Conclusion: Opioid dependence and abuse increase the risk
of intubation and length of stay in patients admitted for
pneumonia. Patients in the opioid group were younger on
average. This could explain the lack of difference in mortality
despite the aforementioned findings. This work adds to the
evidence of the negative impact opioid abuse and
dependence can have on outcomes of hospitalized patients.

Resident/Fellow Research
Abdul Wahab MD
Abdullah Abdullah, George Eigbire, Amr Salama, Raseen
Tariq, Michael DiSalle
Rochester Regional Health/ Unity hospital Rochester
Association of liver abscess with colon cancer, Insights from
National Inpatient Sample
Introduction:
Liver abscess (LA) has been described as a predictor of the
presence of Colon cancer and colonic polyps. Several case
reports have described association of cryptogenic liver
abscess and identification of occult colonic tumors. However
very few studies have elaborated the relationship between
the two.
Methods:
Using the National Inpatient Sample 2014, we identified
admissions associated with liver abscess. We calculated the
rate of colon cancer and colonic polyps in patients with and
without liver abscess. Chi square test and Logistic regression
were used to estimate difference in rates and Odd ratios.
Aim of our study was to look into association of liver abscess
with colonic tumors including colon cancer and colonic
polyps.
Results:
A total of 5,644,925 admissions of adult patients (=18 years)
were reviewed. Of those 3,605 admissions related to the
diagnosis of liver abscess (LA) (0.06%) were identified with a
median age of 63 years, males = 59.3%. On comparing the
presence of liver abscess on the basis of gender, males were
more likely to have LA 0.09% vs female 0.04 % (P<0.001).
Stratification based on race revealed that the majority were
white patients (65.3%), however patients of Asian â€“ Pacific
descent had higher odds of having liver abscess (0.15%)
(P<0.001).
Other factors found to be associated with higher incidence
of LA were chronic liver disease and cirrhosis (0.12%),
intestinal perforation (0.84%) and a slight increase with
diabetes (0.07%) (P<0.001 for all).
On comparing the rate of colon cancer in patients with or
without LA, we found colon cancer was significantly higher
in patients with liver abscess 2.64% vs 0.56% (P<0.001) with
an Odds ratio = 4.79 [95% CI 3.9 - 5.87]. Colonic benign
tumors were also noted with higher rate (1.4%) and Odds
ratio: 2.5 [95% CI =1.89 - 3.29] (Relative Risk of 4.68).
Patients with liver abscess and colon cancer were younger
than those without abscess (median 61 vs 68 year-old)
(P<0.001).
Conclusion:
Liver abscess is associated with colonic masses especially
colon cancer with odds ratio of 4.79. This supports previous
case series. Our study highlights the fact that in patients
presenting with LA, physician should consider screening for
colonic mass to rule out colon cancer.

Kevin Zarrabi MD,MSc
Wen-Tien Chen, Yue Zhang
Stony Brook Medicine, Department of Medicine
Assessing Clinical Outcomes in Colorectal Cancer with
Assay for Invasive Circulating Tumor Cells
Goals: Colorectal carcinoma (CRC) is the second leading
cause of cancer-related mortality in the United States. Lack
of diagnostic and prognostic biomarkers remains an area of
urgent unmet need. Circulating tumor cells (CTCs) are
believed to be cells that have detached from the primary
tumor and entered the circulatory system. CTCs have been
identified in the venous blood of patients with a variety of
cancers and they are considered to be responsible for the
metastatic process. The aim of this study is to utilize a novel
cell CTC enrichment assay to evaluate the association
between the levels of invasive CTCs with CRC patient
outcomes.
Methods: Peripheral blood from 93 patients with stage I-IV
CRC was obtained and assessed for the presence of invasive
CTCs. CTC isolation and enrichment was accomplished by
our novel CTC isolation assay, Vita-Assayâ„¢. The invasive
CTCs were identified through cell surface expression of
epithelial markers (Epi+) and by their ability to invade a
collagen adhesion matrix (CAM+). Patients were followed
prospectively and assessed for overall survival.
Results: Of 93 patients enrolled in the study, 88 (94%) had
detectable CTCs in serum samples. Patient CTCâ€™s ranged
from 0 â€“ 470 CTCs/mL. Patients with stage I, II, III and IV
disease exhibited mean CTC counts of 8.6 CTCs/mL, 35.8
CTCs/mL, 65.9 CTCs/mL, and 144.8 CTCs/mL, respectively
(p<0.001). Kaplan-Meier curve analysis demonstrated a
significant survival benefit in patients with low CTC counts
compared to patients with high CTC counts (log-rank
p<0.001). Multivariable Cox model analysis revealed that
CTC count is an independent prognostic factor of overall
survival (p= 0.009). Disease stage (p =0.01, Hazard Ratio
1.66; 95% CI: 1.12-2.47), and surgical intervention (p =0.03,
Hazard Ratio 0.37; 95% CI: 0.15-0.92) were also independent
prognostic factors. Gender, race, age, chemotherapy
treatment, radiation treatment, and primary tumor location
(colon or rectal) did not show survival difference.
Conclusion: Invasive CTCâ€™s isolated from the serum of
patients with CRC can be identified through the novel CAM
assay. Moreover, the number of invasive CTCs inversely
correlated with overall survival. Invasive CTCs are a
promising prognostic tool in patients with CRCs.
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Suraiya Afroz DO
Deana Nes, Heather Viola, Yiming Luo, Medhavi
Gupta, Hayley Chester, Saika Sharmeen, Nazia
Hussain, and Neha Ohri.
Mount Sinai St. Luke's-Mount Sinai West Hospitals
Improving the Rate of Annual Ophthalmologic Exams
for Patients on Hydroxychloroquine for Chronic
Rheumatic Diseases.
Background: Antimalarials are commonly used for the longterm management of a variety of chronic rheumatic diseases
including Systemic Lupus Erythematosus (SLE) and
Rheumatoid Arthritis (RA). Hydroxychloroquine (HCQ) is one
of the most commonly prescribed antimalarial agents in the
United States. Long-term use of HCQ may lead to potentially
blinding retinal toxicity. The retinopathy is not reversible
and, at present, there is no therapy. Hence, recognition at
an early stage is important to prevent central visual loss. The
American Academy of Ophthalmology recommends
initiation of specialized testing at 5 years after starting HCQ
for low-risk patients with normal baseline funduscopic
exams. For high-risk patients on HCQ, annual eye
examination is recommended.
Methods: This study was conducted in two academic centers
in New York, which serve a mixed population. The IT
Department helped us identify 72 patients who were given
prescriptions of HCQ in either the rheumatology
subspecialty clinics of these hospitals or associated practices
within the past year. A chart review was performed to
evaluate how many of them had either an ophthalmology
visit or referral within a year of their visit, with the more
aggressive goal of annual ophthalmology evaluation
regardless of risk factors. Once baseline data was collected,
there was an intervention to improve this rate. This included
systematic documentation, annual alerts in EMR,
educational flyers and educating patients about the risk of
toxicity and the importance of annual screening. Post
intervention data was analyzed to evaluate whether there
was any improvement in the rates of ophthalmology visits or
referrals.
Results: An analysis of the baseline data revealed a rate of
ophthalmology referral or visit of 84.7% for patients on HCQ
at two centers and the post intervention data shows an
increase in the ophthalmology referral or visit rate to 90% at
these two hospitals.
Conclusion: The rates of ophthalmology screening at the
academic centers were comparable at baseline. Based on
the pre and post intervention data collected, the rate of
ophthalmology referrals of patients on HCQ improved after
a multi-centered, systemic quality improvement
intervention suggesting that this is a promising avenue to
improve quality of care for rheumatology patients.

Gaurav Ahluwalia MD
Smita Bakhai, MD
University at Buffalo
Improving Colorectal Cancer screening rates with the
introduction of fecal immunochemical testing (FIT)
Purpose:
Colorectal Cancer (CRC) is the second leading cause of
cancer death. In ECMC’s Internal Medicine Clinic (IMC),
baseline screening rates were <30% in eligible individuals
aged 50-75 seen at least once over 18 months. The purpose
of this investigation is to increase the rate of CRC screening
by 10% in one year with the introduction of FIT testing for
eligible patients aged 50 to 75 in the EMC IMC patient
population.
Methods:
This QI study worked to identify barriers regarding,
requesting, ordering and completion of FIT testing. The PlanDo-Study-Act (PDSA) cycles were developed to identify
patient, provider, systematic and testing barriers. We used
S.M.A.R.T. objectives in addition to the Institute of
Medicine’s 6 Aims of Changing the Healthcare System. An
electronic patient registry was used to identify baseline CRC
screening rates in this patient population and to track FIT
ordering. A process flow map was created for
standardization between providers and other clinic staff.
Outcome measures were to improve CRC screening rates by
10% over one year, and the return of FIT kits with follow-up
of positive results. Process measures were identifying
patients eligible for screening, and providers ordering the
correct screening test with tracking of FIT kits. Balancing
measures included a backlog in colonoscopy scheduling from
increased referrals and an increase in cycle time for clinic
staff education.
Results:
The number of FIT kits ordered since the initiation of this QI
study increased each month with each successive PDSA
cycles. There was no significant change in CRC screening
with colonoscopy, but there was a linear trend for CRC
screening with FIT testing, resulting in an overall
improvement in screening. There was a 43.1% return rate of
FIT kits in February and 40.5% in March. Overall, 40% of
patients were up to date with CRC screening by the end of
March. An unforeseen limitation was ECMC’s EMR becoming
unavailable in early April. Overall screening rates remained
at 39% for April and May. Nearly triple the amount of FIT kits
were ordered in June when EMR was fully active. In June,
42% of patients were up to date with CRC screening with
either colonoscopy or FIT testing
Conclusion:
There are various obstacles with the introduction of FIT
testing in order to improve baseline rates of CRC screening
in our patient population. Future PDSA cycles aim to further
determine patient and provider barriers to eventually reach
the ultimate goal of â€˜80% by 2018 Pledge’. For averagerisk patients, FIT testing is the preferred method of
screening for our patient population.
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Don Bambino Geno Tai MD
Amrah Hasan, MD; Sanchit Panda, MD; Robert
Goldstein, MD, FACP
Montefiore New Rochelle Hospital
MONEY DOWN THE DRAIN: OPPORTUNITY TO
REDUCE UNNECESSARY URINE CULTURES
Background: Rising healthcare cost is one of the biggest
problems facing the United States today. This includes wasteful
spending. Urine cultures are often done without indications or
without looking into urinalysis results first before being ordered.
Additionally, treating asymptomatic bacteriuria is a prime
example of inappropriate antibiotic use and expenditure.
Purpose: To determine the criteria for reflex cancellation of
unnecessary urine cultures using urinalysis results.
Methods: The design was a retrospective study of patients in a
community-based teaching hospital. All patients ages 12 years
and older who had a urinalysis and urine culture done at the
same time from January 1, 2016 to March 31, 2017 were
included in the study.
Positive urine culture was defined as cultures with growth of
more than 10,000 colony-forming units/mL of any bacteria.
Multiple bacterial growths deemed as contamination by
microbiology laboratory were considered as negative results.
The cut-offs for variables in urinalysis considered as positive
were white blood cell count of more than 10 per high-power
field, any leukocyte esterase and nitrite other than negative,
and any bacteria on microscopy. A urinalysis was considered
high-risk if at least one of the variables was positive. A low-risk
urinalysis was defined as a urinalysis which was negative on all
the variables mentioned.
Results: There were 2,995 patients included in the study.
Majority were female (60%, n=1789) and the average age was
65 years old (range 12-105). Majority of tests were ordered by
medicine (74%, n=2210), followed by emergency medicine
(16%, n=490). 74% (n=2203) of cultures were positive while
26% (n=792) were negative.
Among the four variables, presence of bacteria was the most
sensitive in predicting a positive urine culture (88%). Nitrite had
the highest specificity of 97%. Leukocyte esterase and bacteria
had the highest negative predictive value (90%). All four had
dismal positive predictive value, highest was nitrite (69%).
There were 2,203 high-risk urinalyses (74%) and 792 low-risk
urinalyses (26%). The sensitivity of a high-risk urinalysis was
94% while the negative predictive value of a low-risk urinalysis
was 94%.
There were 46 cases of false negative urinalysis. Only two cases
had indication for treatment. Two other cases were treated
with antibiotics but without indication. The rest were not
treated.
Conclusions: Using the variables noted, urine cultures can be
automatically cancelled if the urinalysis is deemed low-risk. In
our study, this would have resulted in a 27% reduction in urine
cultures with an estimated savings of $8,000. False omission
rate was low (6%). By removing cases of asymptomatic
bacteriuria, only 0.25% (n=2) would have been falsely omitted.
We suggest that specimens for urinalysis and culture be
collected at the same time but cultures only be processed if
urinalysis identifies high-risk features.
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Samantha Goldstein DO
Rebecca Mazurkewicz
Lenox Hill Hospital
Minimizing Inpatient Lab Add-Ons To Avoid Delays in
Critical Lab Processing
Introduction
The laboratory add-on service is a valuable inpatient tool
utilized to quickly obtain results using previously collected blood
samples. However, processing these orders takes technicians
away from attending to those of patients who are critically ill,
resulting in delays of care. We hypothesized the volume of
unnecessary add-on orders was due to residents’ lack of
knowledge regarding the add-on process.
Method
The study took place in an urban academic community hospital.
Eligible participants included internal medicine residents of all
post-graduate years during the 2016-2017 academic year. A
chart review was performed and thyroid stimulating hormone
(TSH) was found to be the most commonly added on lab for the
2016 calendar year; therefore it was chosen to be the lab of
interest for this study. Because this residency program operates
on a 6+2 schedule, a five minute PowerPoint presentation was
given by the first author every other week for 8 weeks after a
recurring mandatory lecture to Internal Medicine residents of all
PGY levels, which described the add-on process, the resources it
consumes, and encouraged limiting the number of TSH add-ons
to allow technicians more time for emergent lab processing.
Chart review was repeated two weeks after the completion of
the intervention before the new academic year began.
Results
In June of 2016, out of a total of 2042 add-ons, 215 were for
TSH (11%). In June of 2017, out of a total of 2011 add-ons, 165
were for TSH (8%). The data was further subdivided into the
department of the ordering physician and PGY level. In 2016, a
majority of TSH add ons were ordered by the Internal Medicine
department (150 orders, 70%) and within that department,
most were from PGY2s (84 orders, 40%). In 2017, only 67 of the
TSH add-ons were ordered by internal medicine physicians
(40%) and again, most were ordered by PGY2s (34 orders, 51%).
Interestingly, one PGY2 accounted for 22% of all orders from the
internal medicine residency program (15 orders). In 2016, more
than half were ordered on the general medical floors (129
orders, 60%). In 2017, 58 (35%) were ordered on the general
medical floors. Of note, those services who did not receive the
intervention (surgery, emergency medicine, OB/GYN and
psychiatry) continued to order TSH at a comparable rate from
the prior year.
Discussion
This knowledge-based intervention reduced not only the
number of TSH add ons, but of total add-ons altogether.
Testimonials from the participants included â€œI didn’t realize
that every add-on is processed immediately. Had I known, I
would have ordered non-emergent labs at a later time.â€•
Future studies should focus on reducing other nonurgent lab
add-ons and educating residents in other departments.
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Muhammed Rajib Hossain MD
Muhammad Rajib Hossain MD 1, Praveen Datar MD 2,
Osama Mukhtar MD 3, Sumit Dahal MD, Tun Win
Naing MD, Mark Adler MD 6
Interfaith Medical Center
CLINICAL DOCUMENTATION IMPROVEMENTâ€”A
PROBLEM AND SOLUTIONS- INTERNAL MEDICINE
RESIDENT’S PERSPECTIVE SURVEY
Objective: To determine the internal medicine residents'
perceptions of the problems related to clinical documentations
and possible solutions to the problems.
Introduction: Clinical documentation plays a critical role in
patient care as it helps in coordination between interdisciplinary
team members involved in care, to avoid mistakes, duplication
of investigations and create an appropriate plan of care. We
sought to understand the perspective of medical residents
regarding time spent on clinical documentation, challenges to
improvement and possible solutions.
Method: A cross-sectional online survey questionnaire was
provided to all internal medicine residents at our institution.
Residents voluntarily completed the survey. Questions were
structured to elicit their perceptions of current practices,
challenges and solutions.
Results: A total 87 residents (PGY1-33, PGY2-23 and PGY3-31)
responded to the survey, 67% of them spent 15 to 30 minutes
on each note and less than 15 minutes seeing each patient at
bedside (53%). They spent more than 2 hours on daily progress
notes (63%) whereas less than a total of 2 hours at beside of all
their assigned patients (62%). There were no significant
differences in these findings on the resident’s post-graduate
year level. Half of the respondents (49%) always copied and
pasted their notes but nearly all participants (95%) edited their
notes properly.
Some of the perceived challenges to good documentation
included the overly detailed nature of progress notes required
for regulatory, billing and legal purpose (67%), burn out or
stress (72%), and extra time spent on other clerical
documentations (84%), ICD coding (55%).
Most residents responded that shortening the length of clinical
documentation (77%) and upgrading EMR system (80%) were
possible solutions. Other solutions to improve quality of clinical
documentation were using a checklist to prevent propagation of
outdated or inaccurate information in the patient chart (79%),
upgrading EMR system (80%) and more editing and feedback
from faculties and senior residents (75%).
Discussion: Survey demonstrated that residents spent large
portion of their time in documenting daily progress notes and in
contrast, spent less time in direct patient care. Most residents
copy and paste documents from previous notes which could
pose a risk to document integrity. But almost all respondents
spent time to edit their notes. Disabling copy paste function will
not help clinical documentation. They believe that using
checklist will help in better documentation. Although clinical
documentation improvement is crucial, no published articles to
date have systematically reviewed strategies to improve clinical
documentation. Further studies on interventions are needed.

Mason Kruse-Hoyer MD,MA
The Brooklyn Hospital Center
Organ Transplantation and the Need for a Basic
Minimum of Healthcare
Relying purely on the altruism of potential organ donors has not
produced the amount of organs required to significantly impact
the transplant waiting list. Based on current data, there are over
116,000 people on the organ donation waiting list, and it
continues to grow. Every ten minutes an individual is added to
the list, while a daily average of 20 people die awaiting
donations. The gap that divides organ donors from organ
recipients is widening. With an average wait time of five years
to receive transplantation, the kidney is the most transplanted
organ. This time spent waiting on dialysis, limits an individual’s
opportunity for a better quality of life. Our current system of
organ donation must be re-evaluated. My assertion is that a
new system for organ donation will lead to an increase of
organs donated, resulting in a shorter wait period for recipients,
and thus improving basic minimum of healthcare for individuals.
A literary review was conducted of existing literature and the
potential systems concerning organ donation were investigated.
Utilizing John Rawls’ Theory of Justice, along with Norman
Daniels’ essay â€œJustice, Health, and Healthcare,â€• I contend
that individual liberty, and therefore individual opportunity,
must be maintained through upkeep of a basic minimum of
healthcare. Rawls and Daniels establish the right of individuals
to a basic minimum of care. I believe these rights extend to
include interventions that improve individual health outcomes
and decrease wait time for an organ recipient. The limits placed
on organ donation are limits placed on individuals in need, and
these restrictions deny citizens of their basic rights to care.
Inspection of various donation systems reveals potential
alternatives to the current altruistic-only system. Donors and
their family are the only ones not benefitting from the system;
doctors, nurses, hospital staff and OPOs all get paid while the
recipient gains a better health status. Accordingly, a ReutersNPR Health Poll determined 60% of participants believe some
sort of compensation should be awarded. The duty of
beneficence requires alternate approaches to raise the number
of healthy organs put into the system, with financial incentives
being a consideration. Through donation, organ recipients can
increase their quality adjusted life years, and by including donor
compensation, the system does not incur added burdens. In
creating an organ sharing system inclusive of donor-vendors,
the cost of remuneration of the donor would offset the current
or projected cost of caring for the ill-recipient continuing in an ill
state. Increasing organ donation provides for those in greatest
need of care, moreover improving their basic minimum of
healthcare. Remuneration of donor-vendors creates a system
that adequately meets the needs of an organ-sharing network
by maximizing the benefit to donors and recipients.
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Sushmitha Reddy, MD; Ankita Sagar, MD; Jennifer
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Northwell Health, Department of Internal Medicine
A QUALITY IMPROVEMENT PROJECT TO IMPROVE
OUTPATIENT OSTEOPOROSIS SCREENING RATES IN
WOMEN OVER 65 USING A TEAM-BASED HUDDLE
Purpose: To improve the compliance of ordering dual energy xray absorptiometry (DXA)-based osteoporosis screening in all
female patients age 65 and older who did not have a DXA
ordered in the 2 years prior to a regularly-scheduled clinic visit
to the internal medicine resident practice from September 2016
to March 2017.
Methods: The U.S. Preventive Services Task Force recommends
screening for osteoporosis in women aged 65 years and older
since interventions can mitigate the risk and morbidity of lowtrauma fractures. DXA is the most widely used method for
screening for osteoporosis since it is widely available, offers
precise measurements of bone mineral density at various sites,
and can be used to monitor response to treatment. The
Northwell Improving Patient Access Care Cost Through Training
(IMPACcT) program is a grant-funded inter-professional training
model that incorporates a team-based multidisciplinary
approach to patient care through the use of daily small-team
huddles prior to each resident clinic session. With the assistance
from the clinic’s medical assistant, women age 65 and older
who qualified for DXA screening were identified prior to our
daily small-team huddle sessions; this was done by reviewing
the electronic records for previous osteoporosis-screening prior
to each clinic session. DXA screening status was then highlighted
during the huddle and an order was placed for that patient’s
visit. Manually reviewing the electronic record for each patient
for previous DXA screening took minimal time and was
considered sustainable to implementation efforts by the housestaff and the medical assistant.
Results: From September 2016 to March 2017, a total of 52
individual patients were identified as being female, over age 65
at the time of their visit, and eligible for osteoporosis screening;
of these, 21 (40.4%) were already up-to-date with their
osteoporosis screening by the time of their clinic visit, and a
referral was not needed nor provided. In 36 of the remaining
patients that were eligible for a DXA scan, an order was
correctly placed in 14 of their visits; the other 22 visits where
orders where not placed were considered to be â€œmissed.â€•
By the end of the study period, 37 of the eligible 52 women had
obtained DXA scans and been screened for osteoporosis, raising
the clinic practice’s prevalence of appropriate screening in this
cohort from 40.4% to 71.2%.
Conclusion: Incorporating explicit inclusion criteria for screening
into team-based huddles to identify eligible patients improved
the osteoporosis screening rates in our clinic, compared to usual
care which relies on the provider to remember to identify which
patients are eligible for screening at the time of the clinic visit.
The results show that utilizing team members such as medical
assistants in a huddle-based approach can help improve health
maintenance screening in resident practices.
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Payal Shah
Viraj Lakdawala, MD; Julia Paris, MD; Tina Wu, MD;
Michael Phillips, MD; Sarah Hochman, MD; Diane Lee,
RN; Margaret Murray, PA-C; Mathew Foley, MD;
Samantha Smalley, Pharm.D; Mini Thomas, NP; Edwin
Pineda, RN; Nicholas Gavin, MD; Paul Testa, MD;
Christopher Caspers, MD
New York University School Of Medicine
IMPLEMENTATION OF SINGLE-DOSE INTRAVENOUS
ANTIMICROBIAL THERAPY COMBINED WITH
TELEHEALTH TO REDUCE AVOIDABLE HOSPITAL
ADMISSIONS FOR EMERGENCY DEPARTMENT
PATIENTS WITH CELLULITIS
Purpose: An innovative strategy featuring single-dose intravenous
antimicrobial therapy combined with telehealth and a robust postdischarge follow up program can be used to safely manage select
patients with cellulitis on an outpatient basis rather than inpatient,
reducing the number of avoidable hospital admissions. The
objective of the study is to evidence feasibility of implementation.
Methods: Beginning July 2017, adult patients visiting three
emergency departments (ED) of the NYU Langone health system
with a primary diagnosis of cellulitis were evaluated for treatment
eligibility with dalbavancin, a single dose intravenous antibiotic augmented with asynchronous telemedicine follow-up. Patients
were required to possess a smartphone and complete patient digital
portal enrollment for eligibility. Prior to ED discharge, ED providers
demarcated the borders of the cellulitis and stored a clinical image
of the patient’s cellulitis in the respective electronic health record
(EHR). Patients were prompted via standardized, automated
messages, within 24 and 72 hours of discharge to upload a secure
clinical image into the EHR with a brief health status summary.
Based on uploaded information, nurse practitioners remotely
evaluated the patients and assessed for fever, increased pain, and
erythema. Patients then received a call from the nurse practitioner
to discuss the clinical status. If the patients’ health status at 24
hours demonstrated clinically significant improvement, patients
then repeated the process at 72 hours. If not, patients were
instructed to return to the ED. ED returns within two weeks of
discharge and level of care required upon return were monitored.
Results: Between July 2017 and August 2017, 6 patients were
eligible for the new cellulitis care model. 6 of 6 patients (100%) had
the initial ED image of the cellulitis uploaded into the chart. Of the 6
patients, 4 (67%) were able to upload a clinical image within 24
hours. 1 patient experienced technical difficulties in uploading a
photo due to file size and 1 patient was unable to be reached. Of
the 4 that submitted a photo, all 4 (100%) patients received a call at
24 hours. All 4 (100%) patients demonstrated reassuring health
status at 24 hours. All 4 (100%) patients uploaded a second clinical
image within 72 hours and all 4 (100%) patients received a call at 72
hours. All 4 (100%) patients exhibited improved health status at 72
hours and 0 (0%) patients had ED return visit within 2 weeks.
Conclusions: Preliminary results indicate this innovative care model
is both feasible and effective. Future investigation is needed to
evaluate comparative effectiveness for patients treated with oral
and other IV antibiotics. Future analysis will also examine user
satisfaction and cost-savings potential. The program represents an
innovative care model combining digital health and antimicrobial
stewardship to safely shift care to the outpatient setting.
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Mudit Chowdhary, MD
Tejas Patel MD, MBA, MPH
Mount Sinai St. Luke's and Mount Sinai West
DOES MONEY BUY HAPPINESS? - RELATIONSHIP BETWEEN SALARY,
HOURS WORKED, AND SATISFACTION IN MEDICINE SPECIALTIES
Purpose: Internal medicine residents are faced with making career
choices with little information on work-life balance and satisfaction
by specialty, with a relative paucity of reports that explore the
impact of physicians work hours and salary on their overall career
satisfaction. We assessed the twelve most commonly sought
internal medicine subspecialties to determine the relation between
career satisfaction, hours worked, and salary.
Methods: The most recent (2015) MGMA DataDive, (2011) AAMC,
and (2009) BMC Health Services data reports were utilized to
determine the relationship between provider compensation, hours
worked, and career satisfaction by specialty.
Results: Twelve internal medicine subspecialties were included in
the study. The highest median annual salary and hourly wage were
noted among gastroenterologists ($529,233 and $181.25,
respectively). The lowest median annual salary and hourly wage
were noted among ambulatory internal medicine ($233,404.00 and
$83.99, respectively). The hours worked per week ranged from 57.5
hours (cardiology: non-invasive) to 48.5 hours (endocrinology).
Allergy/Immunology reported the highest career satisfaction (0.50),
while the lowest satisfaction score was noted amongst
pulmonary/critical care physicians (0.01). The primary specialties of
hospital medicine had higher mean satisfaction score compared to
ambulatory (0.40 vs. 0.24) - generalist faired between these two
specialties with respect to compensation but had lowest mean
satisfaction score (0.19). Hours worked per week had a negative
correlation with satisfaction (r = -0.41) i.e., the more hours were
correlated with worse satisfaction. In contrast, hourly wage had
little correlation with career satisfaction (r = 0.03).
Conclusions: We report satisfaction among internal medicine
specialists is related to the work hours rather than compensation.
The paradoxical finding may be due to better work-life balance that
may be a better predictor of career satisfaction than physician
compensation. Prior studies have explored work hours and income
separately. Consistent with our findings, prior studies among all
specialties (including surgical and non-medicine) show that
specialties with what may be considered a better lifestyle (i.e.
lighter work hours and call schedules), may be more satisfied with
their current professional life. In contrast, other reports have
suggested that higher income is associated with an increased
likelihood of being very satisfied, along with a decreased likelihood
of being dissatisfied across all specialties.
Our findings indicate that overall compensation has little bearing on
a physician’s satisfaction, while work hours seem to have an
impressive role - suggesting the significant impact of work-life
balance among clinicians. Though correlation does not mean
causality, our findings raise important question whether money
buys satisfaction, or more generally happiness - our study reports
not to be the case. These findings may be useful for employers,
graduate medical educators, and physicians - particularly internal
medicine residents and their advisers in making an informed
decision regarding specialties as a career.

Noam Zeffren DO
Niket Sonpal, M.D.
Touro College of Osteopathic Medicine
YOUTUBE & HEPATITIS C: WHAT A PATIENT CAN
HEAR AND SEE
According to internal calculations, the popular video sharing
service known as YouTube has reached 88 countries in 76
different languages. Almost one-third of internet users are on
YouTube, and viewers watch over a billion hours of video per
day. Various genres and content can be found in these videos,
including educational models. Thus, technologically-literate
patients often turn to this tool to shed light on common medical
issues affecting them and their loved ones. For example, they
can access media for advice, support groups, expected
outcomes and common therapies.
According to the Centers for Disease Control and Prevention,
Hepatitis C affects an estimated 2.7-3.9 million Americans. This
represents a sizable population of Americans that no doubt look
for guidance from their peers. As a contagious disease that
mainly affects the liver, Hepatitis C is transmitted most
commonly via blood products, specifically via IV drug use and
blood transfusions before the 1990’s, although there are cases
of transmission via bodily fluids.
The first 50 videos that came up on YouTube upon inputting
â€˜Hepatitis C’ were viewed, evaluated, and graded using the
Global Quality Scale. The videos were chosen based on the
search input, and without filters, to mirror the experience a
patient would undergo when searching the term themselves.
The scale uses a score that ranges from 1 to 5; 1 indicates a poor
quality video missing important clinical information, while a
score of 5 indicates a valuable video covering clinically useful
information for patients. Videos were considered misleading if
the material provided by the video contained content unrelated
to clinically proven facts.
The results of the study were such that, on average, a video
scored 4.114 on the quality scale, lasted 456 seconds long, was
viewed 72,457 times, and had been online for 1,112 days. 94%
of the videos were meant to educate the public, 38% were
examples of personal experiences, 10% were drug ads, and 6%
were labeled misleading with clinically ambiguous evidence.
These results demonstrate the vast potential of media in
educating the public about Hepatitis C. 94% of the videos had
educational components to them, while over a third of the
videos had personal anecdotes included. Patients can access
these videos in preparation for their doctor visit, or they can
utilize them after the visit to find more information regarding
the physician’s recommendations. As there is no regulatory
oversight for the videos posted, physicians must be wary of and
educated regarding online content, and stress the possible
falsehoods that must be checked with a licensed healthcare
professional. With tremendous strides in treatment to bring the
cure rate of Hepatitis C close to 100%, it is imperative that
healthcare professionals assist in directing our patients towards
safety.
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