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Abstract
A 62‐year‐old male IV drug abuser with hepatitis C and diabetes presented to the emergency
department with progressively worsening right forearm pain and swelling for two days after injecting
heroin. Vitals included temperature 98.8°F and heart rate 107 bmp. Physical examination showed
erythematous skin with surrounding edema and abscess formation of the right biceps extending into
the axilla, and tenderness to palpation of the right upper extremity (RUE). Labs were white blood cell
count 16.1 x103/uL with bands 26%, hemoglobin 12.4 g/dL, platelets 89 x103/uL and blood lactate 2.98
mmol/L. Patient was admitted to telemetry for sepsis secondary to right arm cellulitis and abscess.
Bedside incision and drainage was performed. Blood and wound cultures were drawn and patient was
started on Vancomycin and Levofloxacin. On the third day of admission, patient became febrile,
obtunded and had signs of systemic toxicity. Labs showed a worsening leukocytosis and lactic acidosis.
CT RUE was consistent with complex fluid collection and with extensive gas tracking encircling the
entire length of the right biceps brachii muscle. Surgical debridement was performed twice over the
next few days. Blood cultures grew corynbacterium and coagulase negative staphylococcus; wound
culture grew coagulase negative staphylococcus. Levofloxacin was switched to Aztreonam. Patient
continued to deteriorate, went into renal failure, and was transferred to the ICU where he was started
on vasopressors and bicarbonate drip. MRI RUE revealed severe myositis involving the biceps brachii,
coracobrachialis and pectoralis minor muscles. Patient was transferred to another hospital for possible
amputation of RUE. The patient’s condition continued to decline. Following extensive workup, patient
was diagnosed with chest and abdominal compartment syndrome requiring decompressive exploratory
laparotomy. Given the severity of his illness and poor prognosis, his family decided to proceed with
comfort care. Patient expired few hours later.
Necrotizing fasciitis and myositis (NF&M) is clinically indistinguishable from soft tissue infections (STI)
because of its rarity and lack of classic symptoms. In one report, only 21 cases of necrotizing myositis
were documented between 1900‐1985. While, only 4 cases out of 20,000 autopsies were established in
a second report. In our patient, characteristic signs and symptoms initially led us to the diagnosis of
cellulitis. However, one must always consider NF&M in the differential diagnosis when presented with
uncharacteristic symptoms such as escalating muscle pain, skin changes, and systemic toxicity. An MRI
of the affected extremity must be obtained for an early diagnosis. An early debridement along with
broad‐spectrum antibiotic coverage is the key to a better outcome.
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Abstract
Vancomycin is a glycopeptide antibiotic used to treat infections mainly caused by MRSA. Common side
effects include nausea, abdominal pain, hypotension and chills. Rare reported adverse effects are
Stevens‐Johnson syndrome, Red man syndrome and vasculitis. Thrombocytopenia is a rare side‐effect
with only a few reported cases. It can manifest as petechiae and uncommonly as a life‐threatening
bleed.
Our patient was a 55‐year‐old male who presented from a rehabilitation facility for tachycardia. He
recently was discharged from the hospital after being treated for motor vehicle accident. Chest X‐Ray
on admission showed right lower lobe opacity. Due to his recent hospitalization, there was a concern
for healthcare associated pneumonia and he was started on IV Vancomycin and Cefepime. On the day
of admission, his platelet count was 276,000. After three doses of Vancomycin, his platelet count
started to decrease while all other cell lineages remained intact. Over the next 4 days, his platelets
were down to 56,000. Vancomycin was held at that time due to high suspicion of drug‐induced
thrombocytopenia and within 48 hours of its discontinuation, the platelet count started increasing. All
other causes of thrombocytopenia were ruled out. He was on Rivaroxaban for atrial fibrillation hence
did not need heparin for DVT prophylaxis. Pantoprazole has also been associated with decrease in
platelet numbers but was never held as the patient has been chronically taking it at home. Rarely
Cefepime has been linked to thrombocytopenia in literature but it was held on the sixth day of
admission, after the platelets had already begun to increase. A few facilities have the capability to test
for antibodies against Vancomycin but we were unable to get access to such an amenity hence the
diagnosis of Vancomycin‐induced thrombocytopenia (VIT) was made clinically and by exclusion. On the
day of discharge, 5 days after discontinuation of Vancomycin, his platelet count was 213,000.
Severe thrombocytopenia is a rare but potentially life‐threatening complication of Vancomycin
therapy. The etiology is considered to be immunologically mediated as suggested by the presence of
specific drug dependent IgG and IgM antiplatelet antibodies in most patients however other
mechanisms have also been suggested in studies. Early diagnosis may be made in specialist centers
through detection of antibodies however these tests are not standardized and currently inaccessible to
most places. Hence any abrupt decline in platelet count should prompt investigation and clinical
suspicion should be high. Our patient had no other known risk factors for the development of rapid
thrombocytopenia. Use of the Naranjo adverse drug reaction probability scale indicated a probable
relationship (score of 7) between thrombocytopenia and vancomycin therapy. Platelets usually return
to pre‐treatment values after discontinuation of the drug and the median time required ranges from 4
to 17 days.
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Abstract
Inferior vena cava filter (IVCF) is widely used for patients with deep vein thrombosis (DVT) and
pulmonary embolism (PE) who are not candidates for anticoagulation which is the preferred
treatment.
The application of IVC filters seems to have decreased over the years. Many complications are
associated with IVCF including thrombosis and filter migration into the right atrium, pulmonary artery,
right gonadal vein and lumbar veins.
We present a case of anuric acute renal failure due to bilateral renal vein thrombosis from IVCF
migration.
68 years old male with a past medical history of DVT, PE with IVCF 5 years ago, diabetes mellitus,
hypertension, obstructive sleep apnea presented to the emergency department with severe back pain.
The patient started to have severe lower back, present throughout the day, constant, nonradiating and
associated with nausea and vomiting. The patient was noted to have anuria and worsening azotemia.
The patient was started on hemodialysis. Further workup revealed extensive bilateral proximal DVT on
Doppler ultrasound. Computerized axial tomography (CT) abdomen showed features of bilateral renal
vein thrombosis in the context of IVCF transverse migration occluding both renal veins. Heparin drip
was started. The patient underwent an angiogram with thrombectomy.
His kidney function and urine output started to improve and the patient was taken off dialysis.
Discussion: IVCF migration is a rare complication and was reported in a minimal number of case
reports. A previous case report showed filter migrated to a suprarenal position inside IVC causing
bilateral renal vein thrombosis causing acute renal failure. Our case showed migration of IVCF into a
transverse position within the renal veins bilaterally resulting in the renal shutdown.

Category
Name
Ahmed Elshazly
Quality
Improvement/Patient
Safety

Additional Authors
A. Elshazly, C.
Vandenburg

Program
Atlanticare
Regional
Medical
Center
(Dominik
Zampino)

Abstract Title
Quality
improvement
study to decrease
complications
associated with
the use of beta
blocker with
cocaine.

Abstract
Introduction: Cocaine abuse causes various complications including hypertension (HTN), acute
coronary syndrome, Myocardial infarction (MI), stroke, and even death.
The use of β‐Blockers (BB) with cocaine has been controversial. BB can cause unopposed α‐receptor
stimulation, resulting in HTN and coronary vasospasm (CVS). According to ACC/AHA guidelines: β‐
blockers should not be administered to patients with ST‐segment Elevation Myocardial Infarction
(STEMI) precipitated by cocaine use because of the risk of exacerbating CVS.
Methodology: 5123 patients who presented to AtlanticCare Regional Hospital between 2012‐2016
and had Urine Drug Screen positive for Cocaine (UDS‐C) were identified by retrospective chart
review. Inclusion Criteria, older than 18 years, UDS‐C. The Quality Improvement Study (QI) got
Institutional review board release. Cerebral‐cardiovascular diseases (CCVD) were compared
between the exposed and non‐exposed group. MI was detected, either by the rise in troponin with
and without ST‐segment elevation. Angina was detected by chest pain without troponin rise. HTN
was detected by BP 180/120 or above. The cerebral complication was confined to nontraumatic
brain bleed (NTBB). The use of BB in‐home medication, or in the hospital was reported. The Chi‐
square test χ2 was used for statistical analysis. For the analysis, p ≥ 0.05 and modified standardized
residuals >2 or ‐2 were regarded as statistically significant. The analysis was done by the medical
resident using SPSS.
Results: The use of BB either at home (UBBH) or hospital was associated with increased risk of
CCVD, HTN, angina, and NSTEMI.
Labetalol was found to increase the risk of HTN. Carvedilol was found to be associated with
increased risk of CCVD and HTN.
UBBH was associated with CCVD, HTN, NSTEMI, STEMI and NTBB.
Discussion: The use of BB with cocaine increases the risk of CCVD. Previous data showed safe
profile with of labetalol, however, our study showed an increased associated with HTN.
QI intervention: Our study starting a PowerChart Intervention that pop‐up when the prescriber is
ordering BB in a patient who had a UDS‐C. Another study to be done to evaluate the effectiveness
of the intervention in decreasing the above‐mentioned complications.
Limitation: data gathering was through a retrospective Charts review and there was a difference
between the study and the control group. Patients’ compliance with their home medication was
not ascertained given patient socioeconomic status and drug abuse.
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Abstract
In Disseminated Intravascular Coagulation (DIC), the process of coagulation and fibrinolysis become
abnormally activated within the vasculature, leading to simultaneous coagulation and fibrinolysis.
Clinical findings include bleeding, thrombocytopenia, prolonged PT and aPTT, low plasma fibrinogen,
elevated plasma d‐dimer, and macroangiopathic changes on peripheral blood smear. In comparison,
acquired disorders of coagulation are typically identified with a prolonged aPTT and inappropriate
elevation/normal PT level. While acquired factor inhibitors are rare, the most common reported factor
is Factor VII inhibition with a common clinical manifestation of hemorrhagic diathesis. However, there
have been few reported cases of acquired factor disorders, in particular Factor IX and XI, without
hemorrhagic diathesis.
We report a 50‐year‐old African American Male with PMH Multiple Sclerosis (MS), Hypertension, and
Hyperlipidemia who presented to the ED with a chief complaint of subjective fevers that started five
days prior. Patient’s initial vital signs reported to be T103.1F, BP 110/57, HR 108, SPo2 in the 80s on
room air. Physical examination was significant for bilateral expiratory wheezing, NSR, S1, S2,
Tachycardia. Labs were remarkable for Cr 5.56 (baseline Cr 1.4), bandemia 13, platelets 67, Lactate
1.92. Patient was empirically started on vancomycin and zosyn and was placed on emergent
hemodialysis. Patient began to deteriorate with his renal function worsening even on hemodialysis.
Furthermore, he started to develop worsening transaminitis, hyperbilirubinemia with low direct,
PTTmax >200, INR 1.6, PTmax 15.8., and fibrinogen levels <200.
With significantly high levels of aPTT disproportionate to the levels of PT and INR associated without
hemorrhagic diathesis, there was a concern if patient was actually in DIC. Initially, a Coombs test was
ordered which was negative and ruled out autoimmune intravascular hemolysis even though patient
had a high LDH and low haptoglobin. A mixing study performed failed to correct the elevated aPTT. A
circulating acquired lupus anticoagulant was ordered given his history of multiple sclerosis, which
revealed to be negative. A failed aPTT correction on mixing study and a negative lupus anticoagulant is
found to be most consistent with Factor VIII, IX, XI inhibitor. Over the course of his admission, patient
required 13 units of pack red blood cells, 8 units of Fresh Frozen Plasma, and PT/INR/PTT normalized
and required multiple broad‐spectrum antibiotics.
This patient presented for DIC but was likely to have a factor inhibitor without a prior history of
thrombosis or bleeding. The mixing study indicated the presence of an inhibitor and further testing
confirmed patient to be negative for lupus anticoagulant, suggesting a factor inhibitor. The distinction
between DIC and acquired factor inhibition is often overlooked and under reported, and it is important
to recognize the distinction in symptoms that may appear to be DIC early to quickly identify and treat
the underlying etiology.
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Abstract
Stress and fatigue management in medical students, residents, and attending physicians is one of
the most polarizing topics in graduate medical education. In 2014, the ACGME and the American
Osteopathic Association (AOA) began the process of merging into one governing body and single
accreditation system. With stress and fatigue management in mind and a goal of introducing
osteopathic manipulation to allopathic residents, we instituted the following pilot study that
incorporated topics that are the forefront of graduate medical education: single accreditation and
fatigue management. Our purpose is to evaluate the effectiveness of osteopathic manipulative
treatment (OMT) in reducing stress and fatigue in resident physicians. Osteopathic manipulation
was performed on the treatment wing of the current PGY‐1 class of allopathic residents. Total of 11
allopathic resident were split into a treatment group (experimental) and non‐treatment group
(control group). Goal of treatment group was to perform treatment sessions 1‐2x every 2‐3 weeks,
with each treatment session lasting 20 minutes. The physicians providing treatment were the
current osteopathic residents, ranging from PGY 1‐3. Participants in both the control and
experimental group were provided a pre‐ and post‐survey in order to assess the efficacy of OMT in
alleviating stress and fatigue in residents. We utilized the Epsworth Sleepiness Scale (ESS) and
Perceived Stress Scale (PSS). In regards to ESS, Mean Score of 9.4 in the pretest compared to the
post‐test mean score of 9.2 in the experimental group (P=0.94). The control group had an increase
in ESS scores from the pretest to the posttest, however was not statistically significant (P=0.65). In
regards to PSS, mean score of 22 in pretest compared to posttest mean score of 13.6 .Of the
participants in the experimental group, all reported PSS scores less than 20, indicating less
perceived stress (P=0.0062)**. Control group had a slight increase in PSS scores (P=0.81). Our data
demonstrates that OMT can significantly reduce the stress and improve resident physician
wellness. Our study supports the importance and benefit of utilizing OMT in stress and fatigue
management in residency programs as we move forward with a single accreditation system and
unified graduate medical education. Importantly, our study supports the effort to introduce
osteopathic theory and principles to allopathic physicians
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Abstract
Diarrhea in healthy adults is mostly a self‐limiting illness likely secondary to viral disease. Any persistent
diarrhea, especially in healthy adults warrants a further investigation. Diarrhea along with febrile illness
is likely to be from infectious etiology, and sometimes can be an initial presentation of inflammatory
bowel disease (IBD). We report an interesting case of a young girl who presented with persistent
diarrhea, rash and febrile illness.
A healthy 23 year old female presented to our ED with nausea, vomiting, diarrhea, and intermittent
fevers for one month. She traveled to Tennessee for a month for Military Training school where she
developed these symptoms. She complained of crampy lower left quadrant abdominal pain
accompanied by 5‐15 episodes of mucoid to watery diarrhea per day. During this one month, she
reported unintentional weight loss and loss of appetite. Prior to presentation, she was treated in
Tennessee with IV Doxycycline and had extensive workup which was inconclusive. Given her persistent
symptoms despite antibiotics, she presented to our hospital located in her hometown. Laboratory
testing was significant for leukocytosis, Clostridium toxin and antigen positive, and fecal occult blood
was positive, along with significantly elevated ESR and CRP. A computed axial tomography (CT) of the
abdomen and pelvis showed moderate thickened wall extending from the ascending colon to the
rectum. Initially she was treated with IV Metronidazole, and showed improvement of symptoms and
was transitioned to oral Metronidazole. Initially, she was able to tolerate PO but then had a relapse of
symptoms with new erupting lesions on her right lower extremity, which were nodular bluish‐purple in
appearance, about 5 centimeters in diameter, and tender to touch. At this time, she was switched to
oral Vancomycin. Over the next few days, more lesions appeared on her arms with none noted on her
torso area. Flexible sigmoidoscopy revealed diffuse severe inflammation throughout the colon
secondary to colitis with biopsies revealing crypt abscesses. She was subsequently started on IV
steroids and mesalamine, and had significant improvement of her symptoms including resolution of her
nodular lesions.
C. difficile can sometimes mimic but can also precipitate an IBD flare. Although, our patient was initially
being treated for infectious etiology of colitis, the relapse of symptoms on antibiotics, and appearance
of Erythema nodosum led us to suspect she may also have concomitant IBD. Erythema nodosum is the
most common manifestation of IBD but only found in 1.9% of females. Erythema Nodosum lesions
usually occur during flareups and treatment of flareups can lead to remission of lesions.
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Abstract
GBS is an immune mediated polyneuropathy that presents acutely with a paralyzing illness provoked by
an antecedent infection. By molecular mimicry the infection creates immune response in the host that
results in demyelination of the peripheral nerve. Diagnostic features include progressive weakness of
legs initially ascending upwards to arms along with decreased reflexes. The intensity can range from
weakness to total paralysis. A well‐known cause is of Campylobacter Jejuni infection. Cytomegalovirus,
Epstein‐Barr virus (EBV), human immunodeficiency virus (HIV), and Zika virus have also been associated
with GBS. Here we report a case of an antecedent infection with EBV induced GBS. An 81‐year‐old
female presented with sudden weakness in her legs along with ascending paralysis and areflexia.
Pertinent history included a flu like episode a month prior, which resolved on its own. Her sick contact
included her grand‐daughter who was tested positive for EBV few weeks ago. Physical exam revealed
normal cranial nerves exam, except for mild ophthalmoplegia, 2/5 motor strength in right upper
extremity, 2/5 motor in the left upper extremity and 3/5 motor strength in lower extremity, along with
areflexia in both upper and lower extremities and decreased grip strength. On further evaluation, CT
scan of the head showed no bleed, intracranial mass or infarct. MRI Brain showed no focal or acute
intracranial abnormality or any signs of stroke. MRI of the spine showed no disc herniation or spinal
stenosis and CSF studies were WNL with no elevated protein. Serologic test was positive for EBV, with
EBV ab VCA IgG w>600, EBV early Ab IgG:22.7 and EBV Nuc Ab IgG: 430, which were all elevated. We
started treating the patient for her progressive ascending weakness likely 2/2 to GBS. Patient was
treated with IVIG 0.4G/kg for 5 days with significant improvement in her paralysis, returning back to
her baseline functionality. A case‐controlled study in Netherlands evaluated 308 patients with 16
different infectious agents and the multivariate analysis showed that in GBS patients’ infections with C.
Jejuni (32%), CMV (13%) and EBV (10%) were significantly more frequent than in controls. The exact
mechanism for EBV induced GBS is not known, however Infection with C. Jejuni can generate
antibodies to specific gangliosides, including GM1, which are strongly associated with demyelinating
polyneuropathies. Given this evidence it is likely that EBV induced infection might be generating
antibodies against the gangliosides and by molecular mimicry inducing acute demyelinating
polyneuropathies like GBS in the host. Hence this Case draws a unique attention to patients presenting
with acute demyelinating polyneuropathies. A differential diagnosis of a viral etiology like EBV should
be kept in mind besides the classic C.Jejuni infection.
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Abstract
This is a case of a 61‐year‐old female with past medical history of schizophrenia and hypothyroidism
who was admitted to our hospital with severe left eye swelling with confluent morbilliform skin
eruption and puritus secondary to carbamazepine induced drug reaction. She was found to be initially
febrile at 101.1, she did have eosinophilia at 16.9 as well as elevated ALT 87, ALP 234 and GGT 593. She
had started taking carbamazepine 200mg BID one week prior to presentation.
During the course of admission, the patient's symptoms improved. Her left eye swelling and skin
changes had completely resolved after discontinuing carbamazepine and she was discharged to follow‐
up with her psychiatrist.
There have been reported cases of carbamazepine induced toxicity. In one study, there were six serious
cutaneous reactions in 9,738 new carbamazepine users. Recognizing carbamazepine‐induced DRESS
syndrome early is important to guide management in discontinuing the medication early on before
development of further organ damage.
In our patient, her symptoms started improving twenty‐four hours after discontinuing carbamazepine.
Within forty eighty hours, her left eye swelling had completely resolved.
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Abstract
Duodenal diverticula occur in up to 22% of the population with an increased incidence amongst the
elderly. The majority are asymptomatic, however on rare occasion they have been demonstrated to
compress the hepatobiliary and pancreatic ducts. This compression can result in obstruction and
strictures within the biliary tree resulting in hepatobiliary and pancreatic disease.
The case presented is a 90 year old female with a recent hospitalization for unexplained pancreatitis
and surgical history of cholecystectomy ten years prior. She presented with altered mental status and
septic with a temperature of 102.6 and a leukocytosis of 19.8. The cause for her sepsis was unknown as
chest X‐ray and urinalysis obtained in the emergency department revealed no obvious infection. During
her admission for acute pancreatitis one month prior, Magnetic Resonance Cholangiopancreatography
(MRCP) performed demonstrated dilation in the hepatic and common bile ducts (CBD), with the CBD
measuring up to 1.8 cm in diameter. Upon visualization of the biliary tree, there was no evidence of
cholelithiasis or masses within the bile ducts. Additionally, a duodenal diverticulum adjacent to the
major papilla measuring 4.2 cm in diameter by 3 cm in height was discovered. In the setting of acute
pancreatitis and lack of evidence of obstruction on MRCP, the decision was made to defer Endoscopic
Retrograde Cholangiopancreatography (ERCP) for outpatient. However, the patient did not return for
follow‐up and her symptoms of abdominal pain recurred. She became ill, quickly decompensated and
was brought to the emergency department. Given her recent unexplained pancreatitis and MRCP
findings, hepatic panel and bilirubin were ordered. Results were consistent with biliary obstruction with
a direct hyperbilirubinemia and transaminitis. Treatment for cholangitis was initiated and ERCP was
performed. ERCP revealed a single area of severe stenosis in the lower third of the CBD measuring
40mm in length. Again noted was marked dilation in the biliary and hepatic ducts and a large
periampullary diverticula. A sphincterotomy was performed as well as ballooning and stent placement
at the level of the CBD stricture. Cells of the stricture were sent for cytology which returned negative
for malignancy. Endoscopic ultrasound was also performed to evaluate for pancreatic malignancy; no
pancreatic masses or suspicious lesions were visualized. After stent placement and medical therapy for
cholangitis, the patient improved and returned to her baseline mentation.
This case is unique as both pancreatic and hepatobiliary complications of periampullary diverticula
occurred. Pancreatitis, Lemmel’s syndrome and cholangitis were all sequela of the diverticula.
Considering periampullary diverticula as the etiology of obstructive biliary disease in cases without
evidence of cholelithiasis or pancreatic malignancy is pertinent in early diagnosis and appropriate
treatment of this condition. Stent placement, and in certain situations surgery, are definitive treatment
options for symptomatic periampullary diverticula.
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Abstract
Deep venous thrombosis occur in the setting of multiple risk factors, classically Virchow’s triad. We
describe a unique occurrence of multiple rare predisposing factors for DVT (deep venous thrombosis),
and its persistence despite anticoagulation therapy.
The patient is a 28 year old G4P3013 female with a past medical history of first term spontaneous
abortion and thrombocytopenia during pregnancy who presented at 10 weeks gestational age (GA)
with worsening right thigh swelling and pain of two days duration. A venous ultrasound performed in
the emergency department revealed a DVT in the right iliac and femoral veins. Therapeutic
anticoagulation was initiated with heparin and serologic studies were sent to evaluate for
hypercoagulable disorders. She was transitioned to Lovenox which was to be continued until 36 weeks
GA; however, at 32 weeks GA she went into preterm labor. The delivery was uncomplicated and
Lovenox was resumed. Despite compliance with her anticoagulation regiment for six months, a repeat
ultrasound performed one month postpartum demonstrated a persistent and worsening iliofemoral
DVT. More concerning, she now described what appeared to be phlegmasia alba dolens with episodes
of white discoloration of her lower leg and worsening of her swelling; the swelling now extended to her
foot with associated paresthesia in her toes. Given her symptoms, the decision was made to intervene
on her DVT. Venogram and catheter guided mechanical thrombectomy were performed by
interventional radiology with findings of May Thurner syndrome (MTS) of the right iliac vein and
extensive acute on chronic thrombus involving the iliac, femoral and popliteal veins. Resolution of the
thrombus was a challenge given the chronicity and extent of her DVT. She was continued on tPA and
heparin infusion in between each attempt, which resulted in successful restoration of the venous
lumen after the third thrombectomy attempt.
Serological testing during pregnancy yielded positive screening results for Antiphospholipid Syndrome
(APS) with positive Lupus Anticoagulant and IGG cardiolipin. Repeat testing after 12 weeks of initial
screening was required for confirmation of APS.
This case is a unique presentation of the relatively common DVT. Our patient was found to have
undiagnosed APS during pregnancy and an anatomic vascular anomaly, MTS; both of which are
independent risk factors for DVT. MTS and APS are rare occurrences with an incidence of 3‐5% in APS
and 3% in MTS. The likelihood of both occurring simultaneously is even more uncommon. The
combinatorial effects of pregnancy, APS and MTS likely contributed to the persistence of her DVT. In
addition to lifelong anticoagulation for APS, the patient will require a vascular stent as a repeat
ultrasound performed three weeks after thrombectomy revealed recurrence of her DVT. Mechanical
complication of MTS over anticoagulant failure was likely responsible for the recurrence.
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Abstract
Vancomycin is a powerful glycopeptide antibiotic which is the mainstay of therapy against MRSA. Side
effects include mild local phlebitis and skin rash to severe complications like Red Man Syndrome (RMS)
and anaphylaxis. There have been a few reported cases of heart block with anaphylaxis but from causes
other than vancomycin. We present a rare case of complete heart block after administration of the
before‐mentioned antibiotic.
Our patient was a 44‐year old female who was brought to the hospital after being found acting
bizarrely in public. She was alert and following commands but was not oriented hence could not
provide any history. She was in sinus tachycardia with a heart rate of 120, blood pressure was 95/58
and had leukocytosis of 15,400. Due to concern for possible sepsis, IV Vancomycin and
Piperacillin/Tazobactam were started. After ten minutes of starting IV Vancomycin, the patient stated
that she was not feeling well. She became lethargic within minutes, her blood pressure dropped to
systolic of 70s and her heart rate slowed down to 50s. Her breathing became labored, started foaming
at the mouth and became unresponsive. On physical examination, there was no erythema or flushing
but she had wheeze all over her lung fields bilaterally and was immediately intubated. Stat EKG
revealed complete heart block at a heart rate of 41 and intramuscular epinephrine was administered
while transcutaneous pacing was started at a set rate of 60 bpm. After a few minutes of administering
epinephrine, heart rate increased to 110 and blood pressure improved to 100/70. Repeat EKG revealed
sinus tachycardia at a rate of 105 without any ischemic changes and pacing was withheld. She was
worked up to find the cause of shock but everything came out negative. Over the next 12 hours, patient
remained stable on mechanical ventilation. Cardiac echocardiogram did not reveal any abnormality
either. In the morning, patient passed weaning trial and was successfully extubated. She was alert and
oriented and, unfortunately later the same day, decided to leave against medical advice and was lost to
follow up.
Anaphylaxis after vancomycin administration is a life‐threatening adverse effect. RMS can also result in
hypotension thus making it difficult to distinguish from anaphylaxis. It is in cases like these where
response to treatment confirms the diagnosis. The timing of her symptoms after administration of
vancomycin and the improvement after epinephrine makes vancomycin‐induced anaphylaxis as the
most probable diagnosis. Other causes like cardiac ischemia, electrolyte abnormality and drug induced
AV block were ruled out. There have been a few reported cases of heart block with anaphylaxis
secondary to other etiologies but, to our knowledge and research, there have been no reported cases
of vancomycin associated complete heart block with anaphylaxis.
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Abstract
Prevalence of a left atrial (LA) clot in patients with atrial fibrillation is well known and is a significant risk
factor for thromboembolism. It is the predominant cause of cerebrovascular accidents in this
population. Trans‐esophageal echo (TEE) remains the gold standard for detecting LA thrombus.
Effectiveness of novel oral anticoagulants (NOACs) is well established in prevention of LA clot formation
and decreasing the incidence of a subsequent cerebrovascular event. However, their role is still under
investigation in the treatment of an existing LA clot. There have been reports suggesting comparable
results of NOACs to Coumadin in treatment of these cases. Even in such reports, Apixaban has been
shown to be the most beneficial of all NOACs. We bring forward a case where apixaban failed to
resolve a LA clot even after 12 months of treatment.
Our patient was a 60‐year old male who presented to his cardiologist’s office with complaint of
shortness of breath. He had a past medical history of morbid obesity, hypertension and smoking. EKG
showed a new onset atrial fibrillation. He was started on metoprolol succinate and apixaban. A
transthoracic echocardiogram (TTE) was scheduled for later that week however his symptoms
worsened and was hospitalized after a few days for congestive heart failure. TTE on the day of
admission showed an ejection fraction of 20‐25% with severe enlargement of left atrium. Cardiac
catheterization showed normal coronaries. Patient then underwent a TEE which showed a left atrial
appendage clot, hence he could not be cardioverted. On discharge, he was instructed to resume his
apixaban and metoprolol. About a year later when he was seen at the office for a routine visit, he was
recommended to have a repeat TEE with cardioversion for his atrial fibrillation. Patient reported
compliance with his medications. But TEE showed persistence of the clot in the left atrial appendage.
He was then switched from Apixaban to Coumadin which was continued for 6 months. He was
reevaluated with another TEE which showed complete resolution of the clot.
Atrial fibrillation is commonly associated with LA thrombus and thromboembolism. Its detection rate
among patients taking NOACs is comparable to patients on Coumadin however Apixaban has been
shown to be the most effective of the NOACs. There have been case reports of resolution of LA clots
with Apixaban which were resistant to Coumadin and Dabigatran. There have also been reports of
NOAC failure in such patients but the duration of therapy rarely exceeded 4‐6 weeks. This case
highlights the need for high quality clinical trials to study the usefulness of NOACs in the management
of LA thrombus.
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Abstract
Background: Diabetic ketoacidosis (DKA) is a severe but common complication of diabetes mellitus
(DM). The annual incidence of DKA from population‐based studies is estimated to range from 4 to 8
episodes per 1,000 patient admissions with diabetes. Usually, in DKA, hyperglycemia increases the
serum osmolarity, leading to the shift of H2O into the extracellular space causing hyponatremia.
However, DKA can present with hypernatremia caused by excessive hypotonic fluid loss due to osmotic
diuresis. (3) The current case report is an uncommon presentation of DKA with severe hypernatremia.
Case Report: A 68year old woman with diabetes mellitus type 2, pancreatic adenocarcinoma, and
treated invasive ductal carcinoma of breast presented to the emergency room with altered mentation.
On exam she was lethargic, responsive but not verbal. Vitals were 96.2°F, Heart rate 100beats/minute,
Respiratory rate 22 cycles/minute, Blood Pressure 96/63mm/Hg. Initial relevant labs included a blood
glucose (BG) 609mg/dL, urine positive for ketones, pH 6.970, serum sodium (Na+) 156MMOL/L
corrected for hyperglycemia to 164 MMOL/L, serum potassium 4.6 MMOL/L, bicarbonate (HCO3‐) 6
MMOL/L, and serum osmolarity 374. The patient was admitted to the ICU started on an insulin drip
after fluid resuscitation with 30ml/Kg normal saline (NS) and maintained on 45% NS with 20mEq of KCl.
Repeat labs showed worsening of acidosis and hypernatremia. She was continued on insulin drip till her
acidosis improved and AG was closed. However the hypernatremia persisted at (Na+ 166 MMOL/L).
Total body water (TBW) deficit was calculated to be at 5.2L which was corrected through 1L D5W bolus
and the rest through D5W‐0.5%NS at 200ml/hr. The sodium dropped steadily to 158 MMOL/L on day 2
and then 152 MMOL/L on day 3, but never more than 8 MMOL/L in a single day. Patient’s mentation
was back to baseline on day 4. She was transitioned to long acting insulin after she was able to take
oral feeds.
Discussion: Most patients with DKA are mildly hyponatremic as increase in plasma osmolality created
by hyperglycemia pulls water out of the cells, and this reduces the plasma Na+ concentration. There are
very few reported cases of DKA with hypernatremia as per our literature review. Likely mechanism
being the extreme hyperglycemia leading to worsening of the osmotic diuresis with increase in loss of
free water and electrolytes and subsequent dehydration. When water loss is greater than sodium,
hypernatremia is likely to result. In these scenarios, it is important to calculate free TBW deficit and
correct the hypernatremia with appropriate fluids. Constant laboratory monitoring and choice of fluids
are of paramount importance which improved the outcomes and prevented neurological sequelae in
this patient.
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Abstract
C3GN is a rare form of glomerulonephritis with a prevalence of 2‐3 person per one million people.
C3GN is caused by excessive activation of alternative complement pathway, resulting in the deposition
of multiple complement components in the glomerulus of the kidney. Normally the alternative
pathway is tightly regulated. In patients with C3GN, C3 convertase is increased and there is an
excessive activation of alternative complement pathway. The activity of C3 convertase is increased
either by generation of C3NeF or loss of functional factor H activity, that normally inhibit C3
convertase. As a result, a C3 mutation leading to functional factor H deficiency has been described in
C3GN. Patients with C3GN have proteinuria in nephrotic range with hematuria. Patients also have
decreased serum C3 levels with normal C4 levels. The patient also presented with azotemia with renal
insufficiency and hypertension. We present here a 35‐year‐old male with a history of cocaine and
heroin abuse who presented with generalized anasarca, hypertension, azotemia, hypoalbuminemia
with serum albumin 1.1, creatinine of 3.5, GFR of 20 ml/minute with acute renal failure and severe
hypokalemia 1.6 mEq. Urine analysis was positive for cocaine, heroin with a large amount of blood,
proteinuria, elevated leukocytosis and high hyaline cast. The patient also had elevated troponin: 0.275,
BNP:1391, CK‐MB 20.09, CPK 7566. Patient had a low C3 and a normal C4. Hepatitis panel was non‐
reactive along with a negative HIV screening test. Auto‐immune work up with MPO ab, PR‐3ab, p‐ANCA
was negative. Anti‐Centromere and Anti‐Nuclear abs were also negative. The patient also had an
elevation of Kappa and lambda LC without an M Spike secondary to renal insufficiency. Light
microscopy revealed an MPGN with rare crescents and moderate arteriolar hyalinosis, along with
decreased C3 and Normal C4 giving a picture of C3GN. Electron microscopy (EM) done at Johns Hopkins
University revealed subendothelial and mesangial deposits, without any sub‐epithelial or
intramembranous deposits, which is one of the classic presentation of C3GN on EM. C3GN is an
uncommon disease and there are no randomized trials for therapeutic decision and most treatment is
low‐quality evidence from case series secondary to its very low prevalence. In our patient, the renal
function was declining rapidly and with crescentic glomerulonephritis. Retrospective cohort study in 60
patients with C3GN showed therapy with glucocorticoids in combination with either cyclophosphamide
or mycophenolate mofetil was found to be effective. All patients with C3GN should also have a strict
anti‐hypertensive therapy along with treatment of dyslipidemia to decrease cardiovascular risk.
Prognosis is poor in this patients with 17% developing ESRD with a median of four years.
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Abstract
Proton Pump Inhibitors (PPIs) continue to be the standard for treating gastric acid‐related disorders in
the United States. In the literature, PPI use has been associated with increased risk of hip and spine
fractures, however, fracture risk at other bone sites have not been well documented. Non‐traumatic
upper extremity fractures related to throwing motions are reported infrequently in the literature. We
present a relatively rare case of humeral fracture without external trauma in a young, healthy weekend
warrior who was treated with chronic PPIs.
Case: We report a case of a 32‐year‐old healthy male who presented to the Emergency Department
(ED) for evaluation of right elbow pain during a weekend dodgeball game. His background medical
history was significant for chronic heartburn, for which he was being treated with omeprazole over the
last 4 years. The reported injury occurred while making an over‐head throwing motion after which he
heard a loud “pop”, and immediately experienced. He denied any external contact to the arm during
the throwing motion or any prior history of injury. Physical examination revealed a limited range of
motion restricted by pain, normal sensation, and pulses. Right upper extremity radiography
demonstrated a commuted displaced angulated fracture of the right distal humerus. CT scan of the
right upper extremity confirmed these findings. Laboratory studies revealed a low‐normal serum
Vitamin D levels, however, serum calcium, thyroid‐stimulating and intact parathyroid hormones were
unremarkable. After orthopedic evaluation, he underwent Open Reduction Internal Fixation (ORIF) and
PPI was discontinued at discharge. At 4 months follow up post‐injury, the fracture was completely
united and range of motion of both the elbow and shoulder were normal.
Discussion: PPIs are among the most widely prescribed drugs in the United States for managing gastric
acid‐related disorders, such as gastroesophageal reflux disease and peptic ulcer disease. Over the
years, concerns have been raised about the potential adverse effects of chronic PPI use, which includes
fractures, iron and vitamin B12 malabsorption, interstitial nephritis, hypomagnesemia, and infections.
The mechanism of chronic PPI associated fractures remains unclear, however, it has been suggested
that chronic PPI use can affect calcium absorption, bone mineral density (BMD), bone metabolism, and
increase bone fragility and histamine release. We presented a relatively rare case of humeral fracture in
an adult, for which we believe was associated with chronic use of PPI. It has been shown in the
literature there is an increased risk of fracture associated with daily exposure of PPI for at least six
months. Therefore, it is highly important that physician prescribing PPI’s should do so with caution to
young adults even if they lack risk for fractures.
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Abstract
Posterior reversible encephalopathy syndrome (PRES) is a rare clinical and neuro‐radiological diagnosis
that requires the understanding of the condition. PRES should be considered in patients with acute
neurological symptoms in the appropriate clinical context, such as eclampsia, blood pressure
fluctuations, renal failure, blood transfusion, immunosuppression, and autoimmune disorders. The
hallmark of PRES is the reversible lesions, best appreciated as posterior cerebral white‐matter
vasogenic edema on T2‐weighted MR Imaging especially on FLAIR sequencing. As the name denotes,
PRES is a reversible condition, therefore, understanding the pathophysiology of PRES is helpful in
making an early diagnosis and selecting appropriate therapies to improve its clinical course and
outcome. Without this, PRES patients can progress to ischemia, hemorrhage leading to permanent
neurological disability.
Case: We present the case of a 72‐year‐old female who presented for new onset seizure. Her medical
history was significant for hypertension, for which she was being managed with Hydrochlorothiazide
and Lisinopril. She was brought in to a local hospital after her husband witnessed a "seizure‐like"
activity associated with confusion. Her initial blood pressure was 205/113 mmHg. An emergent CT of
the brain was unremarkable. She was evaluated by Tele‐Neurology who recommended a transfer to a
Neuroscience Institute for further management. On arrival, she had another seizure episode for which
she was treated with Lorazepam, a load of Levetiracetam and required intubation and mechanical
ventilation due to hypoxic respiratory failure. A CT Angiography of the Head and Neck and CT Perfusion
Analysis were both unremarkable for an acute stroke. An urgent MRI of the brain showed an abnormal
signal with enhancement in the posterior circulation as well as the posterior parietal lobes and portions
of the frontal lobes, confirming the diagnosis of PRES. In the Neuro‐Intensive Care Unit (NICU),
Labetalol, Hydralazine, and Lisinopril were used to achieve a gradual reduction in blood pressure (BP)
to a target of < 140/90 mmHg. Over the next few days, she made a remarkable recovery with complete
resolution of her symptoms. A repeat MRI 1 week later showed resolution of the previously noted
PRES.
Discussion: PRESS is a rare entity which presents clinically with a headache, confusion, altered mental
status, lethargy, cortical blindness, seizures, and focal neurological deficits accompanied by a classic CT
or MR imaging pattern. Seizures are a common presenting manifestation of PRES, however, it rarely
leads to chronic epilepsy. We reported a case of PRES in a previously healthy woman due to her
uncontrolled hypertension. This case emphasizes the need for early recognition by clinicians in order to
select appropriate therapies to improve its clinical course and outcome. Most cases are fully reversible
with aggressive treatment with antihypertensive agents, hydration, anticonvulsant agents and treating
the underlying cause.

Category
Clinical
Research

Name
Chinelo Okigbo

Additional Authors
Jessica Roeske, Hafsa
Tariq, Lydia Ayad

Program
Atlanticare
Regional
Medical
Center
(Dominik
Zampino)

Abstract Title
Prevalence,
Predictors, and
Consequences of
Outpatient Clinic
Appointment
Noncompliance in
an Internal
Medicine Clinic

Abstract
Background: Clinic appointment noncompliance (also termed appointment no‐show) is a common problem
in health care systems. The prevalence of appointment noncompliance in the outpatient settings in the
United States ranges from 15‐45% per year. These no‐shows disrupt patient care, affect clinical outcomes,
increase health care cost, and lead to missed learning opportunities for internal medicine residents.
Research suggests that appointment no‐show rates are higher in clinics that serve low‐income communities.
Thus, this project aimed to estimate the prevalence, predictors, and consequences of appointment no‐show
and to develop a no‐show prediction scoring system in an Internal Medicine clinic that serves an
uninsured/underinsured population.
Methods: This is a retrospective cohort study that used administrative and medical records data of all
scheduled appointments between July 1, 2015 and June 30, 2016. The primary outcome variable was an
appointment no‐show that was a binary variable that assessed whether a scheduled appointment was
attended or not. There were two secondary outcome variables: a) emergency department (ED) visits and b)
inpatient hospitalizations. These categorical variables measured the number of ED visits or inpatient
hospitalizations that occurred among patients with scheduled appointments within the study period. The
exposure variables were patient‐related, provider‐related, and practice‐related variables. Logistic regression
models were used to assess the association between appointment no‐show and the exposure factors.
Multinomial regression models were used to assess the relationship between appointment no‐show and the
secondary outcome variables controlling for the exposure variables. A prediction model was developed.
Ethical approval was obtained from the Geisinger Institutional Review Board.
Results: Of the 7338 scheduled appointments contributed by 2099 patients within the study period, 1869
appointments were unattended – an appointment no‐show prevalence rate of 25%. The prevalence of
appointment no‐show was also 25% among patients with two or more ED visits and 26% among patients
with two or more inpatient hospitalizations. Multivariate regression analysis revealed that the statistically
significant (p<0.05) positive predictors of appointment no‐show were: a) patient‐level factors: younger age,
Black and Asian race, uninsured, unemployed, tobacco use, illicit drug use, alcohol use, and same zip‐code
residence; and b) practice‐level factor: appointment lead‐time. However, provider level of training was
negatively associated with appointment no‐show (p<0.05). Appointment no‐show increased the risk of at
least two ED visits and inpatient hospitalizations within the study period by 25% and 43% respectively
(p<0.05). An appointment no‐show prediction score has been developed and is being used to assign risk of
appointment no‐show score to all scheduled appointments. An intervention to reduce the risk of
appointment no‐show is being implemented among patients with high propensity for no‐show.
Conclusion: Reducing the prevalent appointment no‐show in our Internal Medicine clinic will ensure
continuity of care, reduce health care cost, and improve the graduate medical education.

Category
Clinical Vignette

Name
Blessing Osondu

Additional Authors
John Oghene, Chinelo
Okigbo, Muhammad
Sohaib

Program
Atlanticare
Regional
Medical
Center
(Dominik
Zampino)

Abstract Title
The Role of iIsulin
Infusion in the
Management of
Hypertriglyceridemia‐
iIduced High Anion
Gap Metabolic
Acidosis (HAGMA).

Abstract
Severe hypertriglyceridemia is a cause of acute pancreatitis. Acute pancreatitis in a diabetic patient
can trigger diabetic ketoacidosis (DKA) – a high mortality complication of Diabetes Mellitus (DM).
Hypertriglyceridemia, which is common in DM type 2 can also cause anion gap metabolic acidosis.
Thus, a culmination of hypertriglyceridemia‐induced anion gap metabolic acidosis (HAGMA) in the
setting of hypertriglyceridemia‐ induced acute pancreatitis leading to DKA in a diabetic patient can
result in HAGMA with grave morbidity and mortality.
We present a case of a 46‐year‐old male who was admitted with complaints of abdominal pain. His
history was significant for long standing DM Type 2, Hypertension, and Hyperlipidemia. He presented
to the emergency department (ED) with complaints of severe sharp abdominal pain of two days
duration, associated with nausea and vomiting. He denied any fever, chills, diarrhea, constipation,,
recent viral illness, or any recent alcohol binges. He acknowledged that he was not compliant with his
medication or adherent to the recommended low fat/low carbohydrate diet.
In the ED, physical exam revealed a blood pressure of 140/86 mmHg, Pulse 119, RR 18, Temp 97.8,
SpO2 99% on 2L oxygen via nasal cannula. His oral mucosa was dry, with malodorous breath, and had
epigastric tenderness on palpation. Initial laboratory finding revealed a bicarbonate 17, anion gap
37.2, WBC 12.6, triglycerides 3474 and HbA1c 11%. Urinalysis was positive for glucose and ketones.
Arterial blood gas showed a pH 7.36, PCO2 30.4, PO2 88.3, HCO3 16.8 with a lactate 0.81. CT Scan of
the abdomen and pelvis showed inflammatory changes around the pancreas suggestive of acute
pancreatitis. The patient was admitted to the progressive care unit where he was aggressively fluid
resuscitated, started on insulin infusion, and his electrolytes were replaced. Within 72 hours, his
HAGMA resolved and triglyceride levels trended down to near normal levels. He was later
transitioned to basal/bolus insulin and was subsequently discharged.
We report a case of hypertriglyceridemia, a cause of HAGMA in a patient who was admitted for
severe epigastric pain. Lipolysis of triglycerides produces 3 palmitate, 3 hydrogen ions and glycerol.
The H+ may titrate out HCO3 leading to a subsequent decrease in pH and metabolic acidosis. Co‐
enzyme A in the plasma can react with excessive free fatty acids which are formed from increased
hydrolysis of triglycerides and can undergo increased ketogenesis in the mitochondria causing
persistent HAGMA. Insulin treatment can reduce triglyceride levels by activating lipoprotein lipase
and chylomicron breakdown. Medications such as fenofibrate and omega‐3 fatty acids are used to
lower triglyceride level; however, they failed to substantially lower triglyceride level and HAGMA in
our patient. Reducing severe hypertriglyceridemia using immediate insulin infusion can treat HAGMA
and prevent the onset of acute pancreatitis in patients with DKA.
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Abstract
Pulmonary embolus (PE) is a common cause of sudden death, and forensic pathologists are not
unaccustomed to being the first to diagnose a PE in a patient post‐mortem. The risk factors for the
development of PEs are broad and can include advanced age, use of oral contraceptives, smoking,
obesity, a sedimentary lifestyle, post‐surgery or post‐injury, pregnancy, malignancies, factor V Leiden,
prothrombin mutations, and anticardiolipin antibodies. In the literature, there is an increased risk of
venous thromboembolism (VTE) in patients treated with conventional antipsychotic drugs.
Antipsychotic medications such as Clozapine are known to carry sedating effects and weight gain, which
can lead to a more sedentary lifestyle, thus creating predisposing conditions for VTE. We report the
case of a patient who developed a pulmonary embolism after starting treatment with olanzapine.
Case: We report the case of a 58‐year‐old Male who presented to the emergency department (ED) for
shortness of breath, and syncope. His background history was significant schizophrenia, and Bipolar
disorder, for which he was being treated with Divalproex, Fluoxetine, Fluphenazine, and Olanzapine. He
was brought in for evaluation after having multiple episodes of syncope and shortness of breath, which
became progressively worse at rest and with exertion. In the ED, his pulse was 110, Blood pressure was
133/83 mm Hg, temperature was 99.7 and oxygen saturation was 98% on 2 L nasal cannula. Initial
laboratory results were showed elevated troponin at 0.09. EKG revealed an inverted T waves in the
inferior leads and abnormal T waves in the anterior leads. Chest x‐ray was unremarkable. CT
Angiography scan revealed the presence of bilateral pulmonary embolism. Doppler ultrasound of the
lower limbs showed no deep venous thrombosis. He was started on heparin infusion and later switched
to oral anticoagulation with Apixaban prior to discharge. A full coagulopathy workup did not reveal any
abnormality. A repeat CT Angiography of the chest 12 weeks later revealed complete resolution of
bilateral pulmonary emboli.
Discussion: Thrombotic events have been associated with antipsychotic medications, although the
incidence, predisposing factors, and biological mechanisms associated with these events are subject to
debate. Clozapine, a close relative of olanzapine, has been implicated as an independent risk factor for
developing a PE. Therefore it can be suggested that the relationship between olanzapine and the
development of PE may follow the same mechanisms as those proposed for Clozapine. We report the
case of a 58‐year‐old male who was admitted for pulmonary embolism likely induced by daily use of
olanzapine 20mg. It is highly important to identify psychiatric patients at risk of VTE and consider close
monitoring and employing prophylactic measures like those used by medical and surgical units to
minimize their risk.
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Abstract
Cutaneous collagenous vasculopathy (CCV) is an idiopathic condition in which capillaries become
dilated and surrounded by thick perivascular deposition of hyaline‐like materials affecting superficial
dermal blood vessels. This condition was first described in 2000 and there have been 34 reported cases
since 2017. Patients typically present with asymptomatic, symmetrical, blanchable, pinkish red
macules, petechiae or telangiectasias. The rash starts on the lower extremities and extends to the
upper extremities, abdomen and torso while sparing the face, mucosa and nail beds. CCV is clinically
similar to generalized essential telangiectasia and requires a histopathological diagnosis to prove
otherwise. The etiology remains unknown, however it is presumed to be caused by a genetic defect
that alters collagen production in skin microvasculature.
We present the case of a 47 year old male with a history of hypertension, dyslipidemia, gout, and
chronic pain who complained of a diffuse, telangiectatic rash for more than 10 years. The rash was
present over his extremities, torso and back and extended up to his neck, sparing the face. The rash
was described as blanching telangiectasias that were significantly tender to palpation. He underwent a
full work up for connective tissue diseases including ANA, c‐ANCA, p‐ANCA, ds‐DNA, SSA, SSB, anti‐CCP,
anti‐centromere, anti‐smith, and TTG IgA all of which were negative. An initial biopsy in 2012 was
suggestive but negative for scleroderma. He was treated symptomatically with corticosteroids without
improvement and was subsequently referred to dermatology for further workup. A repeat biopsy five
years later revealed cutaneous collagenous vasculopathy with overlapping features of telangiectasia.
This was was likely attributed to a genetic defect causing alteration in collagen formation with possible
autoimmune process component. PAS staining showed thickening of the walls of the superficial blood
vessels. The patient had a negative direct immunofluorescence for IgG, IgA, IgM, C3 and fibrinogen. He
was started on hydroxychloroquine and has had little improvement in his symptoms.
The exact pathogenesis of CCV continues to remain unknown. There are no known triggers or inciting
factors related to the disease. Several cases have been linked to pre‐existing autoimmune conditions
including diabetes mellitus, Raynaud's disease, psoriasis, discoid lupus erythematous, and
hypothyroidism. Biopsies will show thickening of capillary walls characteristic of CCV. This illustrates the
importance of obtaining a biopsy and even a repeat biopsy as cases may be underdiagnosed or
mistaken for other conditions. It is crucial to differentiate CCV from similar vasculopathies to ensure the
correct therapies are initiated. Most cases have not required treatment as the lesions are typically
asymptomatic. While little is known about the efficacy of medical and non‐pharmacological
management, further therapies must be explored.

Category
Name
Hafsa Tariq
Quality
Improvement/Patient
Safety

Additional Authors
Chinelo C Okigbo,
Kimberly Mazur

Program
Atlanticare
Regional
Medical
Center
(Dominik
Zampino)

Abstract Title
Hepatitis C: The
Great Nemesis of
the American Baby
Boomer

Abstract
Background: Hepatitis C is the most common chronic blood‐borne disease in the US and the
leading cause of liver cirrhosis and liver cancer. The Center for Disease Control and Prevention
estimates that 3.2 million people in the U.S. are infected with the disease and 75% of those infected
are Baby Boomers (born between 1945‐1965). Baby Boomers are the highest percentage of patients
noted to be on the waiting list for a liver transplant, from data collected in 2012 from Scientific
Registry of Transplant Recipients, with Hepatitis C being the primary etiology of end stage liver
disease. The Center for Disease Control and Prevention and U.S. Preventive Services Task Force in
2013 recommend that adults born between the years of 1945‐1965 should receive a one‐time
testing for Hepatitis C Virus (HCV). The State of New Jersey signed a bill in 2016 that mandated NJ
hospitals and healthcare providers to offer HCV testing to all Baby Boomers.
Method: A retrospective data analysis was performed using medical records from our Internal
Medicine clinic between June 1, 2015 and November 30, 2016. The primary outcome was to
determine the screening status of the patients born between 1945‐1965 in our clinic. The secondary
outcomes were: 1) to assess the patient’s accessibility to Infectious Diseases and/or
Gastroenterology and subsequent treatment that was offered and 2) to evaluate gender differences
in the screening population. Statistical data analysis was performed using Stata version 13. Bivariate
analysis was performed using chi square model to test for statistically significant association.
Results: Out of the 1,037 patients who were eligible, 52.2% had been screened for Hepatitis C by
the time of the study. Of those screened, 11.9% tested positive and were, thus, diagnosed with
Hepatitis C. Approximately 92% of those who tested positive had adequate access to Infectious
Diseases and/or Gastroenterology services after their diagnoses. However, only 56.9% of those who
had access to Infectious Diseases and/or Gastroenterology received treatment. There was a
statistically significant association (p‐value=0.046) between male gender and getting screened.
Specifically, males were more likely to be screened than females (55.45% vs. 49.25%). Likewise,
male gender was associated with a positive HCV Ab test (p‐value=0.043).
Conclusion: Hepatitis C screening is a cost‐effective measure for decreasing morbidity and mortality
among the Baby Boomers. An anti‐HCV antibody test (screening test for HCV) costs $45‐$80 for
uninsured individuals and less when covered by insurance. This cost is minute when compared to
the cost burden of late manifestations of HCV infection. The results of this analysis has informed a
more effective Hepatitis C virus screening process in our Internal Medicine Clinic, subsequently
increasing cost effectiveness for our patients and healthcare institution.
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Abstract
According to the Fleischner Society, cyst is defined as a round parenchymal lucency or low attenuating
area with a well‐defined interface with normal lung. Rarely, cystic lung lesions develop as the result of
an underlying extensive neoplastic process like sarcomas and mesenchymal tumors. More often than
not, cystic lung diseases with underlying malignancies present primarily as pneumothoraces. This is
usually followed by a very poor prognosis.
This is a 52‐year‐old female who presented with progressively worsening chest pain for one month. The
pain was mid sternal, dull in character, radiating to the back, exacerbated with coughing, deep
breathing and exertion. She had presented a month back with the similar pain and had cardiac
catheterization done at that time which showed normal coronaries. On presentation this time, she was
unstable with tachycardia, tachypnea and hypoxia. CTA chest showed bilateral pneumothoraces, with
right sided pneumothorax 80% with mediastinal shift, and a smaller left sided pneumothorax 40% with
bibasilar atelectasis with left sided pleural effusion. Multiple bilateral cystic lesions in the lungs were
also noted. Emergent bilateral chest tubes were placed with resolution of pneumothorax in the chest x‐
ray following chest tube insertion. During the hospital stay, she had extensive workup done for
evaluation of diffuse cystic lesions. Pleural fluid studies were consistent with exudative etiology. Pleural
fluid culture along with AFB and fungal cultures were negative. HIV screen and autoimmune workup
was non‐ contributory. Repeat CT chest after resolution of pneumothoraces showed anterior
mediastinal opacity/mass with right paratracheal lymph node along with multiple thin and thick‐ walled
cysts throughout bilateral lung fields. diffuse cystic lung diseases are rare disorders with a wide
spectrum of underlying causes. There was a concern for a more diffuse or systemic disease process.
Hence, bilateral video assisted thoracoscopy with right middle and lower lobe wedge resections was
done for definitive diagnosis. She also underwent bilateral talc pluerodesis as there was a concern of
recurrence of pneumothorax in the setting of underlying cystic lung disease. Tissue pathology was
consistent with poorly differentiated malignant neoplasm. Immunohistochemical stains were positive
for CD 31, negative for CD 34 and Factor VIIIRA. The morphology and CD 31 expression was highly
suggestive of epithelioid angiosarcoma. Patient was offered complete staging and further workup for
angiosarcoma, however, she declined any further evaluation. She died within a month of diagnosis.
In summary, diffuse cystic lung diseases are rare disorders with a wide spectrum of underlying causes.
Epitheloid angiosarcoma can present as multiple pulmonary cysts. This can also be complicated with
the presence of pneumothorax which is associated with very poor prognosis. Based on our literature
search, there have been very limited cases reported of pulmonary epitheloid angiosarcoma presenting
with pneumothoraces.
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Saturday Night
Compartment
Syndrome Related
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Abstract
Background: Saturday night palsy is a colloquial term given to brachial plexus injuries of the arm
resulting from stretching or direct pressure against a firm object, often after alcohol. In most
circumstances, this condition gives rise to a temporary plexopathy, which generally resolves. More
seriously, acute compartment syndrome (ACS) involving the leg can occur in association with various
traumatic and non‐traumatic conditions, and it can have serious long term consequences when
unrecognized or untreated. Prolonged direct pressure injuries such as these require a high index of
suspicion to recognize and initiate treatment as soon as possible.
Case: A 30y.o. male was brought by EMS to ER after being found down for an unknown period of time.
He and a friend had used heroin the night prior, then fell unconscious while laying in a cross‐legged
position with his friend also unconscious laying across his leg. At ER, patient complained of pain and
swelling of left lower extremity. On physical exam his left leg had a bruise over the medial
gastrocnemius muscle, but the left calf was soft with good capillary refill and the foot was warm.
Compartment pressure, using the Stryker device, at admission was within normal limits (20 mmHg).
CBC showed leukocytosis of 15.7, basic chemistries unremarkable, CK=84215 U/L, AST=1402 U/L,
ALT=448 U/L, urine drug screen positive for opioids. CTA of lower extremity showed no arterial lesion,
Superficial thrombophlebitis in the anterior left calf. Later that day, leg pain increased and calf became
more tense. Compartment pressures were high, and compartment syndrome clinically was confirmed
and 4 compartment fasciotomy by using 2 incisions was performed. The patient had a proloinged
recovery but by several months follow‐up was ambulating with a cane.
Discussion: Prolonged compression of a limb during a period of unconsciousness can produce a range
of clinical condition ranging from self‐limited injuries, such as mild rhabdomyolysis and brachial
plexopathy, to severe and limb‐threatening compartment syndrome. Prompt fasciotomy may prevent
late serious complications and disability. High index of suspicion is required as compartment syndrome
may progress rapidly from normal intra‐compartmental pressures to muscle ischemia and infarction
within hours.
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Abstract
Background: Staphylococcus caprae is a coagulase‐negative commensal that usually colonizes the skin
and the mammary glands in goats. In humans however, commensal S. caprae exists in noses, nails, and
skins. It has shown an increasing trend as a human pathogen infecting implanted foreign bodies. We
report a case of S. caprae infection involving the knee joint in the absence of a prosthetic device.
Case Presentation: A 52‐year‐old male general contractor with no significant past medical history,
presented with a 5 day history of progressively worsening left lower extremity pain, redness, and
swelling. He denied prior history of injury or trauma to his leg. On presentation, vital signs were stable,
physical exam showed swelling and erythema around the left prepatellar area extending down the left
lower extremity. White Blood cell count (WBC) was 5.3. Arthrocentesis yielded synovial fluid (SF) with
WBC of 7,167, 96% neutrophils and negative crystals. SF culture grew Staph caprae by Becton
Dickinson‐ Bactec (Phoenix) card with two negative sets of blood cultures. Antibiotic susceptibility
result showed sensitivity of the organism to Vancomycin and oxacillin . He commenced intravenous
Cefazolin, received total of 4 days and was discharged with cephalexin 500 mg every 6 hours for 1
week following improvement in symptoms. However, two days after discharge, he returned with
worsening of leg pain and swelling. Repeat aspiration showed 61 WBC’s, 98% neutrophils. The patient
had a WBC of 7.1, but also was noted to have newly elevated AST, ALT levels of 213 and 224
respectively, likely secondary to the cephalosporin use. Cephalexin was stopped and he was
commenced on intravenous vancomycin 1500 mg BID. He received this for a total of 3 weeks at home
from a visiting nurse with complete resolution of symptoms.
Discussion: There was no indication that this patient recently visited a farm or had contact with goats,
the likely sources to acquire this bacterium. Other risk factors reported to be associated with S. caprae
infection such as internal fixation for orthopedic prosthesis, were not in the patient’s medical history. It
could be postulated that he sustained some minor trauma to his knee which he did not remember and
thus inoculating the organism into the joint. The low incidence of S. caprae isolation which is suggested
by the literature is not due to difficulty in its biochemical identification. It is more likely due to low
awareness in clinical laboratories and to its absence from the databases of several of the more
commonly used commercially available systems. Although this species has been regarded as innocuous
in the past, it should not be dismissed readily especially when isolated from the elderly and
immunocompromised patients as it has been known to cause bacteremia, sepsis and endocarditis.
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Abstract
Background: Circumstances occur when a patient can have all the classical features of typical pneumonia yet
a noninfectious mimic of pneumonia such as Cryptogenic Organizing Pneumonia (COP), interstitial lung
disease (ILD), and acute lupus pneumonitis should be considered, especially if the patient is not responding
to antibiotics.
Case Presentation: 30 year old African American female with a past history of SLE, sickle cell trait, and
pulmonary HTN presented to the ER with chief complaint of cough productive of purulent sputum, fever,
and chills of one day duration. On presentation temperature was 101.9 F, blood pressure 82/74 mmHg,
pulse of 120 bpm. On exam she had bilateral crackles. CT chest showed “Patchy bilateral regions of
consolidation, new since prior suggesting bilateral pneumonia. Stable scattered regions of subpleural
fibrosis, not significantly changed.” The patient was admitted for sepsis secondary to community acquired
pneumonia, treated with piperacillin/tazobactam plus azithromycin, and IV fluids. However, even by the
third day, her pulmonary symptoms were not improving. As a result she had a repeat CT chest which
showed significantly increased bilateral consolidations compatible with worsening multilobar pneumonia.
On the evening of the third day, patient’s fever persisted and peaked at 106 F. Decision was made to switch
antibiotics to vancomycin and cefepime. Sputum cultures returned and showed normal oral flora. Despite
the change in antibiotics, she continued to have elevated fever spikes and so she underwent VATS on day 5
to assess for noninfectious causes. Prior to the results of the biopsy, decision was made to continue
antibiotics while also starting on three days of high dose steroids (methylprednisolone 500 mg BID) followed
by moderate dose (prednisone 60 mg daily) to empirically treat for the noninfectious pulmonary
complications seen in SLE given that she had failed two different antibiotic regimens. The day after doing
so, the patient clinically improved and no longer had fever spikes. By day 13 the patient was discharged
from the hospital. Within days of the VATS, the pathology report showed intra‐alveolar fibrin, neutrophils
and hemorrhage with occasional hemosiderin‐laden macrophages, worrisome for vasculitis but definitive
vasculitis is not identified. Viral cytopathic changes are not identified. Granulomas are absent. A patchy
chronic inflammatory infiltrate is present which shows a mild peri‐bronchiolar concentration.”
Discussion: From the pathology report, an exact diagnosis could not be reached for this patient however this
case does reflect the importance of including noninfectious etiologies of pneumonia on the differentials of
pneumonia in patients with SLE. It was the recognition of this fact that prompted the team to start
treatment with steroids even before the pathology report resulted and that led to significant improvement.
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Abstract
Background: Systemic Sclerosis is an uncommon chronic progressive disease that involves multiple organ
systems and has various clinical manifestations but which can be missed if it presents with less noticeable
skin changes. Its pathophysiology involves endothelial damage as well as fibroblast activation and collagen
deposition leading to tissue fibrosis in the skin and other organs. The pulmonary complications include
interstitial lung disease, and the skin complications include Raynaud’s phenomenon.
Case: A 33 year old female with prior ER visits for cough diagnosed as community acquired pneumonia and
discharged on azithromycin presented to the ER with similar complaints. She had fever, chills, and
increasing shortness of breath for the past several weeks. The patient had a CT chest done and it showed
bilateral lung infiltrates. As a result, she was admitted to treat for CAP with doxycycline; azithromycin was
avoided because she mentioned that it had given her a rash on her face. On day 3, the patient’s SOB had
slightly improved but the cough was still present. On taking a closer look on the patient while performing a
physical exam, it was noticed that there was a small degree of tightening of the skin. She was asked about
her hands and offered information that they are very sensitive to the cold, getting pain with decrease in
temperature. This is also when an observation was made that perhaps the rash on the patient’s face was not
simply an allergy to azithromycin as the patient had believed. This in turn led to basic rheumatologic work
up. ANA levels returned at 1:320, SCL‐70 was high at 7.6. She had a HRCT done and it showed “Peripheral
reticular and ground glass opacities throughout the lungs.” Putting together the patient’s clinical findings as
well as lab abnormalities, she had been diagnosed with systemic sclerosis. Upon having the diagnosis of
systemic sclerosis, the patient was started on Mycophenolate Mofetil and was schedule to undergo the
appropriate work up for pulmonary complications of the disease including PFTS and echocardiogram.
Discussion: Many times when a patient is admitted, it is seen that the admitting diagnosis can be carried on
forward and less attention may be paid to a patient’s subtle signs that can actually indicate another more
likely diagnosis. This diagnostic momentum bias can therefore lead to delays in delivering appropriate
patient care. In this case, it was the keen attention to the patient’s subtle skin findings and the willingness to
attribute her symptoms to an alternative diagnosis that led to the appropriate work up being ordered, the
correct diagnosis being reached, and in turn to the delivery of care targeted at her disease.
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Abstract
Introduction: Cardiac tamponade secondary to malignant pericardial effusion is an oncologic emergency.
The incidence of hemorrhagic pericardial effusion with associated cardiac tamponade as a de novo sign of
malignancy has been reported as 2%. Cardiac tamponade impairs right ventricular filling, which causes
ventricular diastolic collapse and decreased cardiac output, ultimately resulting in death if not treated
emergently. Cardiac tamponade may rarely be the initial presentation of adenocarcinoma of the lung.
Case: We describe a 57 year‐old man with no significant medical history, who was in his usual state of health
until one week prior to presentation when he developed flu‐like symptoms, cough, exertional dyspnea and
orthopnea. He had a mild sore throat but denied fevers, chills, sputum production or pleuritic chest pain.
The patient noted improvement in symptoms on sitting forward. He had a 19‐pack year smoking history and
he used marijuana recreationally. Family history was significant for myocardial infarction in his brother and
breast cancer in his twin sisters and mother. On physical examination, the patient was afebrile with blood
pressure 105/70 mmHg and heart rate of 75 bpm. Jugular venous distention and bilateral rales were
appreciated. Heart sounds were normal without evidence of murmurs, rubs or gallops. Mild pedal edema
was noted but otherwise the physical examination was unremarkable. Electrocardiogram showed sinus
tachycardia with occasional PACs, low voltage complexes and a borderline prolonged QTc. Chest x‐ray
revealed cardiomegaly with mild pulmonary vascular congestion. Three sets of troponin were negative and
pro‐BNP was 270. Echocardiography showed a circumferential, large pericardial effusion (over 0.5 L) with
changes in mitral inflow with respiration consistent with early cardiac tamponade. Pericardial window
drained 700 ml of pericardial fluid. ANA, thyroid function tests and ESR were negative. CRP was mildly
elevated at 3. Pericardial fluid cytology resulted positive for metastatic adenocarcinoma, weakly positive for
TTF‐1 suggesting primary neoplasm in the lung. CT scan of the lung was significant for a 13mm lingular
(parenchymal) mass, moderate to large right‐sided pleural effusion. Thoracocentesis drained 1350ml of
fluid, which resulted negative for cytology. PET scan later confirmed primary cancer in the lung. Given stage
4 disease, the patient proceeded with palliative chemotherapy.
Discussion: Cardiac tamponade may be a rare, late presentation of underlying malignancy. It requires
emergent management. Our case shows that in some scenarios, echocardiography may demonstrate
impending early cardiac tamponade before it becomes clinically evident. A good history and careful physical
exam should lead to appropriate investigation and diagnosis. Our case emphasizes an oncologic emergency
as a unique initial presentation of malignancy.
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Abstract
Congenital anomalies of the coronary arteries are rare but potentially fatal. There is variation in the clinical
presentation of these lesions which may become apparent early in life. These lesions may exist as benign,
incidental findings. However, they may present later in older patients with syncope, exertional chest pain or
sudden cardiac death. An anomalous right coronary artery arising from the left coronary sinus and coursing
between the pulmonary outflow tract and aorta is typically prone to compression and carries a high risk of
adverse outcomes, making management challenging, particularly in older patients with comorbidities.
We present the case of a 65 year‐old male who collapsed suddenly at home. He was found with agonal
breathing and was intubated in the field. Upon arrival in the Emergency Department, he was found to have
tachycardia and a severely elevated blood pressure of 200/100 mmHg. The patient had been admitted a few
months preceding this event with a history of similar symptoms, when he had been found on the floor with
incontinence of stools. At that time, the possibility of seizures related to alcohol withdrawal had been
considered. However, his subsequent electroencephalogram was normal. His serum alcohol level was less
than 10 mg/dL on both occasions. A Cat scan of his head revealed microvascular angiopathy. The patient had
a history of non‐ischemic cardiomyopathy (with left ventricular ejection fraction of 20‐30%), non‐ST
elevation myocardial infarction, alcohol abuse, chronic obstructive airway disease and aspiration
pneumonia. He had been taking methadone for several years for a history of heroin abuse. The patient was
stabilized and later successfully extubated. Orthostatic hypotension, arrhythmia, seizures and polysubstance
abuse were ruled out as causes for his collapse. Records of cardiac catheterization performed a few months
ago at a different hospital revealed non‐obstructive coronary plaque and a dominant, anomalous right
coronary artery. CT coronary angiography further delineated the course of the right coronary artery arising
from the left coronary sinus with an anterior location from the aorta, coursing between the pulmonary
outflow tract and aorta and consistent with a malignant course. The patient was referred for follow‐up at a
specialized cardiac center for potential surgical correction of his anomalous coronary artery, although it was
noted that his comorbidities would present significant challenges to surgical intervention.
Congenital anomalous coronary arteries may rarely present initially in elderly patients with symptoms of
syncope, exertional chest pain or even sudden cardiac death. Anomalous coronary artery coursing between
the aorta and pulmonary outflow tract or with an intramural segment carry significant risk. Conservative
management includes beta‐blockade, exercise restriction and primary atherosclerosis prevention. High‐risk
lesions require surgical intervention. Options include coronary bypass possibly with ligation of the
anomalous vessel and graft, coronary reimplementation or unroofing procedures.

Category
Clinical Vignette

Name
Roozbeh
Ghavami

Additional Authors
Aram Srapyan MD,
Daniel Goldsmith MD,
Kristina Zarkua MD,
Marc Whitman MD,
Hermann Schumacher
MD

Program
Capital
Health
Regional
Medical
Center
(Saba
Hasan)

Abstract Title
Not All
Granuloma’s Are
Created Equal:
How Disseminated
TB Can Hide Under
The Cloak of
Sarcoidosis

Abstract
Background: Granulomas are the hallmark structure of many granulomatous diseases, especially that
of Mycobacterium tuberculosis (MTB) . Historically, granulomas in MTB are believed to be a protective
structure that walls off the infection. However, there are some new research that point to granulomas
as a possible cause of disseminated MTB .
Case: We are reporting a case of disseminated Mycobacterium tuberculosis in a 72 year old Liberian
American who presented through our Emergency Department with complaints of weight loss, anorexia,
confusion and a non‐healing scrotal surgical wound and fever. Patient had been seen prior and was
diagnosed with sarcoidosis based upon inguinal lymph node biopsy that was negative for AFB and GMS
stains. Several days prior to this admission patient was seen by urology for a scrotal mass and
underwent orchiectomy. On exam, he appeared weak with reduced speech and as per wife, patient
had been experiencing a decline in his cognitive ability with some somnolence. CT scan and MRI of the
head demonstrated multiple enhancing lesions in the left temporal lobe and medial right frontal lobes
of the brain. CT scan of the chest, abdomen and pelvic demonstrated multiple enlarged lymph nodes
with reticular nodular appearance of the upper lobes consistent with the previous diagnosis of
sarcoidosis. Patient’s orchiectomy tissue was then specifically stained for AFB with positive results.
Patient’s groin lymph nodes were biopsied again for AFB which also returned positive along with
positive culture confirmed by PCR and MTB rRNA detected in the sample. The CSF stain and culture
were negative for AFB. Given the strong evidence on hand, the patient was diagnosed with
disseminated TB and started on the RIPE regimen for anti MTB treatment.
Discussion: It is important to rule out any granuloma producing infectious process with due diligence.
Although the pathology of the granulomas may be similar, the etiology is often drastically different,
requiring different approach of treatment. In such cases that MTB could be in the differential
diagnosis, a thorough workup including AFB stains and culture are needed to rule out MTB before
starting steroid therapy.
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Abstract
Introduction: Primary intracardiac tumors are rare and about 50 % are myxomas. Atrial myxoma is a benign
cardiac tumor commonly found in middle‐aged women. Symptoms of cardiac myxomas vary from
obstruction of mitral valve to coronary embolism resulting in acute myocardial infarction. Conduction
abnormalities are known to be rare. We present here an unusual case of left atrial myxoma presenting as
paroxysmal supraventricular tachycardia (PSVT).
Case description: A 54‐year‐old Asian female with no significant past medical history presented with 3
weeks history of exertional shortness of breath and palpitation. Patient denied having chest pain, syncope,
fatigue, orthopnea, paroxysmal nocturnal dyspnea, ankle swelling or any constitutional symptoms. On
physical examination, vital signs were normal. Cardiac exam was unremarkable except for tachycardia.
Comprehensive metabolic panel, complete blood count, and urinalysis was unremarkable.TSH was
normal.EKG revealed PSVT with heart rate of 158. An echocardiogram was done to rule out structural heart
disease, even though it is known to be uncommon cause of PSVT. Transthoracic echo (TTE) revealed a large
3 cm mobile mass in left atrium with narrow stalk originating from septal wall. Given the TTE findings patient
was referred to cardiothoracic surgery for excision of myxoma. Patient had regular follow‐up and remained
PSVT‐ free after surgery.
Discussion: Cardiac myxomas are frequently asymptomatic and found incidentally on TTE. When
symptomatic, patients present with shortness of breath especially worse lying on left side, syncope,
pulmonary edema, embolic manifestations. Patients may have constitutional symptoms like fever, fatigue,
arthralgia, myalgia, weight loss, and rash. Cardiac examination usually reveals diastolic murmur & tumor
plop. Palpitations & arrhythmias are uncommon manifestations. TTE usually shows mass in atrium with stalk
attached to intra‐atrial septum. CT & MRI provides better images for the extent of tumor and anatomic
definition of preoperative planning. Excision of myxoma is the only definite treatment.
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Abstract
Background: Hyperthyroidism associated with moderate to severe hypercalcemia is not very common
and can raise a diagnostic challenge to the treating physician. Understanding the mechanism and
knowing the association is a key for prompt diagnosis and treatment and by so decreasing patient’s
mortality and morbidity.
Case: 54 year old African American female with no significant past medical history presented to our ED
with several months of worsening anxiety and tremor which escalated over the last two weeks. She was
treated as an outpatient with anti‐depressant medications for presumed anxiety disorder and
depression, however she did not improve and reported increasing anxiety, loss of appetite and voice
changes. Eventually she was unable to carry on daily activity including work and she presented to the
ER, complaining of headache, palpitations, anxiety, depressed mood and weight loss, she denied loose
bowels, hot intolerance, vision problems or increase in appetite, in fact she was barely eating at time of
her presentation. Vitals showed sinus tachycardia, normal blood pressure and temperature.
Physical examination was remarkable for sad mood with crying spells, anxiety and fine tremors,
hyperreflexic knee and elbow reflexes and myoclonic jerks at the right ankle. Initial lab work was
remarkable for hypercalcaemia of 12.2 mg/dl and hypokalemia of 3.1 mg/dl, further work up of the
hypercalcemia showed low PTH of 12 pg/ml, low Vitamin D and normal PTHrp. TSH was 0.015 ulU/mL,
free T4 greater than 6.99 ng/dL, and T3 642 ng/dL. Patient was started on Methimazole, propranolol
and prednisone 10 mg daily, with significant improvement in her tremor, voice, anxiety and
palpitations. Antibody testing confirmed Graves’ Disease. She was discharged in good condition and
was followed up in the clinic.
Discussion: The mechanism of hypercalcemia in hyperthyroidism is due to increased bone turnover.
Thyroid hormones are known to cause bone resorption and mobilize calcium from bone to circulation
leading to hypercalcemia. High levels of interleukin‐6 (IL‐6) seen in hyperthyroidism stimulates
osteoclastic activity and alters osteoblast‐ osteoclast coupling. Further, triiodothyronine (T3) is known
to increase the sensitivity to IL‐6, and leads to accelerated bone resorption. The hypercalcemia of
thyrotoxicosis may be the first biochemical abnormality identified as it appears in the basic chemistry
panel, and clinicians must know the association between hyperactive thyroid gland and high calcium
level to arrive at a timely and correct diagnosis.
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Abstract
Introduction: The use of Cannabinoids, can be associated with cardiac arrhythmias, Cardiac arrest is a
rare and possibly fatal consequence of Marijuana use. Public awareness should be raised by extensively
promoting all potential complications associated with its use. We here present a case of cardiac arrest
after the use of cannabinoids in 18 year old man.
Case presentation: We present a case of an 18‐year‐old Caucasian male with history of Marijuana use,
which suffered a witnessed cardiac arrest. There were no prior symptoms of palpitation or syncope and
no Family history of sudden death. The patient was found in VF and was shocked 4 times after which
he regained sinus rhythm. He was intubated and started on TTM protocol. His initial labs were normal,
Cardiac troponin I of 0.02 ng/mL, toxicology screening was positive for cannabinoids. a 2‐D
echocardiogram revealed an EF of 55% to 60% with no structural abnormality. His EKG showed atrial
ectopic rhythm and QTC of 425. After 3 days the Patient was extubated and remained in stable
condition with no neurological deficiencies.He was transferred to Pennsylvania Hospital, where and EP
study, TEE and genetic testing were done and they were negative. A Defibrillator implantation was
done for secondary prevention of fatal arrhythmia.
Discussion: The use of synthetic cannabinoids is gradually increasing in our country. It was reported
that 11% of high school students used marijuana in the last 12 months due to its availably and
affordability. Cardiovascular manifestations of cannabis result from a biphasic dose‐dependent
physiological effect on the autonomic nervous system: low to moderate doses tend to cause
tachycardia and raised blood pressure by increasing the sympathetic activity, whilst high doses produce
bradycardia and hypotension by increasing the parasympathetic activity. Marijuana in conjunction with
Alcohol and drugs such as Cocaine creates more synergetic effect on the myocardium and it can trigger
significant tachycardia that leads to ischemia, infarction and even death. Arrhythmias due to the use of
Marijuana, is reported in literature like ventricular tachy‐arrhythmias and atrial fibrillation.
Cannabinoids can also trigger Brugada syndrome. Hence proper counseling to the patient and general
population is crucial by clinicians.
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Abstract
Introduction: Severe hypertriglyceridemia (triglyceride >1000 mg/dl) occurs at a rate of 0.4% and is
associated with a range of medical complications including severe pancreatitis.
Hypertriglyceridemia (HTG) is the third most common cause of acute pancreatitis. It has been
suggested that insulin and plasmapheresis have a role in the management of acute HTGP, but there
are no clear guidelines on the best treatment option in terms of better clinical outcomes. We present
a retrospective study of patients who received active treatment in the form of insulin drip,
plasmapharesis or a combination of both versus supportive treatment alone.
Methods: We reviewed medical records on patient’s age > 18 years, admitted with the primary
diagnosis pancreatitis and had TG level above 1000 mg/dl between Jan 2014 and Oct 2017.
We gathered information on demographics, co‐morbidities, incidence of pancreatitis associated with
alcohol and type of treatment received. Outcomes were hospital length of stay (LOS) and recurrence
of HTG induced pancreatitis (HTGIP).
Results: 89 Patients had a HTG level of 1000 mg/dl and above, and from that 36 had a diagnosis of
acute pancreatitis. 54.3% (19) were treated with supportive treatment (ST) and had a mean TG of
1614.79 mg/dl versus 45.7% (16) were given active treatment (AT) group with a mean TG of 3066.19
mg/dl. Total LOS was not significantly different between groups (7.18 d versus 3.31 d) (p=0.103). The
days needed to achieve TG level below 500 was significantly less in the ST group (4.56 versus 1.56) (p=
0.010). The 30 day readmission rate in ST group was 54.4% versus 8.33% in AT group ( P= 0.016).
Conclusion: Hospital LOS in patients receiving active treatment was shorter than supportive treatment
but not statistically significant, likely due to a very wide range of LOS with some very long outliers.
However, we detected a lower readmission rate and faster achievement of TG lower than 500 mg/dl,
suggesting more effective therapy in the ST group. We also observed high percentage of comorbid
alcohol use with TG level above 1000 mg/dl.
We suggest starting active treatment in any patient with HTG‐ induced pancreatitis if TG level is equal
or above 1000mg/dl, which may favor insulin drip in diabetes patients and plasmapheresis in non‐
diabetics. Further, we propose checking TG level in any diagnosis of acute pancreatitis even if alcohol
abuse is present as HTG is frequently found.
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Abstract
Cachexia or wasting syndrome is characterized by loss of weight, muscle atrophy, fatigue, weakness, loss of
appetite and unintentional weight loss. It is most commonly seen in malignancy and may also be the clinical
presentation of rheumatoid arthritis.
Case Report: A 50 year old female presented because of fifty pound weight loss and loss of appetite over the last
2 years. She also complained of fatigue, bilateral wrist and knee pain since the last few months. On admission she
was also found to have elevated blood sugar (409) and was diagnosed with new onset diabetes with HgA1c
14.2%. Next, immunologic work up showed elevated Anti‐CCP (>250) and elevated rheumatoid factor. Patient was
diagnosed with rheumatoid arthritis and new onset diabetes. She was started on appropriate medical therapy
consisting of methotrexate and steroids for rheumatoid arthritis and she was started on insulin/metformin for
diabetes. Over the course of few months she had improvement of joint pain and her A1C was 5.9. However
despite her well controlled diabetes, patient had no changes in weight and was still cachectic, with no other signs
of malignancy. Plan was made to start trial of TNF antagonist in addition to methotrexate.
Discussion: Rheumatoid cachexia (RC) is primarily TNF mediated and is more common in patients with diabetes.
Several potential mechanisms have been investigated, and the etiology is probably multifactorial including
excessive cytokine production, physical inactivity, and increased peripheral insulin resistance. The inflammatory
cytokines tumor necrosis factor‐α (TNF‐α) and interleukin 1ß (IL‐1ß) are thought to be centrally involved in the
pathogenesis of RA. Concentrations of TNF and IL‐1ß are high in patients with active RA. Peripheral insulin action
is reduced in patients with RA. Insulin acts to inhibit muscle protein degradation, thus making it a potent anabolic
hormone. Therefore, decrease in insulin action causes muscle loss in RA. The etiology of reduced peripheral
insulin action in RA is not known, but TNF‐α may interfere with insulin receptor signaling and may be a
contributing factor. Due this mechanism, patients with rheumatoid arthritis may be more prone to developing
diabetes with cachexia. It is known that RC increases morbidity and mortality in patients with RA. It is therefore
important to prevent or at least slow the advance of this complication. Available therapeutic methods include
increasing physical activity and maintaining a diet adequate in protein. Anti‐TNF‐α therapy is an intervention that
seems to improve RC, but more investigation is needed to prove its efficacy and safety.
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Reverse Takotsubo
Cardiomyopathy
with Cocaine Use

Abstract
Background: Takotsubo cardiomyopathy (CM), also called stress cardiomyopathy, involves wall motion
abnormalities confined to the LV apex believed to be triggered by the sudden endogenous release of harmful
levels of catecholamines. The majority of Takotsubo patients recover cardiac function in three to six months and
long term prognosis is generally good. Early recognition and evaluation is important for exclusion of other acute
causes of CM and for treatment considerations. Increasingly other patterns of segmental abnormalities have been
recognized including exclusive basilar wall motion abnormalities termed “Reverse Takotsubo”.
Case: A 51 yr old African American male was found unresponsive at home. It was unclear how long the patient
was apneic. Apparently, he was sleeping and suddenly friends noted that he was not breathing. As EMS arrived
they found him in asystole. ACLS protocol was initiated and ROSC was achieved after the first dose of epinephrine
and first cycle of CPR. On physical exam patient’s BP was initially 106/89, unresponsive with pupils 4mm
bilaterally unreactive with muscular fasciculations in lower extremities bilaterally. Lab testing revealed UDS
positive for cocaine, opiods and cannabinoids. There was mild leucocytosis, elevated troponin at 0.908, AKI,
elevated AST 540 and ALT 614 with ABG showing severe respiratory acidosis. EKG showed sinus tachycardia and
prolonged PR and QTc intervals. Patient was admitted to the ICU and hypothermia protocol was initiated.
Echocardiogram showed that left ventricle was mildly dilated with severe hypokinesis involving the basal 2/3 of
the left ventricle but sparing the apical third. Overall, LV systolic function was severely depressed. Visually
estimated LV ejection fraction was 25% indicating Reverse Takotsubo Cardiomyopathy. Patient required pressors
for the first 36 hrs and a repeat echo done after 48 hours of admission showed low normal overall LV systolic
function of 50% without regional wall motion abnormalities.Comparison to the prior study indicated a near‐
complete resolution of the post‐arrest stress cardiomyopathy pattern. Patient was declared brain dead on day 7
and was terminally extubated.
Discussion: Various cases of classical pattern Takotsubo CM have been reported as associated with psychiatric
stress such as depressive episode and cocaine overdose. We are unaware of any previously reported case of
Reverse Takotsubo CM associated with one or both of these potential triggers.Although the initial presentation is
alarming for its resemblance to acute coronary syndrome, myocardial dysfunction does not follow any coronary
artery distribution, and there was no obstructive coronary disease on angiography, and the left ventricular (LV)
dysfunction resolved rapidly. The long‐term prognosis is generally good, and a recent long‐term follow‐up study
showed that most non‐survivors died of non‐cardiac causes like our case.
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Abstract
Background: There are two categories of adults with congenital heart disease (CHD): recognized and treated
during pediatric years and previously unrecognized adults who may or may not be symptomatic at the time of
diagnosis. It is essential, that all physicians be familiar with the unique clinical presentations of these patients to
facilitate the proper timing of referral for surgical interventions. We present a rare case of sinus venous atrial
septal defect ( ASD) and partial anomalous pulmonary venous connection (PAPVC ) of the right inferior pulmonary
vein with additional left to right shunting, pattent foramen ovale ( PFO)/secundum ASD complicated by
pulmonary hypertension and right ventricular failure in a female mother of three.
Case report: A 38‐ year‐old Hispanic female, with no past medical history, presented with 3 months history of
progressively worsening shortness of breath, lower extremities swelling, and fullness in her abdomen. On physical
exam, cardiac auscultation revealed a soft systolic ejection murmur heard over pulmonary area, and a fixed
splitting of the second heart sound. Given concern for shortness of breath, patient underwent CTPE which
showed no pulmonary edema but significant cardiomegaly, enlargement of pulmonary artery reflecting
pulmonary hypertension, reflux of contrast from right atrium (RA) to inferior vena cava suggesting right
ventricular failure. The finding in physical exam raised the concern for ASD. Transesophageal echocardiography
(TEE) showed multiple sources of left to right shunt, including PFO, fenestrated secundum ASD, and sinus venous
ASD with anomalous pulmonary vein draining to RA, with pulmonary artery hypertension (PAH) of 59mmHg,
consistent with moderate pulmonary hypertension. Cardiac catheterization revealed an increased shunt volume
of 4.67. Patient underwent surgical repair consisting of pericardial patch closure of her inferior sinus venosus ASD,
secundum ASD and PFO with incorporation of the anomalous pulmonary vein to the left atrium. TEE prior to
discharge demonstrated improvement of left ventricular EF 65%, and PA 29mmHg with no evidence of residual
inter‐atrial communication.
Discussion: PAPVC is a rare CHD that occurs in 0.7% of the population and only 10% of this anomaly is associated
with a secundum ASD. It often happens that PAPVR in women will be first diagnosed during pregnancy; however
our patient had three successful pregnancies before cardiac symptoms developed. Simple cardiac auscultation
will frequently alert the examiner to an abnormality that warrants further investigation, as happened in our case.
PAPVR is diagnosed by TEE, CTCA, Cardiac magnetic resonance and cardiac angiography. Heart catheterization is
the “gold standard” for quantifying shunt volume. Patient who have already developed symptoms due to
shunting, or have evidence of right‐sided volume overload, regardless of the magnitude of the shunt, are
considered for surgery.
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Abstract
Background: Acute myocardial infarction (AMI) is uncommon in women of childbearing age but
pregnancy has been shown to increase the risk. It is crucial to recognize AMI in pregnancy as it usually
tends to be overlooked by clinicians. Atherosclerotic coronary artery disease is the most common cause
of AMI in the non‐ pregnant population, but occurs in only one third of pregnant patients. Having a high
index of suspicion of myocardial infarction in the evaluation of chest
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Abstract
Background: Hypereosinophilia can be due to many causes, but in patients from endemic regions, it is
important that we exclude the possibility of Strongyloides stercoralis infection, since
immunosuppression can lead to an overwhelming infestation. Patients presenting with shortness of
breath are often treated with steroids in ED, as initial presentation can sometimes be misleading
between cardiac and pulmonary causes. Such patients are at risk of developing hyperinfection
syndrome by S. Stercolaris.
Case presentation: We present a case of 73 years old male from Honduras admitted to the hospital
with shortness of breath on exertion and pedal edema. He was found to be in congestive heart failure
and subsequently treated for that. His routine lab work had an interesting finding of persistent
hypereosinophilia, with eosinophil counts ranging up to 20% on CBC with differential and absolute
eosinophil count of 1.2 x 10*3. Patient had no symptoms related to it and this was unrelated to his
presentation. Basic investigation was carried out to find the cause of hypereosinophila, revealing
positive anti‐body testing for S. Stercoralis. Other testing including stool ova & parasites, T. Cruzi anti‐
body and a CT abdomen and pelvis was unremarkable. Patient was treated with Ivermectin, two single
200 mcg/kg doses of ivermectin administered on two consecutive days. Repeat testing revealed
resolution of eosinophilia.
Discussion: All patients with S. Stercoralis infection need to be treated regardless whether they are
symptomatic or asymptomatic. Anti‐body testing for S. Stercoralis is more sensitive then stool testing
because of low larval densities in the feces and is the test of choice.
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Abstract
Background: Metabolic acidosis in alcoholic patients can be due to different etiologies including alcohalic
ketoacidosis, lactic acidosis, starvation and sometimes co‐ingestion of ethylene glycol and methanol.
Metabolic acidosis resulting from renal tubular dysfunction is not well recognized and often missed.
Case: A 54 year old female was brought to ER due to altered mental status. She had history of alcohol use
disorder and alcoholic liver disease. She was obtunded on presentation so was intubated and started on
mechanical ventilation for airway protection. Her pertinent lab findings include Sodium 143 mmol/l,
Potassium 2 mmol/l, Chloride 120 mmol/l, Bicarbonate 14mmol/l, AST 117U/L, ALT 66U/L, Total Bilirubin 18
mg/dl and direct bilirubin 16 mg/dl. She was treated for alcoholic liver disease, along with fluid resuscitation
to treat her metabolic acidosis that was thought to be secondary to alcoholic ketoacidosis and lactic
acidosis. Her hypokalemia was treated with high doses of intravenous potassium. Her metabolic acidosis
eventually worsened with HCO3 dropping to as low as 10mmol/l. At this point it was getting difficult to
ventilate her as she was compensating with her respiratory effort. Her potassium was persistently low,
despite replacing with high intravenous doses. As she had normal anion gap metabolic acidosis( NAGMA) ,
we calculated her urine AG that was found to be positive. Her Urine analysis showed pH of 6.5 despite
severe metabolic acidosis. At this point, diagnosis of Renal Tubular acidosis ( RTA) was considered and she
was started on Bicarbonate drip. Her metabolic acidosis and electrolyte abnormalities eventually stabilized.
Her Bicarbonate was later switched to citrated potassium. Her hospital course was complicated with
pneumonia followed by parapneumonic effusion and she was eventually extubated on day 14 of her hospital
stay. She was continued on treatment for tubular dysfunction and advised to follow up with Nephrology.
Discussion: Defects in renal tubular function are identified in patients with chronic alcoholism and
associations have been described in literature between RTA type 1 and alcoholic liver disease.
In order to identify and treat these patients early, the internist should have high suspicion if they encounter
a case of metabolic acidosis with high urine pH‐ above 5.5. These cases present with severe hypokalemia
that is challenging to treat because the defect in the renal tubular pump responsible for acid secretion also
reabsorbs potassium. In these cases, urine anion gap should be calculated and if high the patient should be
started on treatment. Usually sodium or potassium salts of bicarbonate or citrate are used to treat these
patients and they require lifelong therapy.
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Abstract
BACKGROUND: Opportunistic infections are common in immunocompromised patients and those with
certain co‐ morbidities as diabetes mellitus, chronic renal insufficiency, malignancies and cystic fibrosis.
Here we present a previously healthy and immunocompetent adult who suffered from not one but two
species of micro‐organisms causing significant neurological deficits.
Case: A 72 year old male with history of uncontrolled hypertension and obstructive sleep apnea
presented to the ER with headache, blurry vision and diplopia for 2 weeks. Positive findings on
examination were elevated blood pressure and right lateral rectus palsy. CT scan of the head ruled out
intracranial hemorrhage. ESR was 30 s and no tenderness on temporal artery was found. Cerebrospinal
fluid analysis ruled out encephalitis or meningitis. MRI brain showed no infarcts, and no hypo or
hyperdense areas, but demonstrated complete right sphenoid sinus opacification suggestive of
mycetoma and bony erosion of lateral sphenoid sinus, along with mucosal thickening of ethmoidal
sinus. Concerned about infectious vs neoplastic process involving the sixth cranial, he was started on
antibiotics and endoscopic sinus surgery was performed where the contents of the sphenoid sinus were
removed. The pathology showed presence of aspergillus and cultures reported achromobacter species.
He was started on antifungals and antibiotics guided by the final sensitivity report. He completed the
treatment with resolution of his diplopia within 3 months. Investigating the cause of this rare
mycetoma, he was seen by his pulmonologist who found that his CPAP equipment was not serviced
since many years and showed signs of poor maintenance. He was advised not to use his machine until
repeating the polysomnography and change of equipment.
DISCUSSION: CPAP is the standard of care for treatment of patients with obstructive sleep apnea,
though little data is available on infections associated with use of CPAP machine. Few cases have been
reported about CPAP equipment being colonized with organisms and causing sinusitis and pneumonia.
This patient had a significant infectious neurological complication for which he underwent extensive
work up. As internists, we should be aware of such possibilities and consider it as one of the
differentials in such cases. Regular servicing of the CPAP equipment is important to avoid colonization
by ubiquitous organisms that may cause complicated illness.
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Abstract
Dieulafoy lesion is a rare etiology of upper GI bleed that can present with massive bleeding per Rectum and
can be easily confused with a lower bleeding origin. It is more frequently seen in the gastric mucosa with
duodenal lesions representing only 18% of the anatomic presentations. In this case, we will discuss the
diagnostic approach and emphasize the clinical characteristics of this particular entity, and the main
therapeutic modalities.
Case description: A 77 year old male was brought to the ED for a near syncopal episode. Shortly after his
arrival, he had a large bloody bowel movement and became diaphoretic with BP 84/42 mmHg, a Glasgow‐
Blatchford Bleeding Score of 12 and a drop in hemoglobin level from 10.7 to 6.8 g/dl. Colonoscopy failed to
locate any lesion, and upper endoscopy showed an actively bleeding protruding arteriole identified as a
Dieulafoy lesion in the 2nd portion of the Duodenum. The bleeding was controlled with an injection of 4 mL
epinephrine and two hemostatic clips. This patient had an uneventful recovery and was discharged in stable
condition.
Discussion: Dieulafoy lesions are thought to be vascular malformations and represents 1 to 5.8% of all upper
gastrointestinal bleeds. The clinical characteristic of this entity is a brisk GI bleed with significant
hemodynamic instability. Glasgow‐Blatchford score is a tool that can be used to evaluate for any “High Risk”
GI bleed that is likely to require endoscopy or surgery. A higher score suggests an upper origin and
appropriate evaluation is to be initiated. 75 – 95 % of these lesions are located within 6 cms on the gastric
lesser curvature; the duodenal location represents only 18% of the reported cases.
Upper endoscopy is the method of choice to diagnose Dieulafoy lesion, and presents as an aberrantly dilated
and tortuous sub mucosal arteriole. Mechanical methods for hemostasis like endoscopic band ligation and
hemoclipping are more superior to injection methods alone by preventing future bleeding. Other
therapeutic modalities as electro coagulation, heater probe, laser photocoagulation, injection sclerotherapy,
are less used due to their potential complications.
Conclusion: Dieulafoy lesion needs to be considered in any GI bleed with hemodynamic instability and
requires immediate attention and initiation of adequate diagnostic testing and treatment.
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Abstract
Introduction: As the prevalence of cardiovascular diseases is increasing in the population, and the number
of patients requiring implantable cardioverter‐defibrillators (ICDs) is significantly increasing. ICD leads are
known to be predisposing factor for thrombosis. It is rare, but potentially fatal condition. We present a rare
case of a subclavian vein thrombus manifested after an ICD lead replacement.
Case description: This is the case of a 41 year old Caucasian male with history of Brugada syndrome with
AICD placement, recent change of the leads and battery secondary to malfunction and breakage, presented
to the hospital because of feeling of fullness in his head, face swelling and redness along with prominent
neck veins, shortness of breath started gradually few days ago. Patient reported that two months prior he
had inappropriate ICD shock related to lead malfunction, so leads were extracted and replaced.
On arrival vital signs were normal, prominent neck veins, face redness and swelling were noted on physical
exam. Initial laboratory data were within normal limits, EKG showed Brugada pattern, echocardiogram
showed normal ejection fraction and LV size. CT chest with contrast revealed possible stricture and
thrombosis in superior vena cava. Patient was started on anticoagulation immediately.
Shortly after admission patient was seen by vascular surgeon, who recommended against thrombectomy
due to thrombus location, but to continue long‐term anticoagulant therapy, consider thrombolysis and AICD
leads reevaluation.
SVC angioplasty was performed by Interventional Radiology Department at the area of stenosis, residual
thrombus adherent to ICD leads did not resolve, patient was considered as poor candidate for tPA
treatment.
After discussion with patient’s cardiologist was decided to continue with extraction of AICD, restratification
of risks of fatal arrhythmias and further decision making regarding device replacement.
Discussion: SVC thrombosis associated with ICD leads is an unusual complication of ICD insertion. Previous
studies reported that significant thrombotic or embolic events occur in 0.6‐3.5% of patients with permanent
transvenous pacing leads. Pacemaker lead‐associated thrombus formation is multifactorial and several
possible mechanisms may contribute to endothelial injury, inflammation, hypercoagulability and foreign
body‐type reaction. Heart failure, atrial fibrillation and hypercoagulability may also cause thrombus
formation. Implantation procedure per se probably causes a varying degree of venous endothelial injury,
which can be further exacerbated by inflammation and irritation induced by friction of the transvenous lead
over time. The type of treatment should be established according to the dimension, mobility, and location of
the thrombus. In conclusion, an ICD placement per se can be a significant risk factor for serious
complications, including thrombi formation, and requires weighting of all possible pros and cons of
procedure.
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Abstract
Introduction: The clinical presentation of the dreaded 4 D's (dermatitis, diarrhea, dementia and death)
is common among populations who depend on corn for nutrition. It can also be seen with other causes.
Case: A 60‐year‐old woman presented with one week of altered mental status. It was preceded by 2‐3
months of worsening high‐volume watery diarrhea, edema, nausea, worsening rash and significant
weight loss. She had a longstanding history of liquor intake; nine to fifteen ounces daily. Her rash was
pruritic and erythematous which started in her lower extremities and spread diffusely on to her trunk
and upper extremities. She was alert but disoriented. She had no fever, vomiting, jaundice, dysphagia,
odynophagia, hematemesis, flushing, wheezing, arthralgia, visual problems, recent travel, sick contacts
or family history of gastrointestinal disorder. Her vital signs were within normal range. Physical
examination showed diffuse dusky brown‐red glossy dermatosis in all extremities, trunk and especially
around the neck (Casal’s necklace). It was non‐pruritic, rough, cracked and brittle with thick layers of
dry dead skin. A diagnosis was made: chronic alcoholism complicated by protein‐losing enteropathy
and pellagra. Her urine N‐methylnicotinamide level and 2‐pyridone levels were sent out. She was
treated with high‐dose niacin, supportive nutrition and social support for alcohol cessation. Her mental
status, edema and her skin improved within a week. Her urine studies were later found to be
borderline low.
Discussion: Pellagra results from either low niacin (Vitamin B3) intake from food, or from poor
absorption or processing of niacin. It is characterized by diarrhea, dermatitis, dementia, and even
death. It was first described by Gasper Casal in 1762. Niacin is necessary for cellular oxidation‐reduction
reactions which provide coenzymes for metabolism of amino acids, pyruvate, glycerol, fatty acids,
glycolysis, pentose biosynthesis, etc. Niacin deficiency results into skin changes such as, vascular
dilatation, endothelial proliferation, perivascular lymphocytic infiltration, hyperkeratinization and
epidermal atrophy. Similar changes affect the gastrointestinal endothelium resulting into glossitis,
atrophy of the tongue papillae, gastritis and gastrointestinal mucosal atrophy. Secondary causes of
pellagra include prolonged diarrhea, chronic alcoholism, malabsorption syndromes, inflammatory
bowel disease, gastrointestinal tuberculosis, malignant carcinoid tumor, dialysis dependence, etc. Low
urinary excretion of N‐methylnicotinamide and pyridone are indicative of niacin deficiency. Oral
treatment with niacin or nicotinamide effectively reverses the clinical manifestations. A protein‐rich
diet and alcohol cessation helps prevent niacin deficiency and pellagra.
Conclusion: Alcohol‐induced malnutrition can present with pellagra. Clinical examination and diagnosis
with the support of diagnostic tests help to identify and treat this potentially fatal condition.
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Abstract
Introduction: Isolated celiac artery dissection (ICAD) is a rare diagnosis. Only 25 cases have been
reported so far. It is predominantly seen in men (M:F=5:1).
Case: A 51‐year‐old woman with hypertension presented with severe chest pain associated with
headache, dyspnea, diaphoresis, abdominal pain and back pain for 1 hour. She was on losartan‐
hydrchlorothiazide. Her pulse rate was 55 per minute and blood pressure was 203/119 mmHg. The rest
of her physical examination was unremarkable. Diagnostic tests were only remarkable for an upward
trend of serum troponins (0.16 to 1.98 ng/mL) and sinus bradycardia on electrocardiogram. Given her
back pain in the setting of hypertensive emergency, aortic dissection was suspected and a CT
angiography of the chest‐abdomen‐pelvis was performed, which showed isolated aneurysmal 1.2 cm
dilatation of the proximal celiac axis with a focal dissection flap. She was treated with intravenous
heparin and nicardipine as beta blockers could not be given due to persistent bradycardia. Coronary
angiogram showed normal coronary arteries. A celiac artery stent was placed and the patient became
asymptomatic after medical treatment.
Discussion: The risk factors of ICAD include hypertension, arteriosclerosis, inflammatory processes,
trauma, pregnancy and injury from endovascular procedures. Histologically, ICAD differs from aortic
dissection. In ICAD the dissection occurs between the intima and the external elastic layer while aortic
dissection occurs between the first and second part of the intima. It can be diagnosed by angiography,
ultrasonography, CT scan, magnetic resonance imaging or MR angiogram. CT angiogram establishes the
diagnosis by far. Optimal management of hypertension, anticoagulation, pain management, and
sometimes anti‐inflammatory agents followed by endovascular stent are the treatment approaches.
The association of ICAD with hypertensive emergency is even more rare, and so far only one male
patient has been reported. To the best of our knowledge our patient is the first female patient who
presented with ICAD and hypertensive emergency.
Conclusion: Isolated celiac artery dissection can be a cause of acute onset back and abdominal pain in
male and female patients especially with hypertensive emergency. A diagnosis can be established with
the history, physical examination and CT angiography. Treatment includes intravenous anti‐
hypertensive therapy and vascular intervention.
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Abstract
Introduction: Herniation of intestinal contents through a congenital mesenteric defect is unusual but
important to diagnose early due to its dire consequences.
Case: A 17‐year‐old male presented with suprapubic pain, vomiting and anorexia for 3 days. The pain
was constant, pressure‐like and non‐radiating. He reported subjective fever and multiple episodes of
vomiting. He had no bowel movement for the past 3 days but had passage of flatus. He denied any
prior abdominal surgery, recent illness or similar symptoms in the past. His vital signs were stable.
Clinical examination was significant for involuntary guarding, a positive Psoas sign, and tenderness to
palpation of the suprapubic area, McBurney’s point and left lower quadrant. His WBC count was
10,800/mm3 with a normal neutrophil count and no left shift. Ultrasound of the right lower quadrant
demonstrated a 7mm blind‐ending, noncompressible, tubular structure containing a fecalith and
adjacent free fluid. A presumptive diagnosis of acute appendicitis was made. Laparoscopy revealed a
distended and redundant cecum. Upon following the taenia to the appendix there appeared to be a
twist in the bowel. The appendix could not be visualized, and the small bowel appeared to be contained
within a sac. A paraduodenal internal herniation of small bowel through a 6 cm congenital defect in the
mesentery was identified. The patient underwent exploratory laparotomy. Once the hernia was
released, the bowel appeared pink and viable. There were no signs of ischemia or malrotation. The
mesenteric defect was repaired. The appendix was not inflamed. The patient fully recovered.
Discussion: Internal hernias due to a congenital mesenteric defect are extremely rare, accounting for
0.2‐0.9% of bowel obstruction. An internal hernia forms when a viscus protrudes through a defect in
the mesenteric or peritoneal orifice within the peritoneal cavity. Incarcerated hernias can lead to
strangulation and subsequent ischemia and necrosis. Mortality rates exceed 50%. Among internal
hernias, paraduodenal hernias are the most prevalent with an incidence rate of more than 50%.
Paraduodenal hernias occur three times more often both on the left side and in males. Left
paraduodenal hernias arise when a portion of small bowel herniates through Landzert’s fossa, which is
posterior to the fourth part of the duodenum. Right paraduodenal hernias are generally larger than
left‐sided hernias and occur through a defect in Waldeyer’s fossa, the first part of the jejunal
mesentery. Patients generally present during the 4th‐6th decade of life. The clinical presentation of
paraduodenal hernias can resemble a small bowel obstruction in many ways. Signs and symptoms
include nausea, vomiting, constipation, obstipation and diffuse abdominal pain. On physical exam, a
palpable mass may be present.
Conclusion: A symptomatic paraduodenal hernia in a young patient can present as acute appendicitis
and should be considered in the differential diagnosis.
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Abstract
Introduction: External gastric compression is an extremely rare cause of malnutrition due to early
satiety.
Case: A 73‐year‐old Hispanic man with Type‐2 diabetes mellitus presented with weight loss of about 60
lbs over a period of 1 year. Patient developed early satiety and sense of stomach fullness after a small
meal. Gradually his calorie intake declined due to persistent epigastric fullness. He denied fever,
gastrointestinal blood loss, nausea, cough, pain or numbness. He denied cigarette smoking or alcohol
intake. He was not taking any medications. His vital signs were within normal range. Physical
examination was remarkable for BMI of 17.2 Kg/meter square and dullness at the right upper quadrant
of his abdomen. About 10 years ago he was diagnosed with thoracic schwannoma. Significant
diagnostic abnormalities showed low serum albumin (2.1 g/dL) and hemoglobin 11.2 g/dL. A contrast
enhanced MRI of the abdomen showed a 13.3x17.1x18.4 cm encapsulated retroperitoneal
heterogeneously enhancing mass centered in the upper abdomen with extension into inferior
mediastinum. The mass anteriorly displaced pancreas, liver and stomach; elevated aorta and inferior
vena cava from the spine; and exerted mass effect on the posterior aspect of the heart. Biopsy of the
mass showed positive stains for S100 protein consistent with schwannoma. Radiotherapy of the mass
did not reduce the size of the mass. The mass was surgically resected. Its maximum dimension was 25
cm. The patient gradually recovered and experienced an increase in appetite and calorie intake.
Discussion: Schwannoma is a peripheral nerve sheath tumor that commonly occurs on the neck, head
and trunk. Retroperitoneal schwannoma are extremely rare, accounting for only 0.3–3% of total
schwannomas. They occur most commonly between ages of 40 and 60 and affect women twice as
often as men. The most common presenting symptoms are abdominal distension and dull abdominal
pain, but to our knowledge this is the first described case presenting with early satiety and weight loss.
On gross appearance, schwannomas are solitary, well circumscribed, firm and smooth‐surfaced tumors.
The majority of retroperitoneal schwannomas reported in literature have a diameter of 5 to 15 cm, but
larger size tumors up to a diameter of 35 cm have been reported. All schwannomas show uniform and
intense staining for S100 protein. Surgical excision is curative and recurrence is extremely rare.
Conclusion: Although extremely slow growing, schwannoma can rarely present as a large tumor,
exerting severe mass effects in the surrounding organs resulting into severe clinical consequences.
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Abstract
Presentation: A 24 year‐old African American female with self‐reported history of C1 esterase
deficiency and sickle cell disease presented to our institution with facial swelling. The patient was
treated with epinephrine, benadryl, steroids and Berinert for possible angioedema. Discrete
erythematous nodules with central firmness and tenderness to palpation with overlying erythema and
fine scale were noted on exam. The rash had been present for one week. It began on the upper
extremities and progressed to lower extremities. Lesions were approximately 1‐3 cm in size. The
following day the patient became septic. Blood cultures grew MRSA, VRE and Mycobacterium
chelonae. TTE was unremarkable. Skin biopsy showed perivascular and interstitial dermatitis. AFB and
gram stains were negative. Skin cultures remained negative. It was assumed that a port‐a‐cath was the
source of infection and thus it was removed. The port was supposedly placed for her sickle cell disease.
Due to multiple inconsistencies in her medical history, C1 esterase inhibitor and hemoglobin
electrophoresis were repeated, and were within normal limits. It was discovered that the patient had
been seeking medical care under false identities. She completed antibiotic course for MRSA/VRE
bacteremia with daptomycin. She was treated with cefoxitin, clarithromycin and amikacin for M.
chelonae infection for two months. However, the strain was highly resistant and antibiotic therapy was
changed to linezolid, tigecycline and azithromycin. Patient left against medical advice before
completing antibiotic therapy.
Discussion: Mycobacterium chelonae is a rapidly growing non‐tuberculous acid‐fast bacillus.
Infection is rare and classically occurs after incidental environmental inoculation.
Disseminated cutaneous infection is the most common presentation and typically occurs in patients
who are immunocompromised (e.g malignancy, corticosteroid therapy, etc) or have recently
undergone cardiovascular, abdominal or cosmetic procedures. Infections involving intravenous
catheters, prostheses, or implantable devices (pacemakers and prosthetic valves) have also been
described. The extremities are usually involved with several to hundreds of nodules, abscesses, and
ulcers that are erythematous or indurated. The incidence of M. chelonae infections has been on the
rise. Infection in an immunocompetent host usually presents as a localized abscess or cellulitis. For
immunocompetent individuals, treatment requires prolonged antibiotic therapy (4 months) with at
least two antibiotics. More extensive or severe disease requires 6 to 12 months. We report a rare case
of disseminated cutaneous infection in an immunocompetent individual. To our knowledge, this is the
first reported case of a disseminated cutaneous infection of M. chelonae in an immunocompetent host
arising from a port‐a‐cath.
Conclusion: In summary, this case highlights the ability of M. chelonae to cause an infection in an
immunocompetent individual. Its increasing incidence suggests it should not be minimized, especially in
the presence of an indwelling device.
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Abstract
BACKGROUND: Atherosclerotic cardiovascular diseases are the leading cause of death in the United
States. A reduction in cholesterol with 3‐hydroxy‐3‐methyl‐glutaryl‐CoA reductase inhibitors (statin)
significantly reduces mortality and morbidity. Statins may be associated with cognitive impairment or
dementia. Our aim was to study the association of cognitive impairment or dementia in patients who
were on a statin.
METHODS: Electronic medical records of 3,500 adult patients in our suburban internal medicine office
were reviewed.
RESULTS: There were 720 (20.6%) patients in the statin treatment group. Dementia or cognitive
impairment was an associated comorbid condition in 7.9% of patients in the statin treatment group
compared to 3.1% of patients in the non‐statin group (P < 0.001). Analysis of all of the patients with
cognitive impairment or dementia showed that among the age ranges of 51 years through 100 years,
the patients in the statin treatment group had a higher prevalence of cognitive impairment or
dementia compared to the non‐statin group. In the statin treatment group, we found significantly
higher prevalence of hyperlipidemia (86.3%), hypertension (69.6%), diabetes mellitus (36.0%),
osteoarthritis (31.5%), coronary artery disease (26.1%), hypothyroidism (21.5%) and depression (19.3%)
compared to the non‐statin group (P < 0.001). About 39.9% of the patients with dementia or cognitive
impairment were on statin therapy compared to 18.9% of patients who had no dementia or cognitive
impairment and were on statin therapy (P < 0.001). Among the patients with cognitive deficit or
dementia in the statin treatment group, the majority of the patients were either on atorvastatin
(43.9%) or simvastatin (35.1%), followed by rosuvastatin (12.2%) and pravastatin (8.8%). We found
greater odds of dementia or cognitive impairment with each year increase in age (1.3 times), in women
(2.2 times), African American race (2.7 times), non‐consumption of moderate amount of alcohol (two
times), diabetes mellitus (1.6 times), hypothyroidism (1.7 times), cerebrovascular accident (3.2 times),
and other rheumatological diseases (1.8 times).
CONCLUSIONS: The association of dementia or cognitive impairment was significantly higher in the
patients who were on statin therapy compared to the patients who were not on a statin.
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Abstract
INTRODUCTION: Phosphate is involved in diverse processes including energy transfer, acid‐base
buffering, chemical signaling and bone metabolism 1. Hypophosphatemia may be missed because of its
non‐specific presentation. We report the present case on account of the profound hypophosphatemia
below a level to be assayed in a patient with alcoholism and malnutrition.
CASE: 66‐year‐old man with history of alcohol abuse presented to the emergency department following
a brief episode of syncope at home. On presentation he was lethargic, blood pressure was
125/71mmHg, heart rate 77bpm and temperature 99.1F. He was alert and oriented with no focal
neurologic deficit. Laboratory data was significant for glucose 76mg/dl, potassium 2.8mmol/L, calcium
9.6mg/dl, blood alcohol level 17mg/dl, vitamin B12 164pg/ml, magnesium 1.4mg/dl, phosphate
<0.5mg/dl, vitamin D <12.8ng/ml. EKG showed normal sinus rhythm with QTC 466ms. CT scan of the
head did not show any acute neurologic process.
CLINICAL COURSE: His presentation was consistent with severe micronutrient deficiency and his
profound lethargy was attributed to the severe hypophosphatemia which was below the range of the
assay. The micronutrients were replenished and he received a total of 120mmol of phosphate and was
discharged with a phosphate level of 3.1mg/dl and significant improvement in his level of physical
activity.
DISCUSSION: Phosphate dyscrasias are an important albeit likely to be missed contributor to morbidity
and mortality.1 Hypophosphatemia may be missed on account of the non‐specific presentation.2Three
processes lead to hypophosphatemia: impaired intestinal absorption, transcellular transfer and
increased renal excretion. Alcohol abuse is associated with all three processes. Presentation ranges
from myalgia and lethargy to severe neurological and cardiorespiratory deragements.1 It is important
that providers are cognizant of at risk populations and have a high index of suspicion.
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Abstract
Introduction: The Human Immunodeficiency Virus (HIV) epidemic has vastly changed the prevalence
and epidemiological burden of fungal infections. With worldwide travel, diseases such as
coccidioidomycosis, while rare in non endemic parts of the United States of America, <1%, have been
increasing in incidence. Coccidioidomycosis may present with a constellation of clinical and radiological
findings that often confound diagnosticians, further emphasizing the need for more sensitive risk
calculators.
Case: A 45 year old caucasian male with HIV, last CD4 845, on highly active antiretroviral therapy
(HAART) presents with a six week history of cough. He reports a persistent dry cough associated with
right‐sided chest pain now resolved and constitutional symptoms. He also has shortness of breath,
treated with Albuterol inhaler. He is a current smoker with 16 pack years. Prior to onset of his
symptoms, he completed a cross‐country road trip from California to the east coast. He denied any ill‐
contacts or limitations in activity. On exam, he is afebrile in no respiratory distress and auscultation of
his chest is within normal limits with otherwise unremarkable exam. His white blood cell count was 9.7
(13% eosinophils) along with positive coccidioidomycosis antibody complement fixation 1:4 and
elevated IgG and IgM. Notably tuberculosis quantiferon gold, histoplasmosis antibodies and urine
antigen were within normal limits. Computerized Tomography (CT) chest with contrast revealed
1.9x1.4x1.1 cm spiculated solid upper lobe nodule along with scattered subcentimeter, noncalcified
solid round nodules in all lobes bilaterally and mediastinal lymphadenopathy. He was commenced on
oral fluconazole for pulmonary coccidioidomycosis and scheduled for follow‐up.
Discussion: Numerous advances have been made in the management of HIV, however aspects of the
pathophysiology still remain unknown. ATS (2010) recommended treatment of coccidioidomycosis in
all immunocompromised patients e.g. HIV AIDS as well as treatment in immunocompetent patients
with HIV (BII). Nathan et al, later highlighted not only the role of a decreased number of CD4 cells as a
component of immunosuppression in HIV patients but also the progressive loss of T cell function due to
neutrophil immunosuppression in chronic HIV infection. As HIV places patients at higher risk for
disseminated disease, it further confounds differentiating lung nodules due to coccidioidomycosis from
lung cancer. Ronaghi et al, found significant radiographic overlap between the aforementioned. A study
by Peterson et al, evaluated three existing online risk calculators and found they performed well in
patients with lung cancer but poorly in patients with coccidioidomycosis. A serological marker, such as
Ciz1b has been suggested, but is yet to be validated. The increasing prevalence of HIV along with
worldwide travel will mandate the need for more reliable risk assessment tools to prevent unnecessary
invasive procedures and treatment for decades to come.
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Abstract
Benzodiazepine withdrawal syndrome is a potentially life‐threatening condition resulting from abrupt
cessation or decrease in the usual dose of a benzodiazepine agent. Benzodiazepines (BZDs) are among
the most commonly prescribed drugs with a propensity for dependence. We present a unique case of a
Non ST Elevation Myocardial Infarction (NSTEMI) resulting from an abrupt cessation of BZD therapy.
A 47‐year‐ old woman with a history of pseudoseizures and bipolar disorder presented to our
emergency department (ED) with altered mental status, chest pain, nausea and diarrhea. She reported
stopping her alprazolam three days prior due to nausea. While in the ED, she had several episodes of
pseudoseizures, was notably tachycardic, and hypertensive with dilated pupils on exam. Laboratory
findings include, elevated lactate, with a troponin of 0.04 and CKMB of 2.5. Initial electrocardiogram
showed sinus tachycardia. She was admitted with a diagnosis of BZD withdrawal, pseudoseizures and
possible demand ischemia. She was treated with intravenous (IV) diazepam for BZD withdrawal. Repeat
troponin and CKMB increased to 0.71 and 7.6 respectively. These were associated with ST depressions
in the lateral leads. She was given aspirin 325mg stat, commenced on IV heparin and transferred to
Intensive Care Unit. In view of repeated pseudoseizures, percutaneous coronary intervention was
deferred, and she was managed medically.
BZDs bind to gamma amino butyric acid (GABA) receptors in the brain. They augment GABA‐mediated
inhibition by increasing the affinity of GABA for its receptors. With prolonged use of BZDs there is a
down‐regulation of the GABA receptors i.e. tolerance, and with abrupt cessation the development of a
withdrawal syndrome due to decreased activity of GABA.
Data on BZD withdrawal causing NSTEMI are sparse in the literature. It has been hypothesized that the
resultant catecholamine surge resulting from the abrupt cessation of a GABA agonist could result in
increased myocardial oxygen demand and subsequent myocardial infarction. A case series in
Sweden(1), highlighted the influence of the sympatho‐adrenergic activation in persons with no
underlying cardiac disease with the release of myocardial enzymes and ST
segment changes, with greater than a 1/3 with ST depressions. Another report published in 2014(2),
also highlighted a case of delirium tremens with resultant NSTEMI and later STEMI in a patient with no
prior history of cardiac disease.
There have been few cases of alcohol withdrawal resulting in a myocardial infarction, with or without
pre‐existing cardiac disease in the setting of the resultant sympatho‐adrenergic surge. Here, we report
a rare case of severe BZD withdrawal syndrome resulting in myocardial infarction.
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Abstract
Benzodiazepine withdrawal syndrome is a potentially life‐threatening condition resulting from abrupt
cessation or decrease in the usual dose of a benzodiazepine agent. Benzodiazepines (BZDs) are among
the most commonly prescribed drugs with a propensity for dependence. We present a unique case of a
Non ST Elevation Myocardial Infarction (NSTEMI) resulting from an abrupt cessation of BZD therapy.
A 47‐year‐old woman with a history of pseudoseizures and bipolar disorder presented to our
emergency department (ED) with altered mental status, chest pain, nausea and diarrhea. She reported
stopping her alprazolam three days prior due to nausea. While in the ED, she had several episodes of
pseudoseizures, was notably tachycardic, and hypertensive with dilated pupils on exam. Laboratory
findings include, elevated lactate, with a troponin of 0.04, and CKMB of 2.5. Initial electrocardiogram
showed sinus tachycardia. She was admitted with a diagnosis of BZD withdrawal, pseudoseizures and
possible demand ischemia. She was treated with intravenous (IV) diazepam for BZD withdrawal. Repeat
troponin and CKMB increased to 0.71 and 7.6 respectively. These were associated with ST depressions
in the lateral leads. She was given aspirin 325 milligram stat, commenced on IV heparin and transferred
to Intensive Care Unit. In view of repeated pseudoseizures, percutaneous coronary intervention was
deferred, and she was managed medically.
BZDs bind to gamma amino butyric acid (GABA) receptors in the brain. They augment GABA‐mediated
inhibition by increasing the affinity of GABA for its receptors. With prolonged use of BZDs there is a
down‐regulation of the GABA receptors i.e. tolerance, and with abrupt cessation the development of a
withdrawal syndrome due to the decreased activity of GABA.
Data on BZD withdrawal causing NSTEMI are sparse in the literature. It has been hypothesized that the
resultant catecholamine surge resulting from the abrupt cessation of a GABA agonist could result in
increased myocardial oxygen demand and subsequent myocardial infarction. A case series in
Sweden(1), highlighted the influence of the sympatho‐adrenergic activation in persons with no
underlying cardiac disease with the release of myocardial enzymes and ST segment changes, with
greater than a 1/3 with ST depressions. Another report published in 2014(2), also highlighted a case of
delirium tremens with resultant NSTEMI and later STEMI in a patient with no prior history of cardiac
disease.
There have been few cases of alcohol withdrawal resulting in a myocardial infarction, with or without
preexisting cardiac disease in the setting of the resultant sympatho‐adrenergic surge. Here, we report
a rare case of severe BZD withdrawal syndrome resulting in myocardial infarction.
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Abstract
INTRODUCTION: Dry Beriberi remains an under‐recognized cause of peripheral neuropathy despite
reports in the literature, and may be misdiagnosed as Guillain‐Barré Syndrome (GBS). We report a case
of thiamine deficiency causing GBS‐like neuropathy in the setting of remote alcohol abuse.
CASE: A 39‐year old female with a history of alcohol abuse presented with an eight‐day history of
numbness involving her bilateral lower extremities and hands which had progressed proximally to
involve her chest wall. She reported perioral and perianal numbness, lethargy and difficulty ambulating.
Examination was significant for decreased sensation in a glove‐stocking distribution, areflexia and
ataxia. Initial laboratory data was significant for folate and magnesium deficiencies which were treated.
MRI of the brain, cervical and thoracic spine were normal. A clinical diagnosis of GBS was made and she
received IVIG and subsequently plasmapheresis with no symptomatic improvement. Serial negative
inspiratory force and vital capacity measurements were normal. CSF analysis, viral, Lyme and
rheumatologic serologies were unremarkable. EMG was significant for axonal sensory neuropathy.
Thiamine levels returned low at 60nmol/L (normal 78‐148). These findings were consistent with a
diagnosis of dry beriberi and treatment with IV thiamine was started with mild improvement in her
symptoms. She was eventually discharged on oral thiamine. At 4‐month follow‐up, symptoms had
slowly improved but she remained dependent on a walker for mobility.
DISCUSSION: Thiamine deficiency causes clinical phenotypes of Beriberi and Wernicke‐Korsakoff
syndrome. Beriberi can be classified as "dry" or "wet". Dry beriberi presents as weakness, paresthesia
and neuropathic‐type pain. The evolution of symptoms can occur very rapidly over the course of a few
days (1). Limb involvement may be the only presentation in most cases of nutritional neuropathy
compared with GBS where there is often involvement of the respiratory and bulbar muscles
necessitating ventilation, which is extremely rare in beriberi (2). Recovery from nutritional neuropathy
is a slow process. There is often considerable improvement in mild cases but in severe forms, recovery
may not be complete (3). It is important that thiamine deficiency be part of the differential diagnosis in
any patient presenting with an acute neuropathy which may mimic GBS especially in the setting of
alcohol abuse whether remote or recent.
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Abstract
Introduction: Patients with myocarditis often present with heart failure symptoms over a few days to
weeks. The classic presentation includes viral prodrome with fever, myalgia, and upper respiratory
symptoms however prodrome is not required for the diagnosis. Often the diagnosis is made clinically,
but in some patients an endomyocardial biopsy can provide tissue diagnosis – however this is an
invasive procedure and can be falsely negative due to sample bias issues. Cardiac MRI can provide
diagnostic evidence without risks associated with invasive procedure.
Case: A 66 year old male with a known history of hypertension presented with progressively
worsening shortness of breath (SOB) over the last 7‐10 days. The patient was previously in his usual
state of health, visiting from Tennessee, when he noticed progressively worsening SOB and denied any
chest pain. He reported that the SOB was worse with exertion, relieved with rest, associated with
some fatigue and weakness.
The initial labs were significant for a troponin of 2.77 and BNP of 2685. The EKG showed sinus
tachycardia, left atrial abnormality, left axis deviation, prolonged QT interval. A chest xray showed
prominent interstitial markings throughout the lungs, consistent with pulmonary edema, an enlarged
cardiac silhouette, and tortuous aorta. Echocardiography demonstrated biventricular severe dilatation
and hypokinesia with left ventricular ejection fraction of 10%. Cardiac catheterization found
nonobstructive coronary artery disease, grossly elevated left ventricle end diastolic pressure. Cardiac
MRI showed very dyskinetic anterolateral to lateral wall of the left ventricle associated with nodular
foci of transmural enhancement and edema in similar areas and possibly beyond the areas of
enhancement consistent with myocarditis.
Conclusion: The pathogenesis of myocarditis is unclear, though it is thought to either involve direct
infection of the myocardium with the virus or an immune system response to the infection. Patients
often present with dyspnea, chest pain, and arrhythmias. EKG abnormalities may be present, along
with evidence of myocardial damage with elevated troponin levels. The most common causes are
adenovirus, coxsackievirus and enterovirus. Diagnosis can be made with endomyocardial biopsy which
allow for evaluation of myocardial necrosis and or degeneration – however it is an invasive procedure
with associated risks. Cardiac MRI uses high intensity magnetic fields to identify the presence of
myocardial edema and myocyte damage and can provide diagnostic assistance in the work up of non‐
ischemic cardiomyopathy.
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Abstract
Background: Peripherally inserted central catheter (PICC) lines are placed in inpatients often without
weighing the risk of complications such as infection, thrombosis and vein damage. It is reported that
there is a nationwide problem of inappropriate PICCs being placed in patients for antibiotics that can
be given via alternative routes like oral or intramuscularly. In patients with a GFR <44 (chronic kidney
disease stage 3b or greater), the AV fistula First Breakthrough Initiative National Coalition
recommends that a small bore internal jugular (SBIJ) catheter be placed in lieu of a PICC. SBIJ is
associated with less risk of thrombosis while maintaining vein patency for future arteriovenous fistula
placement if the patient’s CKD progresses to requiring hemodialysis.
Purpose: The purpose of this investigation was to review all PICCs placed between January 2015 and
September 2015, to look at the patient’s medical history, reason for PICC placement and GFR at time
of placement, and to see how many PICCs were inappropriately placed. Inappropriate PICC placement
compromises patient safety and the delivery of quality care.
Methods: A retrospective chart review was conducted: age, sex, ethnicity, BMI, GFR at time of PICC
insertion, diabetes, hypertension, congestive heart failure, chronic kidney disease and stage,
peripheral vascular disease, coronary artery disease, smoking history, thrombus history, pulmonary
embolus history, deep vein thrombosis history, trauma history, transplant history, and cancer history.
Medication list was reviewed to see the intravenous medications patients received.
Data Analysis: The study separated patients with a GFR less than 44 (Chronic Kidney Disease stage 3b
or higher) from those patients with a GFR>44. The number of patients with chronic medical problems
was calculated. The PICC indication was reviewed to see if there were alternative routes of
administration.
Results: Twenty one percent of the patients (44/206) who received a PICC had a GFR <44 and 7 out of
the 44 were already ESRD on hemodialysis. Forty three percent of patients (89/204) had two or more
comorbid medical conditions, placing them at a higher risk for complications. The common antibiotics
for PICC placement were vancomycin 20% (42/206) and ceftriaxone 14% (29/206).
Conclusion: A PICC was placed for antibiotics where alternative routes of administration were
available. PICC lines were placed in patients with two or more comorbid medical conditions. PICC lines
were placed despite patients having CKD Stage 3b or greater. When ordering a PICC, special care must
be given especially to those patients who have a GFR<44 in order to maintain vein patency for future
fistula placement.
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Abstract
Porto‐mesenteric and splenic vein thrombosis (PMSVT) is a rare but potentially serious complication
after bariatric surgery. There have been case reports of other intra‐abdominal laparoscopic surgeries
resulting into PMSVT. The purpose of this case report is to discuss the need for risk assessment and
possible alteration of the surgical management (laparoscopic vs open bariatric surgery) in patients
who may be high risk for thromboembolic complications, such as those with inherited or acquired pro‐
thrombotic states. When laparoscopic bariatric surgery is contemplated, physicians and patients
should be aware of the risk of splanchnic vessel thrombosis, especially when certain pre‐existing
conditions are present (e.g., impairment of splanchnic vessel flow, hypercoagulable states).
The case report describes PMSVT in a patient known to have history of clots, undergoing laparoscopic
gastric sleeve surgery. A 39 year old female presented on postoperative day 10, status post
laparoscopic gastric sleeve, with nausea, vomiting, abdominal pain and loose mucoid stools
intermittently since surgery. She had history of morbid obesity, lower extremity deep venous
thrombosis (DVT), pulmonary embolism (PE) in 1999 secondary to progestin injections, treated with
inferior venacava (IVC) filter placement and warfarin. Her father died of “clot” in brain, mother had
history of pancreatic cancer, and she did not smoke or drink. Patient’s vital signs were normal, physical
exam was normal except abdominal tenderness and laboratory tests revealed electrolyte changes
which were repleted. MRI abdomen showed splenic and portal vein thrombosis without hepatic
venous thrombosis. A hypercoagulable evaluation revealed a low protein C level, a low anti‐thrombin
III level and a heterozygous Methylenetetrahydrofolate reductase (MTHFR) mutation with normal
homocysteine. Low levels could be explained due to the acute nature of thrombus and
hypercoaguable tests were to be repeated at a later date. Patient was started on heparin and
transitioned to rivaroxaban. As the patient had a recurrent thromboembolic event, lifelong
anticoagulation was in consideration.
Experimental and clinical data indicate that carbon dioxide pneumoperitoneum during laparoscopic
surgeries reduces splanchnic blood flow through several mechanical and physiologic mechanisms. The
above mentioned case demonstrates the need for reassessing high risk patients prone to developing
clots. For such patients, especially when the planned laparoscopic procedure may be lengthy, gasless
or low‐pressure laparoscopic surgery or even reversion to traditional open surgery can be considered
according to literature. Going back in time to consider open bariatric surgery may or may not be ideal,
but there are not many studies comparing thrombotic outcomes of such procedures. Preventive
measures and methods such as intermittent decompression of the abdomen with lengthy procedure
may have a potential to prevent thromboembolic complications but this needs to be studied further.
Incidence of PMSVT is rare but it is becoming one of the frequently seen complications in laparoscopic
surgeries.
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Abstract
Pneumocephalus is defined as pathological collection of gas within the cranial cavity accumulating in
the epidural, subdural, subarachnoid, intraventricular, or intraparenchymal compartments.
Spontaneous, non‐traumatic pneumocephalus is an uncommon condition. The typical causes are
barotrauma, Valsalva maneuvers, bacteremia and air cell hyperpneumatization.
We present a rare case of a 67 year old male who was brought to the hospital after his family found
him incontinent of urine with “odd behavior,” headache, confusion while driving and inability to follow
simple directions. The patient had recently had a severe upper respiratory tract infection. The patient
only answered “yes” and “no” to questions asked and seemed extremely confused. There was no
history of any trauma or any surgery. Medical history was remarkable for atrial fibrillation on
rivaroxaban, alcohol abuse and hypertension. Head CT showed pneumocephalus in the subdural
spaces, subarachnoid spaces, and intraventricular compartments. There was also a foci of air in the
right temporal horn of the lateral ventricle, adjacent to the right mastoid process. The patient was
discharged after a few days of observation and resolution of pneumocephalus, and was advised to
follow up as an outpatient. Within a few days of discharge, the patient was brought back to the
hospital with similar symptoms and repeat CT scan showed a significant recurrence of
pneumocephalus in the subarachnoid and intraventricular distribution. CT temporal bones showed a
thin tegmen of the right middle fossa skull base, suggesting a possible source of dehiscence of the
right mastoid roof. The patient was transferred to a tertiary care hospital. CT cisternogram was done,
which did not show any CSF leak. It was suspected that the pneumocephalus was arising from the thin
tegmen and therefore a middle fossa craniotomy was performed. A small encephalocele associated
with a skull base defect in the middle fossa floor was identified. The encephalocele was removed and
the skull base defect was repaired. Postoperatively, the patient’s mental status improved and there
was resolution of the pneumocephalus with no further recurrence on imaging at 3 months follow‐up.
The majority of cases of pneumocephalus are secondary to trauma or medical intervention. Our
patient did not have any medical intervention neither trauma, and the occurrence of spontaneous
pneumocephalus without any pathology is a rare entity. Whether to opt for surgery or conservative
therapy depends on etiology as well as severity. This case highlights the need for surgical treatment in
patients with a “recurrent pneumocephalus”, as only observation may cause severe complications.
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Abstract
Objective: Recognize monoclonal antibodies against complement factors as the treatment of choice in
secondary and atypical hemolytic uremic syndrome.
CASE: 31 year old female presented with 2 weeks of progressive fatigue and generalized numbness and
tingling. There were no other symptoms and she reported frequent use of NSAIDS to relieve the
symptoms. PMH: HIV, PCP, asthma, CKD IV, Steven Johnson Syndrome from TMP/SMX. She was
prescribed emtricitabine/tenofovir, dapsone for PCP prophylaxis and amlodipine, but reported
noncompliance.
EXAM: BP 164/104 mm Hg, HR 96/min, RR‐18/min, Temp‐99.6 F, Room air pulse ox: 99%. Neuro:
motor 5/5 in all extremities, light touch normal. Remainder of the exam was normal.
LABS: Creatinine 9.41 mg/dL (baseline 2.87), BUN 64 mg/dL (baseline 23), GFR 6 ml/min (baseline 23),
Corrected Calcium 6.42 mg/dL. Platelets 102 K/uL (280 K/uL), Hb 9.2 gm/dL. Haptoglobin undetectable
(<6 mg/ dL), LDH 421 iU/L (NL 91‐200 iU/L), with schistocytes. CD 4 count 48/mm3.
A Preliminary diagnosis of HIV nephropathy vs. NSAID induced acute kidney injury was made and
hemodialysis was initiated. Due to evidence of hemolysis, eculizumab treatment was initiated for
atypical vs secondary hemolytic uremic syndrome (HUS). Prophylactic meningococcal vaccine was
given. Her symptoms and hematologic parameters improved although she continues to be dialysis
dependent. Complement studies returned as low: Total complement level 1 CAE unit (60‐144) , C3 84
mg/dL (85 to 140).
Discussion: Thrombotic microangiopathy (TMA) comprises the clinical entities of both Thrombotic
Thrombocytopenic Purpura (TTP) and HUS. HUS is characterized by triad of microangiopathic hemolytic
anemia, thrombocytopenia and acute kidney injury. HUS is further classified into Typical, Atypical and
Secondary. Atypical HUS is a disease of alternate complement pathway dysregulation, and is not
associated with E.coli O157:H7 and other elaborating Shiga Toxin or other coexisting diseases.
Secondary causes like HIV, SLE can at times lead to activation of complement system leading to what is
called Secondary HUS. Determining the exact HUS etiology in this case is difficult, although HIV could
contribute to dysregulation in complement pathway given the clinical improvement with Eculizumab.
Eculizumab is a humanized monoclonal antibody that binds to complement protein C5, blocking its
cleavage, thereby preventing the production of terminal complement components C5a and Membrane
attack Complex C5b‐9(MAC), thereby reducing the endothelial damage and thrombotic
microngiopathy. Eculizumab has rapidly become the first line of management in Atypical HUS showing
improvement in morbidity and mortality. Emerging evidence shows its efficacy in secondary cases of
HUS, especially HIV. In addition to plasmapheresis, this case demonstrates the need to recognize the
utility of eculizumab in treating complement dependent HUS cases.
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Abstract
Case Summary: A 25 year‐old half‐Black half‐Caucasian man presented to the hospital with one day of
left sided abdominal pain. He was binge drinking for two weeks, and moving furniture into a new
apartment. Two weeks ago he cracked a tooth but had not sought dental attention. PMH: asthma.
Exam: BP 105/80, HR 76, RR 15, and temperature 98.9F. Abdomen: tender in left upper and middle
quadrants, no organomegaly. LABS: WBC 16K, hemoglobin 14 g/dL, and platelet 117K. LDH 1562 (N: 91‐
200 iU/L) and haptoglobin 10 (N: 30‐225 mg/dL), total bilirubin 2 (N<1.1mg/dL) and direct bilirubin
0.3mg/dL, indicating a hemolytic process. CPK 514 (N: 22‐232 iU/L). Monospot negative. CT
abdomen/pelvis with contrast showed splenic enhancement. Repeat imaging the next day for
worsening abdominal pain radiating to the left shoulder revealed perisplenic fluid, trace left pleural
effusion, and possible splenic infarction. Admission blood cultures grew streptococcus mitis oralis, a
normal oral commensal. Ceftriaxone was given and evaluation for endocarditis as a cause of septic
emboli and splenic infarction ensued. Transthoracic and transesophageal echocardiogram did not show
any vegetations. His hemoglobin dropped from 14 to 11 grams. Further questioning revealed that he
had sickle cell disease on one side of his family. A sickle screen was positive and electrophoresis was
compatible with sickle cell trait. Other causes for hemolysis were excluded and hypercoagulable work
up was negative. He was given hydration and analgesia. The pain subsided and the spleen and
hemoglobin stabilized. Splenectomy was not performed to avoid future immune deficiency. Advice to
avoid overexertion and volume depletion was given for the future.
Discussion: Sickle trait has traditionally been defined as a benign carrier condition, however there may
be complications on rare occasions. Sickle trait may be diagnosed by the presence of hemoglobin A
more than hemoglobin S on electrophoresis. Our patient’s hemoglobin A1 was 55% and hemoglobin S
was 41%. A survey of 282 people with sickle cell trait revealed that only 16% knew of their status, and
although there may be newborn screening, many mothers do not recall being informed of their child’s
status. Individuals with sickle cell trait are at risk for complications such as renal failure, splenic infarcts,
venous thromboembolism, and rhabdomyolysis, especially in athletes. There have been many reports
of splenic infarction in individuals with sickle cell trait at high altitude, but few reports of the same at
low altitude. Ours is a rare example of one such case occurring at sea level. It is important for patients
with sickle cell trait to be aware of their diagnosis in order to avoid predisposing factors for possible
complications.
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Abstract
Case Summary: An 85 year‐old woman presented to the hospital with two days of crampy abdominal
pain, vomiting, and watery diarrhea. She had started peritoneal dialysis three months prior for end
stage renal disease. Her last dialysis session was one day prior to symptom onset. She was released
from a rehabilitation center one month ago after a hospital admission for congestive heart failure.
PMH: atrial fibrillation, chronic obstructive pulmonary disease, cervical cancer status post total
abdominal hysterectomy. Exam: vitals were blood pressure of 179/74, pulse of 60, respiratory rate of
15, and temperature of 102.8. Abdomen: tender with voluntary guarding. Dialysis catheter was intact
with no surrounding erythema, swelling, or purulent discharge. Peritoneal fluid aspiration via the
catheter showed white cell count of more than 8000/uL (normal <1000) neutrophil count of 93%
(normal <25), confirming the diagnosis of peritonitis. However, no organism grew on peritoneal culture.
She received vancomycin and ceftazidime intraperitoneally via the catheter. Diarrhea workup revealed
a positive stool PCR for Clostridium difficile. Metronidazole was added with subsequent rapid clinical
response. Clostridium difficile peritonitis was suspected and the initial broad spectrum antibiotics were
held, while the patient’s symptoms continued to improve on metronidazole alone. Further fluid analysis
taken from the peritoneal catheter on the third and fifth day after admission showed resolution of the
leukocytosis. Upon surgical evaluation, it was decided to leave in the peritoneal catheter as the fluid
culture was negative, fluid leukocytosis resolved, and the catheter did not appear to be the source. The
patient’s symptoms resolved and she was then discharged on a total of three weeks of metronidazole
with continuation of peritoneal dialysis.
Discussion: Peritonitis was diagnosed based on classic clinical features of abdominal pain, vomiting,
fever, cloudy effluent, along with peritoneal fluid leukocytosis with neutrophilic predominance. We
considered Clostridium difficile as the causative organism for peritonitis despite negative culture as the
patient’s symptoms and fluid laboratory findings had normalized after starting metronidazole therapy.
According to literature, about 20% of the Clostridium difficile peritonitis in peritoneal dialysis patients
can have negative peritoneal fluid cultures. This case report highlights the importance of considering
Clostridium difficile as the possible cause of culture negative peritonitis in peritoneal dialysis patients in
the appropriate clinical setting.
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Abstract
Case: The patient is a 26 year old male with Down syndrome, past medical history of congenital
imperforate anus and chronic constipation for which he underwent multiple abdominal surgeries with
colostomy reversal and antegrade continence enema procedure with ileoileal anastomosis at 3 years of
age. He was in his normal state of health until one day prior to admission when he had three grossly
bloody bowel movements associated with mild diffuse abdominal pain. No reports of fever, chills,
diarrhea, nausea, vomiting, dizziness, recent travel, or sick contacts. Vitals signs on presentation to the
emergency room; BP 123/60 mmHg, pulse 77 bpm, respiratory rate 18, afebrile, and Sat O2 100% at
room air. EXAM: conjunctival pallor and right lower quadrant skin tunnel without tenderness, erythema
or discharge. Admission Labs: Hemoglobin and Hematocrit: 6.4 gm/dl and 22.8% respectively; MCV 70.4
pg, Ferritin10.7 ng/ml (>22) and FOBT positive. Folate and B12 were normal. He received two units of
PRBC and was started on iron supplementation. CT abdomen/pelvis with contrast showed clumped
appearance of the small bowel loop in the pelvis may reflect localized adhesions/scarring without
evidence of small bowel obstruction. EGD/Colonoscopy did not identify localize source of bleeding,
however they revealed gastritis, mild colitis throughout the entire colon with linear erosions from
rectum to the sigmoid colon. Biopsy did not show evidence of inflammatory bowel disease. Capsule
endoscopy showed ulceration and erythema of small bowel anastomosis in the mid small bowel and
erythema more distally closer to the ileocecum. Six weeks after presentation he had not any additional
episodes of gastro‐intestinal bleeding and hemoglobin/hematocrit were stable at 10.3 gm/dl 33.8%.
Conclusion: Ulcers can develop at sites of ileoileal anastomoses and must be considered in the
differential diagnosis of a patient presenting with a gastrointestinal bleed and the proper medical
history. The most common presentation of these ulcers is subacute gastrointestinal bleeding leading to
iron deficiency anemia. The etiology and predisposing factors of ulcer development are unknown.
Diagnosis can be made by endoscopic techniques. Interestingly, EGD/Colonoscopy was negative in this
patient and the final diagnosis was made by capsule endoscopy. Preferred treatment of these patients
is conservative medical management with iron supplementation and blood transfusions; however in life
threatening bleeds, surgical intervention may be necessary.
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Abstract
Case Summary: A 43 year old woman with no past medical history was camping in Pennsylvania,
became “unwell” and developed diarrhea, vomiting, severe itching, generalized hives, and swelling of
her extremities and face. The night of symptom onset, she had grilled steak for dinner. She endorsed
removing multiple ticks after a hike in Monmouth County NJ 1 week prior and did not eat red meat
until the night of the symptoms, which later improved with diphenhydramine. Physical exam at the
office visit: normal vital signs, no systemic signs of illness including rashes, organomegaly, or edema.
Immunological testing supported the clinical diagnosis of Alpha‐gal allergy syndrome: Beef specific IgE
levels = 1.39 kU/L (< 0.35), pork = 0.83 kU/L (<0.35), lamb = 0.64 (<0.35), as well as anti‐galactose‐
alpha‐1,3 galactose‐IgE (Alpha‐gal IgE) = 2.41 (<0.35). Following the diagnosis she avoided meat, but
hives, diarrhea, and swelling recurred after consuming gelatin and dairy products but decreased in
severity over 10 months.
Discussion: Alpha‐gal allergy often manifests as delayed anaphylaxis, urticaria and or angioedema. It
was first described in cancer patients treated with the monoclonal antibody cetuximab [PMID
18337601]. Recent data showed that tick bites, especially Lone Star tick (Amblyomma americanum) can
induce Alpha‐gal IgE by sensitizing the predisposed individual to the oligosaccharide which has been
discovered in the gastrointestinal of the Ixodis ricinus tick [PMID 23414348]. Subsequent exposure to
alpha‐gal then results in delayed anaphylactic or urticarial reaction. One study showed that the
prevalence of alpha‐gal antibodies was 20% in tick prone regions compared to <1% in areas without.
Within this study, prospective data on 3 patients showed a 20‐fold increase in serum titers from
baseline of anti‐alpha‐gal IgE antibodies after a tick bite with resulting delayed hypersensitivity in 2 out
of 3 [PMID 22815061]. Additionally, a cross sectional study found that 97% of patients presenting to an
allergy clinic with history of delayed anaphylaxis to red meat had Anti‐alpha‐gal IgE compared to only
11% of patients seen in that same practice for asthma [PMID 21453959]. The mainstay treatments for
this condition are avoiding alpha‐gal containing products and symptomatic relief. The long term
prognosis of this condition is not well described; however it is thought that if a strict diet is followed
and tick re‐exposure is avoided, reactions may lessen over time [PMID 16261963]. This case
demonstrates the need to recognize this emerging clinical entity.

Category
Clinical Vignette

Name
Bhavika Gandhi

Additional Authors
Saira Chaughtai MD,
Dana Tarina MD,
Mohammad A Hossain
MD, Arif Asif MD

Program
Jersey Shore
Medical
Center
(Mayer
Ezer)

Abstract Title
Clostridium difficile
peritonitis , an
emerging infection
in peritoneal
dialysis patients, a
case report and
review of li

Abstract
Peritonitis is one of the major complications of peritoneal dialysis and remains the main reason for
discontinuing of peritoneal dialysis by patients. Patients on peritoneal dialysis are predisposed due to
an inherent immunocompromised state. These patients can be vulnerable enough to develop C.difficile
peritonitis simply by transmural translocation of the bacteria.
Case: A 85 year‐old white woman with end stage renal disease on peritoneal dialysis, congestive heart
failure, atrial fibrillation, chronic obstructive pulmonary disease, cervical cancer status post
hysterectomy admitted to the hospital with complaints of cramping abdominal pain, vomiting, and
episodes of watery diarrhea from a rehabilitation center. On physical examination, vitals were stable,
afebrile with diffuse abdominal tenderness with hyperactive bowel sounds and voluntary guarding,
however dialysis catheter was intact with no erythema or purulent discharge. Laboratory investigations
revealed neutrophilic leukocytosis, anemia, and hypoalbuminemia with elevated creatinine. Peritoneal
fluid analysis showed leukocytosis of 8000/mm3, with neutrophil predominance but gram strain was
negative for micro‐organisms. Stool examination showed leukocytes but no parasites, stool C. difficile
toxin B assay was positive. The patient was diagnosed with PD‐related peritonitis accompanying C.
difficile‐associated diarrhea. Oral Metronidazole was started and patient clinically improved within few
days. Repeated effluent showed complete resolution of leukocytosis and improvement of serum
creatinine and albumin level. Upon surgical evaluation the peritoneal catheter was removed as the fluid
culture was negative. The patient clinically improved and she was then discharged on a total of three
weeks of metronidazole with continuation of peritoneal dialysis.
Discussion: In patient with peritoneal dialysis, infection with C.difficile may cause persistent peritonitis
due to toxic effects of clostridia toxins which disrupted gastrointestinal barrier and potentially allowing
enteric bacteria to translocate into the peritoneal cavity. Due to the use of dextrose in peritoneal
dialysate and the general immunocompromised state of patients with kidney failure, the trans located
bacteria can easily seed the susceptible peritoneal cavity. In this case, patient’s effluent culture and
catheter culture were negative for organism but clinical resolution with the appropriate treatment for C
diff confirmed the diagnosis. Regardless of whether the diagnosis is based on a positive stool assay,
sigmoidoscopy finding, or positive dialysate culture, it is managed with 10 ‐14 days of oral
metronidazole .In our patient, C. difficile‐associated diarrhea with culture‐negative peritonitis
responded well to metronidazole therapy extended to three weeks though there is no guideline or
recommendation for treatment of C.difficile associated peritonitis on literature search.
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Abstract
Introduction: The National inpatient sample data records almost 10,000 hospital discharges with
ICD 9 code 428.20 for systolic heart failure. In order to reduce mortality and morbidity, the 2013
ACCF/AHA recommended beta‐blockers (BB) and angiotensin converting enzyme inhibitors (ACE‐I)
in all patients (pts) with current or prior symptoms of heart failure unless contraindicated.
Angiotensin Receptor Blockers (ARBs) should be used in those pts who are intolerant to ACEIs.
Statins should be prescribed to all pts with MI/ACS. Aldosterone receptor antagonists (ARA) should
be given to all pts with NYHA class II‐IV (and EF of <=35‐40%). Updated guideline recommends
replacing ACE‐I/ARBs with Angiotensin‐Receptor/Neprilysin inhibitor (ARNI) to further reduce
mortality.
Methods: We conducted a retrospective analysis of 118 patients with EF<=40% discharged from our
tertiary care hospital between Jan 2016 to Dec 2016 to examine the adherence with the 2013
ACCF/AHA recommendations. 30 day readmission rate was also measured.
Results: Demographics revealed that out of 118 pts, 80(67.79%) were male and 38 (32.2%) female.
94 (79.66%) were White, 19(16.1%) Black, 3(2.54%) Hispanic, Asian 1(0.8%), others 1(0.8%). Only 69
(58.47%) were discharged based upon the 2013 ACCF/AHA recommendations. Breaking into
individual categories of medications; compliance for BB, ACEI/ARB/ARNI, statin, ARA, hydralazine‐
dinitrate was 83%, 58%, 84.78%, 52%, 31%, respectively. Hyperkalemia (>=5.0mmol/l) was found in
only 8(6.77%) pts. In this cohort, average EF was 24.8%, systolic BP 117 mmHg and diastolic BP 66
mmHg. 29 pts(24.57%) were readmitted in 30 days with heart failure symptoms. The difference in
readmission rate in those with and without proper GDMT upon discharge was not statistically
significant (24.6% vs 24.5%, p=0.98. Chi square test).
Limitation: Small sample size to assess any significant difference in readmission rate.
Conclusion: This analysis reveals opportunity to improve adherence with the 2013‐2016 ACCF/AHA
guidelines by implementing a hospital policy. We are working on a protocol to implement it and
assess post‐protocol implementation compliance rate.
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Abstract
Introduction: The National inpatient sample data records almost 10,000 hospital discharges with
ICD 9 code 428.20 for systolic heart failure. In order to reduce mortality and morbidity, the 2013
ACCF/AHA recommended beta‐blockers (BB) and angiotensin converting enzyme inhibitors (ACE‐I)
in all patients (pts) with current or prior symptoms of heart failure unless contraindicated.
Angiotensin Receptor Blockers (ARBs) should be used in those pts who are intolerant to ACEIs.
Statins should be prescribed to all pts with MI/ACS. Aldosterone receptor antagonists (ARA) should
be given to all pts with NYHA class II‐IV (and EF of <=35‐40%). Updated guideline recommends
replacing ACE‐I/ARBs with Angiotensin‐Receptor/Neprilysin inhibitor (ARNI) to further reduce
mortality.
Methods: We conducted a retrospective analysis of 118 patients with EF<=40% discharged from our
tertiary care hospital between Jan 2016 to Dec 2016 to examine the adherence with the 2013
ACCF/AHA recommendations. 30 day readmission rate was also measured.
Results: Demographics revealed that out of 118 pts, 80(67.79%) were male and 38 (32.2%) female.
94 (79.66%) were White, 19(16.1%) Black, 3(2.54%) Hispanic, Asian 1(0.8%), others 1(0.8%). Only 69
(58.47%) were discharged based upon the 2013 ACCF/AHA recommendations. Breaking into
individual categories of medications; compliance for BB, ACEI/ARB/ARNI, statin, ARA, hydralazine‐
dinitrate was 83%, 58%, 84.78%, 52%, 31%, respectively. Hyperkalemia (>=5.0mmol/l) was found in
only 8(6.77%) pts. In this cohort, average EF was 24.8%, systolic BP 117 mmHg and diastolic BP 66
mmHg. 29 pts(24.57%) were readmitted in 30 days with heart failure symptoms. The difference in
readmission rate in those with and without proper GDMT upon discharge was not statistically
significant (24.6% vs 24.5%, p=0.98. Chi square test).
Limitation: Small sample size to assess any significant difference in readmission rate.
Conclusion: This analysis reveals opportunity to improve adherence with the 2013‐2016 ACCF/AHA
guidelines by implementing a hospital policy. We are working on a protocol to implement it and
assess post‐protocol implementation compliance rate.
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Abstract
Case Summary: A 46‐year‐old white male with history of hypertension and smoking presented with
malaise and pleuritic right lower chest pain. Exam: mild tachypnea due to pain. Labs: CBC and CMP
normal, serum quantiferon and Cryptococcus antigen negative. CT chest with contrast: multiple
speculated bilateral lung masses (largest 3.0 x 3.1 x 2.8 cm) with central cavitation, and mediastinal
lymphadenopathy. Lung nodule biopsy was done. Review of the biopsy 10 days later as an
outpatient revealed necrotizing granulomatous inflammation suggestive of leucocytoclastic
vasculitis. Fungal and AFB stains were negative. He noted new bilateral ankle arthralgia and
hematuria, so he was readmitted. Further work up showed elevated ANCA with cytoplasmic
staining directed against serine protease 3(PR‐3). HIV Ag/Ab, Hepatitis B/C, and Anti‐Nuclear
Antibody were all negative. He was diagnosed with ANCA associated vasculitis (AAV):
Granulomatosis with Polyangiitis (GPA) subtype. 1g of IV methylprednisolone was given for 3
days, followed by daily 60mg prednisone and cyclophosphamide. His symptoms including
hematuria improved with treatment. He was placed on empiric TMP/SMX for Pneumocystis
Jirovecii (PJP) prophylaxis.
Discussion: AAV includes GPA, Microscopic Polyangiitis, Renal Limited Vasculitis and
Eosinophilic GPA. All of these entities have overlapping features. Our patient did not have ear,
nose or throat manifestations which are typically present in 90% of GPA cases. A "limited" form
involving only upper or lower respiratory tract is seen in 25% of cases. However, sole finding of
lung parenchymal involvement on initial presentation is extremely rare. C‐ANCA is positive in
90% of patients with systemic GPA but only in 60% with limited form. Of those with positive c‐
ANCA, 80‐90% are directed against the PR‐3 antigen. ANCA is helpful in diagnosis, but does not
predict severity or prognosis. Treatment of GPA involves two phases: induction and maintenance.
Initial therapy involves high dose steroid and either cyclophosphamide, rituximab, or
methotrexate. Plasma exchange is offered in life‐threatening illness. 3‐6 months of induction
therapy is needed to achieve remission after which patients are maintained on low dose
cyclophosphamide or methotrexate depending on severity of disease. Prophylaxis for PJP and
other opportunistic infections should be given.
Conclusion: Although classic presentation of GPA involves Ear/Nose/Throat, it may rarely present as
pulmonary nodules, which could be misdiagnosed as Infection or malignancy. Early diagnosis and
treatment can reduce disease severity, multi‐organ involvement and improve overall prognosis.
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Abstract
Keytruda (Pembrolizumab) is a humanized monoclonal antibody against programed death 1 (PD1‐1)
used in advanced Non‐Small Cell Lung Cancer (NSCLC).Here we report a case of isolated
adrenocorticotropic hormone (ACTH) insufficiency in a patient with metastatic stage 4 non‐small cell
lung carcinoma (NSCLC) treated with Keytruda.
Case Report: 52 year old male with metastatic Stage 4 NSCLC (adenocarcinoma) diagnosed two years
ago ALK and EGFR negative, status post wedge resection, radiation and chemotherapy. In January 2016
follow up imaging showed a pulmonary nodule with increased uptake on PET scan. The nodule was
resected and patient was started on Pembrolizumab postoperatively. A year later the patient presented
to the emergency department (ED) with generalized weakness, decreased appetite and significant
weight loss. In ED, the patient was hemodynamically stable with normal physical examination except
weight loss. Admitting labs showed cortisol level of 0.6 pg/ml, ACTH level of <5 pg/ml (reference range:
7‐69pg/ml). TSH, FSH and LH levels were within normal limits. Other causes of adrenal insufficiency
were excluded. CT scan of the abdomen and MRI of brain were both unremarkable, with no mass in the
adrenal glands and pituitary gland. Patient was diagnosed as isolated ACTH insufficiency due to
Keytruda. Keytruda therapy was stopped and was started on glucocorticoid and mineralocorticoid
replacement following which patient had significant clinical improvement with cortisol level at 14.9
pg/ml during a 2 month follow up.
Discussion: PD‐1 inhibitors are found to be associated with multiple endocrine side effects involving
pituitary, thyroid and adrenal glands. Literature review showed a handful of case reports of adrenal
insufficiency including isolated ACTH insufficiency associated with Nivolumab treatment which is
another PD‐1 inhibitor along with a single retrospective study on isolated ACTH insufficiency associated
with anti PD‐1 therapy including Nivolumab and Pembrolizumab. The previous case reports were
mostly male similar to our case, presented with atypical symptoms including fatigue, nausea.
Hypotension, hyponatremia and eosinophilia none of which were found in our patient. There have
been studies that found elevated levels of inflammatory markers CD163 and CXCL5 6 weeks after
treatment with Nivolumab which were considered possible biomarkers for impending ACTH
insufficiency which were not checked in our patient. The mechanism responsible for endocrine side
effects of anti PD1 therapy is unclear. However, autoimmune pathogenesis has been supported by the
presence of anti‐thyrotropin and anti‐corticotrophin antibodies in some patients with Ipilimumab‐
induced hypophysis. Isolated adrenal insufficiency is a rare but life threatening complication of anti‐PD‐
1 therapy. There are no clear biomarkers for impending ACTH insufficiency nor clear guidelines
regarding resuming therapy in the event of adverse events. Clinicians should be aware of this life
threatening complication in patients on anti‐PD‐1 therapy presenting with nonspecific symptoms for
prompt evaluation and treatment.
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Abstract
Background: Inpatient hypoglycemia (< 70 mg/dl) has been associated with adverse clinical outcomes.
We hereby present our data on the trends of inpatient hypoglycemia at Jersey Shore University Medical
Center and describe factors associated with and likely causative of inpatient hypoglycemia.
Methods: IT generated hypoglycemia reports were used to identify subjects from January‐June 2016.
Charts were reviewed for labs, admitting service, severity of illness, steroid use, co‐morbid illnesses,
scheduled procedure or surgery and other variables affecting glycemic control.
Results: 107 cases of hypoglycemia were confirmed. 76 (71%) were age 65 or older. 55 were females
and 52 males. Only 4 (3%) of these episodes were seen while on insulin drip. Kidney disease (Chronic
Kidney Disease (CKD) stage 3 or worse) was seen in 56 patients (52%). 55 patients (51%) had a ‘nothing
per mouth’ (NPO) order or had poor oral intake. 32 subjects (30%) had traveled off unit for a
procedure/surgery/test on or the day before the hypoglycemic event. 24 subjects (22%) were septic
and 10 subjects (9%) had liver disease. Finally, 6 subjects (5%) were on steroid taper and 21 subjects
(19%) had alteration in ability to self‐report symptoms of hypoglycemia
Conclusion: Elderly patients, patients with renal insufficiency, those who are NPO or has poor oral
intake are at highest risk of developing inpatient hypoglycemia. Patients who have been off the unit for
a procedure, those who are septic, those who have altered mental status and thus inability to report
symptoms of hypoglycemia were found to be next higher risk. Patients who are on steroids, on insulin
drip and those with liver disease should also be closely monitored for hypoglycemia based on our study
results. Developing strategies to prevent or reduce hypoglycemic events should include identifying high
risk patients, recognizing precipitating factors, use of appropriate scheduled insulin, and appropriate
nutritional support in hospitalized patients.
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Abstract
Case: A 48 year old male presented with acute, severe left lower quadrant abdominal pain
accompanied by worsening constipation and a 20 pound weight loss. Family history: no colon cancer.
CT scan: distended and stool‐filled colon to the level of the mid to distal descending colon, where a 3 X4
cm soft tissue density was identified. He underwent an urgent left hemi‐colectomy, and resection of
the splenic flexure mass with end to side colo‐colonic anastomosis in the sigmoid colon. Pathology:
T3N0M0 poorly differentiated adenocarcinoma. There was no evidence of metastatic disease.
Colonoscopy revealed 14 polyps throughout the entire colon ranging 10‐25 mm, mostly tubular
adenomas, with a few hyperplastic polyps. Surprisingly, an additional infiltrative ulcerated non‐
obstructing 6cm mass was found in the sigmoid colon, 32 cm from anal verge. Pathology: moderately
differentiated colonic adenocarcinoma, staged as T3N1M0. Germline mutation tests for familial
adenomatous polyposis (FAP) and hereditary non‐polyposis colorectal cancer (HPNCC) were negative
(microsatellite instability analysis by PCR and APC gene testing). He underwent a second open sigmoid
resection with recto‐sigmoid anastomosis, followed by adjuvant chemotherapy with oxaliplatin. He will
require yearly colonoscopy for 5‐10 years.
Conclusions: Synchronous colorectal neoplasia (SN) is defined as two or more concurrent primary
tumors in the same patient at the same time, and comprise 3‐5% of cases of CRC. Intraoperative
palpation may miss SN up to 69% of the time, so colonoscopy is necessary. Only 3% of SNs involve
different types of malignancies, and 33‐55% are villous adenomas. FAP is associated with APC gene
mutation, development of hundreds to thousands of adenomas, younger age, and 100% progression to
CRC. Other risk factors include ulcerative colitis, attenuated FAP, and serrated polyposis syndromes,
although their association with cancer is lower. Continual surveillance for CRC is recommended in these
cases. Our patient was tested for these syndromes via germline testing, colonoscopy and review of
family history, but ultimately was found to have numerous adenomatous polyps in the absence of a
familial syndrome or genetic mutation. Adenomatous polyps are the classic neoplastic polyps,
harboring a 5% or less chance of developing into a carcinoma.
Management of SN includes total abdominal colectomy with ileo‐rectal anastomosis, favored in
patients younger than 60 years, with non‐metastatic disease and concurrent adenomatous polyps.
Limited resection is preferred in older patients with increased comorbidity.
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Abstract
Case Summary: 46 year old female with history of seizure disorder presented with nasal congestion,
sneezing and difficulty breathing for several months. A mass was identified on nasoscopy, and biopsy
revealed poorly differentiated neoplasm consistent with sinonasal carcinoma (SNUC). PET scan and CT
scan of sinuses demonstrated an extensive primary malignancy, involving right nasal passage, right
maxillary and sphenoid sinuses, ethmoid sinuses, and extending into right frontal lobe of the brain. She
initially responded well to treatment with neo‐adjuvant chemotherapy, CAV (cyclophosphamide,
doxorubicin, vincristine) for tumor shrinkage and localized radiation. CT imaging two months following
the completion of a first round of chemotherapy and radiotherapy demonstrated improvement in the
right nasal mass and MRI brain showed no obvious residual tumor.
Four months following completion of chemotherapy, she presented with left leg weakness and spasms.
EXAM: 4/5 strength in left hip flexors. MRI identified a new 2.8x 2.2 cm right frontal mass, which was
surgically resected. Pathology: malignant small blue cell tumor, consistent with history of SNUC. Mild
left leg weakness persisted, but spasms improved and she was discharged to a rehabilitation facility.
Two days following discharge, she abruptly developed weakness in right leg and decreased sensation
below the T2 dermatome. CT of thoracic spine showed intraspinal masses at the T2 and T3 levels. She
underwent immediate surgery for intradural extramedullary tumor debulking. This too was metastatic
disease. In spite of the surgery, the tumor was growing into the spinal cord, and she did not gain any
significant return of sensory or motor function.
Discussion: Sinonasal undifferentiated carcinoma (SNUC) is a rare and aggressive malignancy of the
nasal cavity and paranasal sinuses. Sinonasal tract tumors comprise less than 1% of all malignant
neoplasms and SNUC comprises a mere 7% of all sinonasal tumors, with a total of 318 reported cases in
the US in the past 40 years. The most common locations are the nasal cavities and ethmoid sinuses.
Presenting symptoms are often benign‐appearing, such as nasal obstruction, epistaxis, and headache.
Surgery is the cornerstone of treatment, with radiotherapy a beneficial supplement. Chemotherapy
does not appear to contribute to survival. Our patient was considered a poor surgical candidate initially,
and was directly started on RT and chemotherapy.
Commonly known to invade the cranial vault and brain locally, it has very rarely been reported to
invade the CSF fluid or result in metastases to spinal cord, with 1 previously reported case in 2001. Our
case again highlights the necessity to suspect metastases beyond local sites and to the brain when
evaluating a possible progression of SNUC.
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Abstract
Proteinuria is a marker for cardiovascular disease. Detection of such patients can identify those eligible
for treatment to decrease the risk. OBJECTIVE: identify hospitalized patients with proteinuria, the
prevalence of concurrent use of medications known to decrease the level of proteinuria, and how many
were placed on anti‐proteinuric medications.
METHODS: Retrospective review of 200 patients admitted to our institution 2010‐2015. Abstracted
data included demographics, medical history, labs, urinalysis (UA). “Appropriate Medications
(BPMeds)” included antihypertensives known to mitigate proteinuria.
RESULTS 201 charts reviewed, 121 had UA. Primary Endpoint: 41 patients (33%) had proteinuria on the
first UA, 14 patients had a second UA done, 9(65%) of them subsequently had no proteinuria. 66% were
on BPMeds as follows: 1 medication (n=21); >2 (n=6); 14 were on no BPMeds and 2 of that group had
BPMeds initiated during the index admission.
The mean SBP and DBP among those with Proteinuria>+3 (162+19/84+9,n=7) was higher than those
with proteinuria<+2 (127+4/71+13,n=33) and the total cohort (133+27/73+13,n=40), p<0.001.
Proteinuria ≥+3 was found in 35% (n=20) of those diagnosed with chronic hypertension vs 5% without it
(chi2 p=0.02). 53% of patients with chronic HTN had inadequate BP control (SBP>140/DBP>90).
CONCLUSIONS: Proteinuria is prevalent, more severe in those with chronic hypertension, and only 53%
of inpatients with chronic hypertension had proper blood pressure control. Our findings suggest that
detection of proteinuria on admission presents an opportunity to identify patients eligible for quality
improvement projects regarding optimization of chronic hypertension.
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Abstract
Introduction: Clostridium subterminale is an anaerobe that's rarely associated with clinical infection.
We report a case of Clostridium subterminale septicemia, due to mastoiditis in a patient who received
local irradiation to right ear basal cell carcinoma.
Case: A 63 year old male recently diagnosed with high grade squamous cell carcinoma of right inner ear
involving mastoid bone treated by radiation therapy. After receiving few sessions of radiations he
complaints of persistent nausea, vomiting and purulent discharge from right ear. Initially he was
treated conservatively with topical antibiotic and antiemetic. After two days he was sent to hospital
from rehabilitation because of high fever. In emergency department, he was found to have fever of
104.5 F with purulent right ear discharge. Because of hemodynamic instability he was admitted to
intensive care unit and started on broad spectrum antibiotics after drawn blood for culture. His
laboratory investigations revealed leukocytosis and acute renal impairment. CT cisternogram negative
for CSF leak and CT scan of brain did not show any abnormalities except erosion of mastoid bone. On
next day his two sets of blood culture came back positive for Clostridium subterminale. Ear fluid culture
also came back positive for heavy growth of Clostridium subterminale. His antibiotic regiments
narrowed to IV Metronidazole according to sensitivity. During ICU course patient also developed
dysphagia but resolved spontaneously after few days. The patient responded clinically and downgraded
from ICU and discharged back to rehabilitation in a stable condition.
Discussion: Clostridium subterminale is a rare pathogen. It is similar to Clostridium botulinum which
produces neurotoxin. C subterminale has been reported that it was isolated in human blood in only 4
cases. In all the mentioned cases, a disruption of the gastrointestinal mucosa was present, either in the
form mucositis due to neutropenia or direct injury to the GI tract. Our case is the first one which does
not show this association, and the only possible risk factor was the cavitary lesion with necrotic tissue
that was created due to radiation therapy of the mastoid bone, which likely provided a suitable
environment to the an aerobic organism. This patient also had a transient dysphagia which was
confirmed by barium swallow study, which also raises the possibility of a minor form of botulism in this
case. The usual treatment for Clostridium subterminale is IV metronidazole or clindamycin. So
physician should be aware of this unusual and rare organism particularly in cancer patient as a
potential cause of sepsis in an appropriate clinical context.
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Abstract
A 66 year old Caucasian male diabetic with coronary artery disease was admitted after presenting
to the emergency department after experiencing chest discomfort and diaphoresis while working
in his yard, both resolved after rest. He had a history of hypertension, hyperlipidemia, type 2
diabetes mellitus, and coronary artery disease with stents placed 1 and 13 years prior to
presentation. His ECG did not demonstrate changes vs. his prior from a year ago and troponin
was normal. He reported being noncompliant with his insulin, statin and anti‐platelet medications
for over 3 months. He also reported consuming an average of 6‐8 alcoholic beverages/day. The
lab called as his serum was white & opaque. LABS: Sodium 125 mmol/L, Glucose 501 mg/dl,
Triglycerides (TG) 13,700 mg/dl, Total cholesterol 1120 mg/dl and LDL 431 mg/dl. Lipase was
normal. He denied abdominal pain, nausea, vomiting, diarrhea or any other symptoms of acute
pancreatitis. Physical examination revealed obesity, no xanthomas or corneal arcus. He was
transferred to the ICU for continuous insulin infusion which effected dramatic improvement of
TG with a drop to 1410 mg/dl on Admission Day 6. He was started on fenofibrate, niacin,
rosuvastatin 40 mg and orlistat. The cardiac stress test during admission was normal. TG level
obtained two months later as an outpatient was 165 md/dl.
Conclusions: This case illustrates an unusual presentation for a patient with severely elevated TG levels.
White, opaque serum, along with the history of poorly controlled diabetes and hyperlipidemia is
consistent with severe hypertriglyceridemia which is usually defined as levels exceeding 1000
mg/dl. In severe hypertriglyceridemia rapid lowering of plasma triglycerides has to be achieved
as these patients are at increased risk for acute pancreatitis and cardiovascular events. It is quite
rare to have values exceeding > 10,000 mg/dl without evidence of pancreatic injury such as our
patient. A PubMed search using terms severe, acute, asymptomatic, and hypertriglyceridemia
revealed cases of acute pancreatitis associated with levels over 10,000 mg/dl, but no reports of
asymptomatic patients. Omega 3 fatty acids and fibrates are used for chronic control, but have no
role in the acute setting. Therapeutic options for acute treatment include continuous insulin
therapy, heparin or a combination of both, plasmapheresis and octreotide. There are no standard
clinical guidelines to approaching severe hypertriglyceridemia, but plasmapheresis is reserved for
more emergent symptomatic cases associated with acute pancreatitis. Long term, appropriate diet,
lifestyle changes, medications, and close outpatient follow‐up to reinforce compliance are
essential for patient well‐being.
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Abstract
Background: In 2015 AHA/ACC recommended lower heparin dosing for Non‐ST elevation myocardial
infarction (NSTEMI) patients. Maximum initial bolus decreased from 7500 units to 4000 units. Initial
infusion rate decreased from 1500 units/hr to 1000 units/hr. We implemented those guidelines, and as
part of the National Cardiovascular Data Registry (NCDR) quality assurance process, compliance and the
rates of bleeding were recorded. HYPOTHESIS: Lower heparin dosing would be associated with fewer
bleeding events. OBJECTIVES: analyze NCDR data at our institution to compare the following prior to
and after 2015: 1) Rates of provider compliance with the new recommendations. 2) The number of
patients who had NCDR bleeding events. 3) Patients who had Hemoglobin (HGB) Drop >= 3 g/dL entire
admission.
Methods: NCDR data is collected by cardiology quality assurance advance practice nurses at our 546
bed tertiary care center. NCDR defines bleeding events as any of the following within 72 hours of
starting heparin: 1)HGB drop >= 3g/dL 2)Red blood cell transfusion with HGB< 8 g/dL 3)Procedural site
intervention to address bleeding.
Results: After implementation of the new guidelines, the percentage of patients receiving heparin
bolus >4000 units dropped from 62% to 22%, and the mean infusion rate dropped. The relative risk (RR)
of receiving a heparin bolus >4000 units in 2014 vs. 2015 was 2.8 (95% CI [1.9,4.2]). NCDR bleeding
rate: Was not significantly different in 2014 (2.5%) vs. 2015 (5%), (Wilcoxon Rank‐sum p=0.2).
Hemoglobin Drop>=3g/dL: The rate in 2015 was not significantly different from the 2014 rate. (RR 1.05.
95% CI [0.6,1.9]). Mean HGB Drop: No Difference 1.9 + 1.6 each year
Conclusions: Implementation of the new recommendations was associated with a 40% decline in
excessive heparin dosing for NSTEMI patients at our institution, but the rate of NDCR defined bleeding
did not change significantly. The stable bleeding rate could be explained by the presence of
confounders that were not recorded as part of the nursing
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Abstract
A 31‐year‐old male with no significant past medical history who presented to the emergency
department with acute onset crushing substernal chest pressure and dyspnea with profuse sweating
following a weeklong febrile illness with malaise. The initial EKG showed diffuse ST depressions in all
precordial leads, consistent with an acute coronary syndrome. He was transferred emergently from an
outlier hospital to a tertiary care center and subsequently underwent emergent cardiac catheterization
which revealed normal coronary arteries. Thereafter, he underwent an emergent transthoracic
echocardiogram which showed ejection fraction of 45% with severe aortic insufficiency with emanating
from a torn right coronary cusp and cardiothoracic surgery consultation was procured. Initial physical
examination revealed normal vital signs and clear lungs, but shortly thereafter, the patient rapidly
developed cardiogenic shock and pulmonary edema requiring intubation. With the consent of his
family, the patient then underwent emergent transesophageal echocardiogram while intubated. This
revealed a large vegetation prolapsing into the left ventricular outflow tract, confirming the diagnosis
of acute severe aortic insufficiency from endocarditis. While deliberating with the family about
emergent aortic valve replacement, the patient suffered cardiac arrest. After applying ACLS protocol
for 13 minutes, return of spontaneous circulation was restored and the patient was sent for emergent
mechanical aortic valve replacement surgery. The native valve specimen cultures grew staphylococcus
lugdunensis. The patient had a remarkably uncomplicated postoperative course and was extubated
Post‐operative day 4 and he was neurologically intact. He was discharged home on Post‐operative day
8 on intravenous Nafcillin to complete a 6 week course and made a full recovery without disability.
Discussion: Staphylococcus Lugdunensis, a coagulase negative staphylococci, is considered a normal
skin flora and represents a rare cause of Infective Endocarditis (IE). It can be aggressive and fatal and
when found in the blood, IE should be thoroughly ruled out. The typical valvular pathology involving S.
lugdunensis usually results in bulky leaflet vegetation. Because it binds directly to von willebrand factor
VWF, it adheres to the valves and vessels firmly and is very resistant to shear forces, explaining its
aggressiveness compared to other coagulase negative staphylococci. A recently published study in
Taiwan identified 48 patients with S. lugdunensis bacteremia between the years 2002‐2012. Among
this cohort, four patients had IE and all four underwent valve replacement surgery with a resultant high
mortality rate of 75%. Despite such poor outcomes, surgical management of S. lugdunensis IE is
recommended along with an aggressive intravenous antibiotic regimen.
Conclusion: In conclusion, we hope our report of a near‐fatal case of S. lugdunensis endocarditis in a
young, previously healthy patient successfully treated with emergency valve replacement surgery
supports that the use of heroic supportive treatment measures can be effective and are warranted in
viable patients.
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Abstract
Throughout history, antacids were perceived to cause solely milk‐alkali syndrome rather than causing a
unique nephropathy. As the use and availability of calcium‐based antacids become more prevalent in
today’s population, it is important to be aware of acute tubular necrosis caused by hypercalcemia due
to excessive ingestion of antacid especially with any pre‐existing kidney disease. Renal insufficiency
secondary to hypercalcemia caused by impaired concentrating ability, decreased glomerular filtration
rate, calcium deposition, or nephrogenic diabetes insipidus. Acute tubular necrosis (ATN) is a rare
manifestation of hypercalcemia.
Case: A 47 year old Caucasian female with past medical history of hypertension, diabetes mellitus, and
COPD was admitted with complaints of generalized weakness, abdominal pain, diarrhea, and confusion.
Patient also reported a history of taking excessive calcium‐based antacids over the past several weeks
for dyspepsia. Patient had been treated for similar complaints, hypercalcemia, and acute renal failure
which required hemodialysis approximately eight years prior to this admission. Patient’s vital signs
were normal including negative orthostasis. Physical examination was unremarkable. Laboratory
workup revealed BUN of 30 mg/dl, creatinine of 3.95 mg/dl, calcium of 16.3 mg/dl, and PTH of 6 pg/ml.
Urine studies revealed random sodium of 71 mmol/dl, creatinine of 16.2 mg/dl, and osmolality of 168
mosm. Urine to serum creatinine ratio was less than 10 with a FENa of 13%. Urine analysis revealed
muddy cast without proteinuria. Renal ultrasound was normal. Renal biopsy revealed acute tubular
necrosis superimposed on underlying hypertensive arterionephrosclerosis. The patient was initially
treated with intravenous normal saline. Later, in view of persistent hypercalcemia, calcitonin was
added. After two days, serum calcium dropped to 9.2 mg/dl and the patient’s clinical condition
improved significantly.
Discussion: The calcium ion is an essential regulator of many body processes including muscle
contraction, many secretory mechanisms and neuronal excitation. Most common causes of
hypercalcemia are malignant tumors, primary hyperparathyroidism, immobilization, ingestion of
vitamins A and D, thiazide diuretics, granulomatous diseases, milk‐alkali syndrome, familial
hypocalciuric hypercalcemia, and intrinsic bone diseases. The potential renal consequences of
hypercalcemia are arteriolar vasoconstriction, decreased tubular sodium reabsorption, nephrogenic
diabetes insipidus, nephrocalcinosis, tubulointerstitial fibrosis, and ATN. Etiology of ATN in
hypercalcemia is not clearly understood but there are three well known alterations in tubular dynamics
of ATN are obstruction, back‐leak, and activation of tubular glomerular feedback. The degree of ATN is
always directly proportional to the degree of hypercalcemia. Recurrent coexistence of ATN and
hypercalcemia in this patient is suggestive that the association between these two phenomenon is a
much more common entity than previously studied. The complications associated with ATN are often
life threatening with in‐hospital survival rate of approximately 50%. Any case presenting with
hypercalcemia and acute renal failure should be investigated for ATN for early diagnosis and treatment.
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Abstract
Case: A 23 year‐old man presented with one day of intermittent chest pain at rest, radiating to the
back, associated with vomiting and shortness of breath. He reports no prior episodes. He denies
tobacco or drug use. PMH: Raynaud’s phenomenon, Ehlers Danlos syndrome, migraine headaches. FH:
sudden cardiac death in grandmother at age 32 with no further available details. Exam: normal S1/S2
with no murmurs or rubs. Chest was non‐tender. Pulses equal and intact in all extremities. Heart rate
60, regular, and blood pressure 101/60 mmHg in both arms. ECG: non‐specific ST‐T wave changes.
Initial troponin 20 ng/ml (<0.03), urine drug screen negative. Computed tomography scan of the chest
with contrast ruled out aortic dissection and pulmonary embolism. Chest pain recurred and repeat
troponin increased to 70 ng/ml. He was taken for coronary angiography which revealed no obstructive
disease. A diminutive marginal branch of the left coronary system correlated to a small area of lateral
wall hypokinesis, presumed to be related to coronary vasospasm. Echocardiogram: normal heart size,
ejection fraction, and no regional wall abnormalities. Post‐catheterization, he was started on aspirin
and a calcium channel blocker. He had no further episodes of chest pain, and troponins trended down.
He was discharged with outpatient congenital cardiac follow up, where he had a cardiac MRI done that
showed evidence of myocarditis.
Conclusion: Myocarditis is an inflammatory disease of the myocardium, many times brought on by an
infection. However, there is a variety of ways that myocarditis can actually present. Myocarditis should
be suspected in the following 4 clinical settings: in a patient presenting with unexplained heart failure,
cardiogenic shock or arrhythmias; unexplained left ventricular systolic dysfunction; pericarditis with
increased cardiac biomarkers indicating myopericarditis; presentation of an acute myocardial infarction
and a normal cardiac angiogram. Our patient fell into the latter category. He was initially believed to
have coronary vasospasm‐induced ischemia based on the coronary angiogram and his history of
Raynaud’s, and he was started on calcium channel blockers. However, our case demonstrates how
further diagnostic modalities like cardiac magnetic resonance imaging revealed the actual inciting
factor. Given the fact that myocarditis can demonstrate an array of clinical presentations, it is
important that the physician keeps this diagnostic possibility in mind.
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Abstract
Introduction: Non‐bacterial thrombotic endocarditis (NBTE) is characterized by non‐infectious valvular
vegetations, usually associated with malignancies, but can also occur with autoimmune disorders or
DIC. Our case presents rare association of NBTE with Rheumatoid arthritis (RA).
Case Description: An 80 year old female with a history of non‐deforming RA, on methotrexate and
Hydroxychloroquine, was brought in comatose with fever of 102F, no further history was available.
Patient was hemodynamically stable but arousable only to painful stimuli.
Physical exam showed mid‐dilated, reactive pupils, Non‐radiating systolic ejection murmur at right 2nd
intercostal space, bluish discoloration of the right great toe and the first 3 digits of the left foot with 1+
left dorsalis pedis pulse; but arterial duplex showed adequate signals bilaterally. Labs showed WBC of
52.5, lactic acidosis of 3.9, normal urinalysis. Chest x‐ray showed pulmonary vascular congestion.
Electrocardiogram showed right bundle‐branch block with first‐degree atrioventricular block. CT scan of
head was normal. Lumbar puncture was negative. Cultures were sent and broad spectrum antibiotics
were started empirically for possible sepsis of unclear etiology. MRI brain showed multiple acute
infarcts involving both hemispheres and basal ganglia. Ultrasound carotid was normal. Transesophageal
echo showed small vegetations on the aortic valve and mitral annulus. Blood cultures remained
negative. Serologies for coxiella/bartonella/legionella and Brucella were inconclusive. Diagnosis of
NBTE was made and anticoagulants started. Patient’s course was complicated by anterior wall NSTEMI
and was treated medically; invasive interventions were withheld due to poor prognosis. Patient was
made hospice.
Discussion: The vegetations in NBTE consist of thrombi made of platelets, mononuclear cells, fibrin and
immune complexes. Pro‐inflammatory cytokines in RA including tumor necrosis factor alpha and
interleukin (IL)‐1, IL‐6 and IL‐8 trigger endothelial damage, which, in the presence of hypercoagulable
states, leads to deposition of platelets and inflammatory molecules. Emboli from vegetations can cause
widespread infarcts, myocardial infarction and acral cyanosis. Echocardiography
(transthoracic/Transesophageal) can reveal valvular vegetations, however, cultures should be obtained
to differentiate it from Infective endocarditis (IE). Culture negative endocarditis caused by legionella,
chlamydia, Haemophilus species, Aggregatibacter species, Cardiobacterium hominis, Eikenella
corrodens, and Kingella species (HACEK) group, and fungi should be excluded by serologies. Workup for
autoimmune diseases and occult malignancies should be done. Treatment of underlying condition is
attempted whenever possible. Once, hemorrhagic infarcts are excluded, anticoagulation is continued
indefinitely unless bleeding risk exceeds the benefits. Valve debridement or replacement is considered
in selected cases. In patients with malignancy, it is not clear if NBTE improves with therapy.
Conclusion: In conclusion, cardiovascular events in RA cause significant morbidity and mortality. NBTE
in association with RA, although rare, can manifest with severely debilitating signs and symptoms and
lead to fatal outcomes. Hence, any valvular abnormalities should be evaluated appropriately and
treated accordingly.
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Abstract
Lung cancer is the most common cancer in men and leading cause of cancer mortality worldwide
among women. Approximately 20% of Non‐small cell lung cancers (NSCLC) have bone metastasis at
presentation. The base of the skull is a less frequent site of metastasis and is most often silent. Occipital
Condyle syndrome (OCS) is a rare clinical syndrome, consisting of unilateral occipital headache
accompanied by ipsilateral hypoglossal palsy. To the best of our knowledge, this is the fourth reported
case of OCS from primary lung cancer.
A 55‐year‐old Asian female with no significant past medical history presented to the emergency room
with continuous left sided temporo‐occipital headache of one‐month duration and difficulty chewing
food and deviation of tongue for 5 days. The headache was only partially relieved with over the counter
medications. Physical examination revealed mild fasciculation of the tongue with deviation of tongue to
right with no atrophy. A Computed Tomography (CT) imaging of the brain was done and was
unremarkable. MRI brain was done which revealed 2.0 x 2.7 x 1.2 cm enhancing lesion destroying the
right skull base in the region of the right hypoglossal canal. Subsequent screening with CT of the chest,
abdomen and pelvis revealed 4.7 cm spiculated mass at the superior segment of the left lower lobe
with metastatic lymphadenopathy to left hilar, mediastinal and right supraclavicular. A Right adrenal
mass and sclerotic lesions in the T9 and L2 vertebral bodies without central canal compromise was
found identified as possible metastasis. A CT guided lung biopsy confirmed the diagnosis of
adenocarcinoma of lung. Patient was started on Bevacizumab, Pemetrexed, Carboplatin and also
received radiation therapy. She was also given a tapering dose of prednisone and the headache
resolved in a week. Metastasis or primary tumors involving an occipital condyle can directly invade the
skull base involving the hypoglossal canal and result in lower cranial nerves neuropathies. Our patient
experienced a unique pattern of a severe, continuous, unilateral pain in the occipital region, with
symptoms typically improving by turning the head towards the painful side. Majority of cases remain
silent. OCS is characterized by an isolated unilateral hypoglossal paresis and mastoid tenderness along
with the headache. Diagnostic imaging of the skull base may appear normal on initial presentation. An
awareness of the characteristics of OCS in healthy adults may lead to earlier diagnosis of the underlying
etiology and prevent irreversible neurological damage.
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Abstract
Intravenous Immunoglobulin (IVIG) is frequently used in a variety of immunologic, hematologic,
neurologic and rheumatologic conditions. Although safe in most cases, it has diverse side effect profile.
We are presenting a case of hemolytic anemia following administration of IVIG for treatment of
Guillain‐Barre syndrome (GBS).
A 32‐year‐old African American male was admitted for recurrent mechanical fall while recovering from
Guillain‐Barre syndrome (GBS). One week prior to this admission, he was diagnosed and treated for
GBS with high dose Intravenous Immunoglobulin (0.4 g/kg/day) for 5 consecutive days. Physical
examination was unremarkable except for scleral icterus and lower extremity weakness consistent with
his diagnosis of GBS. Blood work revealed a significant drop in hemoglobin from 12.4 mg/dL on the day
of completion of his IVIG to 8.3 mg/dL on the day of admission. Additional laboratory workup revealed
elevated indirect bilirubin(2.7mg/dL), decreased haptoglobin (<15 mg/dL) and increased LDH (885
IU/L), consistent with hemolytic anemia. Peripheral smear was negative for babesia and only showed
increased nucleated red blood cells. His platelet and WBCs remained stable while his reticulocyte count
was elevated to 8.6 % suggesting normal bone marrow function. Direct Coombs test was negative
which ruled autoimmune hemolysis. His hemoglobin remained stable above 8 during of the course of
his hospital stay and hence he did not require any red blood cell transfusion. He was diagnosed as a
case of IVIG induced hemolytic anemia and was managed conservatively as his blood count remained
stable.
Acute Inflammatory demyelinating polyradiculoneuropathy is the most common variant of GBS and is
usually treated with plasma exchange or IVIG. In our case, the patient received high dose IVIG following
which he developed hemolytic anemia. IVIG induced hemolysis is a rare and serious complication with
a reported incidence of ~1 per 1000 IVIG treatment episodes, most occurring within 48 hours of
exposure although delayed reactions have also been documented. Usually self‐limited, a small
proportion may be clinically significant. The etiology is multi‐factorial but may relate to the quantity of
blood group antibodies administered via the IVIG product. It is advised to monitor the hemoglobin 24
to 48 hours after the completion of IVIG and also one‐week post‐discharge, particularly if retreatment
is necessary. It is imperative that physicians must be aware of this potential complication for early
recognition as well as to counsel the patient and their families regarding the same.
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Abstract
INTRODUCTION: Watershed infarcts involve junction of distal fields of two non‐anastomosing arterial
systems. These infarcts are considered to be from either low blood flow or microembolism. Anemia is
an extremely rare cause of watershed infarcts. We hereby present a case of autoimmune hemolytic
anemia (AIHA) presenting as watershed infarct.
CASE DESCRIPTION: A 72‐year‐old male with prior history of hypertension and transient ischemic
attack presented to the emergency department with 3‐day history of right sided facial droop, slurred
speech and clumsiness of right hand. At the time of admission patient had right facial droop, right
pronator drift and 4/5 motor strength in right upper and lower extremity. Rest of the neurological
examination was unremarkable. Hematological investigations on admission showed severe anemia
with hemoglobin (Hb) of 4.4 g/dl, leukocyte count of 42800 cells/mm3, 84% lymphocytes and 10%
neutrophils and platelet count of 120000 cells/mm3. Further investigations were suggestive of AIHA
with unconjugated hyperbillirubinemia (2.7 mg/dl), elevated LDH (444 IL/ml), low haptoglobulin (< 15
mg/dl), and positive direct Coomb’s test. Peripheral blood flow cytometry was consistent with Chronic
Lymphocytic Leukemia (CLL). Patient had multiple autoantibodies on cross match. CT head was
negative for acute bleed or mass effect, but was suspicious of evolving stroke. Decision was made
against using thrombolytic therapy due to severe anemia. Follow up MRI brain showed acute infarcts in
bilateral corona radiata and centrum semiovale. MR angiogram of head and neck was negative for
stenosis in any of the major vessels. Transthoracic and transesophageal echocardiogram were
unremarkable. No arrhythmias were noted on telemetry, making cardioembolic event very unlikely.
Patient was transfused to a goal Hb of 8 with least incompatible packed red cell (PRBC) transfusions.
Total of 7 units of PRBC were transfused during the hospital stay, which patient tolerated without
significant reactions. AIHA was treated with intravenous steroids and 5 days of IVIG. At the time of
discharge, patient’s Hb was 8.8 g/dl and LDH had normalized. There was no significant change in
platelet count with steroids, making idiopathic thrombocytopenia purpura (ITP) unlikely. At discharge
oral prednisone was continued. CLL and AIHA were treated eventually with rituximab and
obinutuzumab.
DISCUSSION: Internal watershed infarcts involve white matter between deep and superficial arterial
systems of middle cerebral artery. Very few cases of hemolytic anemia causing watershed cerebral
infarcts have been reported. CLL is frequently complicated with secondary autoimmune cytopenia such
as AIHA, ITP and pure red cell aplasia. AIHA is present in about 7 – 10% of patients with CLL. AIHA from
CLL presenting as watershed infarct is an extremely rare phenomenon with no previous published case
reports to the best of our knowledge.
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Abstract
Patient record form one of the most important part of clinical care as the primary source for
patient information for primary team, consultants, nurses and other paramedic staff and help in
providing a higher quality of care, as well as monitoring patient safety. Incomplete patient records
are a source of gaps in patient care and vice versa. The importance of clinical documentation in
medico‐legal cases cannot be more emphasized. The current American College of Graduate
Medical Education has ruled that a first‐year internal medicine resident must not be responsible
for ongoing care of more than 10 patients at a time. This is a randomly assigned number and the
implications have not been studied. Here we assess the quality of patient health documentation by
first‐year residents of a community teaching hospitals and evaluate how patient numbers and
workload affect documentation quality.
Interns in the hospital go on‐call for admissions every fourth day. 80 progress notes, four each
from 20 interns on different call status were assessed. On an average, first‐year residents or
interns during the study period took care of 9±1 patients on a 'post‐call' day, 7±1 patients on a
'mid‐call' day, 5±1 on a 'pre‐call' day and 4±1 on a 'call' day. Responsible Electronic Documentation
Checklist is a validated checklist scoring system to assess the quality of progress notes. We
calculated the average scores of progress notes based on the checklist and compared it to their call
status to evaluate how the patient load affected documentation quality. We also found that a
resident on average access patient charts 221.9 times a day during a floor‐rotation which gives an
impact of the electronic workload.
The study found that notes were generally deficient in updated physical examination and summary
statements while on days with maximum patient load there were minimal updates on assessment
and plan, lacked a diagnostic plan for patient problems and physician interpretation of imaging
studies. The average note scores dropped from 72.14% on a pre‐call day to 57.06% on a post‐call
day. We found statistically significant difference in documentation quality between post‐call day
and any other call status and was most pronounced between the above two (p‐value 0.00042; t=‐
3.626). Apart from the patient load of the residents, other factors like physical stress from the
previous call‐day might also be affecting the documentation quality. How the deficiency in
documentation quality has affected patient safety and litigations have to be further studied.
Whether this can be extrapolated to hospitalists and consultants will also, be of interest. With the
advent of electronic health records, the electronic workload and the 'screen‐time' for the
physicians have increased and this might add to resident burn‐out.
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Abstract
Introduction: Lipogems™ is a novel technology under development in regenerative medicine where
Mesenchymal Stem Cells (MSC) from adipose tissue are transplanted in soft tissues and joints where it
differentiates into mature cells and helps with the process of healing. There is not enough data
regarding the side effects of this procedure, however, the commonly reported ones include allergic
reactions and damage to underlying tissues from the procedure. We present a case of a patient
presenting with recurrent febrile episodes following the procedure posing a diagnostic dilemma.
Case Presentation: An 87‐year‐old female with a history of knee osteoarthritis presented to the
emergency room for intermittent fever of 2 weeks following Lipogems injection into her right knee.
There was no history of recent travel, sick contacts or tick bites. She did not have any other symptoms
and physical examination revealed fever of 102.8F and crepitus in bilateral knees with no redness or
swelling. Complete blood counts, renal and liver function tests were normal. Procedure site infection
was initially suspected, however, diagnostic arthrocentesis showed only 468 WBCs/HPPF with 60%
neutrophils. Her ESR was elevated to 61 mm/hr and CRP 14.6 mg/L but RF, ANA, CPK levels were
normal. Repeated blood cultures and synovial fluid gram staining and cultures were negative. A CT
chest abdomen and pelvis with contrast was unremarkable and transthoracic and transesophageal
echocardiography did not show any vegetations and ruled out infective endocarditis. Procalcitonin
levels and Lyme antibodies came back negative. Since all the infectious, vasculitis, rheumatological and
malignancy workups were negative, and since the procedure involves cytokine release in the joints, the
fever was assumed to be secondary to the adipose tissue infusion was made.
Discussion: Lipogems device is a closed‐loop, disposable, FDA cleared device used to obtain micro‐
fragmented adipose tissue with intact stromal vascular niche and MSCs. It is then transfused into the
place of interest, in our case is the right knee. This procedure claims to relieve osteoarthritic pain
through regeneration and paracrine action of MSCs to prime and sustain angiogenic, anti‐fibrotic, anti‐
apoptotic, anti‐microbial and immunomodulatory responses. It is important to note that Lipogems
extract not only contains intact stromal vascular niche, pericytes and MSCs but it also contains lots of
cytokines. The procedure has been used widely in the US at present, however, the long‐term benefits
and adverse effects need to be studied. Meanwhile, physicians should be aware of the potential side
effects of the novel technologies and we believe our case would serve as a source for further studies on
the molecular effects and side effects.
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Abstract
Cold Agglutinin Disease is a relatively rare entity accounting for approximately 15% cases of
autoimmune hemolytic anemia. It is associated with IgM auto‐antibodies leading to intravascular
hemolysis at temperatures below 37⁰C.
69 year old male came with complaints of progressively worsening shortness of breath, fatigue and
dark stools for one week. Past medical history was significant for recurrent diverticulitis. 10 days prior
to the present admission, he underwent an uneventful elective laparoscopic hemicolectomy, small
bowel resection and adhesiolysis for extensive adhesions, retroperitoneal fibrosis and fistula formation
between small bowel and sigmoid colon. Physical examination revealed tachycardia and conjunctival
pallor. Initial laboratory tests included CBC and metabolic panel, showed hemoglobin of 4.7g/dL, total
and direct bilirubin level of 1.6 mg/dL and 0.4 mg/dL respectively, while rest of the values including
platelet count and PT/INR were within normal limits. Fecal occult blood was positive. Patient received
two units of Packed Red Blood Cell (PRBC) with minimal improvement in Hemoglobin to 5.5g/dL. CT
scan abdomen showed leakage at the site of anastomosis in sigmoid colon with small amount of fluid
collection. Capsule endoscopy and push enteroscopy revealed a bleeding ulcerative lesion at the
anastomosis site on proximal small bowel. Laparoscopic small bowel resection of the ulcerative lesion
was done with revision of anastomosis. Over the course of 4 days, patient received 9 units of PRBC
transfusion yet the hemoglobin improved only to 5.8 g/dL. We sought to find an alternative cause for
anemia as the bleeding ulcerative lesion alone could not explain the severity. On further evaluation,
LDH was found to be 155 and Haptoglobin was 148 – both within normal limits. Reticulocyte count was
13.4% signifying adequate bone marrow response to anemia. Despite a normal LDH and Haptoglobin
level, we suspected an underlying hemolytic process as the cause of anemia, hence we performed a
direct anti globulin test (DAT) which was positive for anti‐C3 antibody and negative for anti‐IgG
antibody. Cold Agglutinin antibody titer was 1: 20480, hence a diagnosis of Cold Agglutinin Disease
hemolytic anemia was made. Laboratory tests to identify precipitating factors such as viral infections
and lymphoproliferative disorders were negative. Rituximab 100mg weekly for 4 weeks and prednisone
1mg/kg/day were initiated. Patient had a good response to the treatment. Repeat hemoglobin at 8
weeks was 10.5 g/dl. In our case, diagnosis of cold agglutinin disease was masqueraded by the
simultaneous presence of a GI source of bleeding. Moreover, haptoglobin which one would expect to
be low in intravascular hemolysis, can be normal, as it is also an acute phase reactant. Similarly LDH is
also known to be normal in 25% of the cases of hemolytic anemia.
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Abstract
INTRODUCTION: Liberal transfusion strategies have not shown to improve outcomes.
Inappropriate and excessive use of blood transfusion can lead to several complications including
hemolytic reactions, fluid overload, infections, acute lung injury etc. The objective of this study is to
assess the effectiveness of the real‐time clinical transfusion decision support system adopted by
Cerner at our hospital and to evaluate if blood transfusion practices at our hospital are in
accordance with the latest guidelines.
METHODS: A retrospective analysis was performed for the blood transfusions at Monmouth
Medical Center between November 2016 and January 2017. Cerner used at our hospital has a
transfusion guidance support system that pops up an alert for Packed Red Blood Cell (PRBC)
transfusions that are ordered for patients having hemoglobin above 7g/dl. We filtered those orders
and calculated the percentage of orders that were canceled after seeing the alert. For the orders
where the alert was ignored, we tried to assess if the PRBC transfusion was in accordance with the
American Association of Blood Bank (AABB) 2016 guidelines. As per the guidelines, transfusions
for patients having hemoglobin below 8g/dl with history of coronary artery disease and those
scheduled for Cardio‐Thoracic or Orthopedic Surgery were considered appropriate whereas for all
other patients transfusion below 7g/dl were considered appropriate. Other transfusions that were
considered appropriate irrespective of the hemoglobin level are 1) massive intra‐Op blood loss, 2)
symptomatic GI blood loss, 3) hyper transfusion strategy in thalassemia patients, 4) acute Sickle
Cell crisis.
RESULTS: In a 3 month period, 100 PRBC transfusion orders were filtered out by the transfusion
guidance support system based on cut off Hemoglobin level of 7g/dl. Out of 100 orders, only 12
orders were canceled and the rest were transfused. Out of the 88 transfusions, 41 (46.59%) were
not indicated as per the AABB guidelines. The top 3 causes of inappropriate blood transfusion
were: 1) Pre‐operative/post‐ operative patients with anemia‐ 31.7%; 2) Asymptomatic drop of
hemoglobin with unclear etiology – 26.82%; and 3) Asymptomatic GI blood loss‐ 14.63%. A single
Unit of PRBC transfusion costs around $1,600‐$2,400 (including cost of raw blood, handling and
transfusion). So roughly $82,000 worth of resources were utilized during the time period of this
study for blood transfusions that were inappropriate.
CONCLUSIONS: A high percentage of PRBC transfusion ordered at Monmouth Medical Center did
not meet the AABB guidelines. The real‐time transfusion guidance system has not been very
effective in reducing the number of inappropriate transfusions. We recommend that for the PRBC
transfusion orders that are alerted as inappropriate, the ordering physician must provide
justification to the blood bank before the PRBC unit is released. We also need to remind physician
about the latest blood transfusion guidelines and its importance.
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Abstract
Persistent hiccups may seem to be a trivial complaint but they can be the sole manifestation of a grave
underlying pathology such as ST Elevation myocardial infarction as seen in our case.
A 74 year old male with past medical history of Type 2 Diabetes Mellitus, Hypertension, Hyperlipidemia
and COPD, came with complaints of persistent hiccups for 4 days. He had no other complaints.
Coincidently he was noted to have a diabetic foot ulcer on the right great toe and was found to be in
sepsis from infected foot ulcer hence the patient was admitted. A routine 12 lead EKG was performed
on admission which showed ST elevation in inferior leads with Q waves and first degree AV block and
troponin – I levels of 38.22 ng/dl, suggestive of a recent age indeterminate Inferior wall ST Elevation
Myocardial Infarction. He was given intravenous unfractionated heparin, aspirin and ticagrelor.
Echocardiogram showed LVEF of 30% with inferior wall akinesia. After the resolution of sepsis,
diagnostic cardiac catheterization was performed which showed 100% mid‐RCA occlusion, inferior wall
akinesis, 80% mid LAD lesion and ischemic cardiomyopathy was confirmed. A nuclear regadenoson
stress test was performed which showed large infero‐septal wall defect with akinesia and surrounding
antero‐septal wall hypokinesia. To rule out hibernating myocardium, a thallium viability scan was
performed which showed fixed infero‐septal and apical perfusion abnormality with no redistribution in
24 hour delayed imaging. As no viable tissue in the infarcted area was identified and LAD lesion was not
considered severe enough to warrant PCI as per the stress test, the patient was discharged with a life
vest. At 6 weeks, Echocardiogram was repeated which did not show any improvement in ejection
fraction hence automatic implantable cardioverter – defibrillator placement was planned.
It is important to emphasize that elderly patients with diabetes do not always present with chest pain
in the event of myocardial infarction. Persistent hiccups should be considered as one of the many
anginal equivalents in this age group. Persistent hiccups should be investigated further with a 12 lead
EKG and troponins.
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Abstract
Low dose Methotrexate (MTX) can be potentially toxic in the presence of chronic kidney disease
especially in the elderly. We wanted to report this case to create awareness that even low dose MTX
toxicity can have a rapidly fatal course.
82 year old female presented with complaints of bleeding oral ulcers and black tarry stools since 1
week. Her past medical history was significant for paroxysmal atrial fibrillation for which she was taking
apixaban, rheumatoid arthritis on 7.5 mg MTX once a week, coronary artery disease, congestive heart
failure with reduced ejection fraction, diabetes mellitus type 2, hypertension and chronic kidney
disease stage 4 secondary to diabetes and hypertension. She had been taking MTX for the past 6 years.
Vitals on admission were stable. She had multiple bleeding oral ulcers on physical exam. Her blood
work showed severe pancytopenia, hyperkalemia with metabolic acidosis and acute renal failure. Liver
function was within normal limits. MTX levels were 0.27 µmol/L. Her previous lab results were
reviewed and it was noted that the decline in renal function occurred over a span of two weeks. She
had renal function tests done 2 weeks prior to the present admission which showed the beginning of
worsening renal function as compared to her baseline. She however continued to take MTX. The
patient was given leucovorin and filgrastim. She was given 1 unit of packed red blood cell and platelet
transfusion. On day 2 of hospital stay she spiked fevers of 101.2F, left lower lobe consolidation was
noted and blood cultures grew Klebsiella Pneumoniae. She became increasingly hypotensive due to
septic shock. Norepinephrine and Vasopressin were initiated along with Meropenem, Vancomycin and
caspofungin. Continuous veno‐venous hemodiafiltration (CVVHFD) was started. Pancytopenia and
hypotension persisted. On day 6, goals of care were discussed with the family and it was eventually
decided to withdraw care while initiating comfort measures. The patient expired on Day 7 of hospital
stay from acute hypoxic respiratory failure due to septic shock.
This case has many learning points that need to be emphasized. Firstly, low dose MTX can cause severe
toxicity in the presence of chronic kidney disease. Routine lab tests should be performed at more
frequent intervals in presence of chronic kidney disease. Myelosuppression from MTX can occur in the
absence of deranged liver function. Lastly, MTX drug levels may not correspond with the severity of
toxicity. National guidelines are needed for the use of low dose MTX in the presence of CKD.
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Abstract
Nonbacterial thrombotic endocarditis (NBTE) is a rare condition associated with advanced malignancies
and collagen vascular diseases such as SLE, Antiphospholipid syndrome and rheumatoid arthritis. These
verrucous sterile vegetations are commonly left sided and are either incidental findings or presents as
systemic emboli. Here we report a case of right sided NBTE in a female patient with APLA syndrome
presenting as large central pulmonary emboli.
A 47‐year‐old female with past medical history of Raynaud phenomena and auto‐amputation of distal
toe of left leg presented to the emergency department with low grade fevers, cough and shortness of
breath. A clinical diagnosis of pneumonia was made on admission as a CT scan of the chest without
contrast revealed left lung consolidation with pleural effusion on the same side. She was managed
appropriately with antibiotics, blood cultures were withdrawn on admission.
In the hospital, patient’s condition did not improve and she developed acute hypoxic respiratory
failure. As the cultures repeatedly came back negative, a transthoracic echocardiogram was done to
look into other possible differentials of hypoxic respiratory failure. TTE revealed severe tricuspid
regurgitation, mobile mass on the tricuspid valve and severe pulmonary hypertension. Presumptive
diagnosis of infective endocarditis was made and another sit of blood cultures were withdrawn and
patient was continued on the same antibiotics. In the following days, her condition further deteriorated
and she was intubated electively because of her high work of breathing and was taken to the ICU.
Because of her high oxygen requirements on the ventilator, a CT scan of the chest was done which
revealed pulmonary embolism in the lower left pulmonary artery. Patient was started on heparin drip.
She was evaluated by cardiothoracic surgery for possible valve replacement but was deemed not a
candidate because of the size of valve vegetation on a Transesophageal echo. A full rheumatology work
up showed high ANA titers, positive anti‐centromere antibodies, positive anti beta2 glycoprotein,
Antiphospholipid and anticardiolipin antibodies. At this point patient was diagnosed with Limited
Systemic Sclerosis and Antiphospholipid syndrome. Her pulmonary embolism and tricuspid vegetations
were as a result of the same and her antibiotics were discontinued. Patient’s condition gradually
improved and she was weaned off the ventilator. She was put on Coumadin and was discharged home
on lifelong anticoagulation. The sterile vegitations in NBTE are commonly seen in the aortic and mitral
valves and are commonly incidentally discovered. However, these vegetations are not always benign
and can embolise and cause life threatening systemic or pulmonary embolism.
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Abstract
Pelvic hematomas have usually been recognized secondary to pelvic trauma or as a complication of
obstetric surgeries and most rarely secondary to use of anti‐coagulation therapy. It is a rare cause of
abdominal pain which is often missed and a rarer cause of acute kidney injury. This abstract describes a
case of acute renal failure secondary to enoxaparin induced pelvic hematoma.
A 78‐year‐old female presented to the emergency department with shortness of breath and
palpitations. A diagnosis of rapid atrial fibrillation was made, and she had AV node ablation after failure
of medical therapy. Patient was anticoagulated with enoxaparin injected subcutaneously on the left
side of the abdominal wall as her CHADVASC score was 5. Four days after admission, she complained of
lower abdominal pain and anuria for one day.
Patient was hemodynamically stable, physical examination was unremarkable except for mild
abdominal distention and tenderness in the suprapubic region. Lab work showed a sharp rise in serum
creatinine and a drop‐in haematocrit one day after the onset of symptoms. Computed tomography
scan of the abdomen revealed a 15x15cm hematoma within the paracolic gutter and pelvis causing
bladder compression and left‐sided hydronephrosis and the patient was diagnosed to have post renal
acute kidney injury and anaemia secondary to pelvic hematoma. Patient was initially managed
conservatively with serial physical examinations, monitoring of haematocrit, serial imaging studies and
avoidance of anticoagulants. But persistence of abdominal pain and anuria, warranted for a repeat
computed tomography scan which showed expansion in the size of hematoma and new development
of right sided hydronephrosis, which made urological intervention necessary, and hence bilateral
nephrostomy tubes were placed. Patient was discharged a few days later after resolution of symptoms,
removal of nephrostomy tubes and a spontaneous reduction in the size of her hematoma.
Spontaneous pelvic hematomas are usually missed as a cause of abdominal pain in patients on anti‐
coagulation therapy. They usually develop within 5 days of initiating therapy, symptoms vary
depending on the location of the hematoma and are best diagnosed with abdominal computed
tomography scan. Conservative management should be reserved for patients who are stable, intra‐
arterial embolization or stent grafting is the treatment of choice when conservative measures fail.
In conclusion subcutaneous injections into the abdominal wall might increase the risk of hematoma,
especially in elderly and thin patients with less abdominal fat. Healthcare professionals, patients and
their relatives using enoxaparin might be well advised to avoid deep injections into the abdomen and
deltoid region could be a safer alternative.
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Abstract
Subcutaneous emphysema, pneumomediastinum and pneumothorax occasionally occur following
surgical procedures involving the neck and chest but are rare findings after dental extraction. These
complications usually occur few hours to a day after. This abstract presents a delayed case post‐
procedure.
A 48‐year‐old male presented to Emergency Department with complains of progressive facial swelling
and a day of voice change. Eleven days prior, patient had right second lower molar tooth extraction
and was discharged on pain medications and erythromycin. Later in the day, he noticed facial
swelling, cough and odynophagia. His symptoms worsened and on the day of presentation, noticed a
change in the quality of his voice. He denied having fever, chills or chest pain, but had some dyspnea.
Physical examination showed BP of 124/83, HR of 75 beats per minute, RR of 18 breaths per minute
with 95% oxygen saturation on 2 Liters Nasal cannula. He had right lower facial, bilateral neck and
upper chest swelling with crepitus on palpation. Trachea was in midline. Laboratory showed
leukocytosis of neutrophil predominance. His neck radiograph showed extensive subcutaneous
emphysema. Chest Computed tomography (CT) scan showed extensive subcutaneous emphysema
across maxillary, mandibular and cervical fascial planes, extensive pneumomediastinum and left‐sided
apical pneumothorax. Management consisted of continuous cardiac and respiratory monitoring and
Intravenous ampicillin‐sulbactam. His odynophagia and subcutaneous emphysema resolved, and was
discharged 3 days after on amoxicillin‐clavulanate.
Pneumomediastinum, subcutaneous emphysema and pneumothorax are conditions characterized by
presence of air in mediastinum, subcutaneous area and pleural space, respectively. Air forced under
pressure and communication between oral cavity and subcutaneous tissue are factors that lead to
these complications. The 1st, 2nd, and 3rd molar roots are connected to the sublingual and
submandibular area. Hence, high‐speed air drill use during dental procedures may lead to these
complications.
Patients may be asymptomatic, but presentations ranging from dysphagia to dyspnea and retrosternal
chest pain have been reported depending upon the amount of air in the tissues. Occasionally,
pneumopericardium can occur. Respiratory and cardiac statuses should be monitored. Antibiotic is
necessary as infections can arise when fascial planes are exposed that may lead to mediastinitis.
Preventively, compressed air should be used cautiously during dental procedures.
In conclusion, facial swelling, dysphagia or dyspnea should not be ignored post dental procedure and
should be worked up to rule out such complications.
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Abstract
Diffuse large B‐cell cardiac lymphoma is a rare fatal malignancy, with patients typically dying within a
few months of diagnosis. Echocardiography, computed tomography (CT), and cardiac magnetic
resonance imaging (MRI) are necessary and effective in the diagnostic evaluation of suspected cardiac
malignancy.
This is a case of a 71‐year‐old male with progressive worsening exertional dyspnea undergoing
multimodality cardiac imaging revealing several cardiac masses. Transthoracic echocardiogram
revealed a mass at the base of the right atrium. Chest computed tomography angiography (CTA) was
performed revealing a mass at the junction of the IVC and the right atrium, along with a separate mass
in the right atrium. Cardiac MRI was performed revealing several cardiac masses: a 4.6 x 3.8 cm mass in
the posterior wall of the right atrium extending into the IVC, a second 4.5 x 3.4 cm mass located in the
lateral wall of the right atrium surrounding the right coronary artery, a third 3.1 x 2.0 cm mass located
in the interatrial septum. Using simultaneous fluoroscopic and echocardiographic guidance, a biopsy
was performed, with histological analysis identifying the mass as diffuse large B‐cell lymphoma. After
six rounds of chemotherapy, positron emission tomography (PET) scan revealed total resolution of
tumor burden. Multimodality imaging including echocardiography, cardiac CT, and cardiac MRI, are key
for early diagnosis and for the determination of treatment strategies including chemotherapy and
surgery.
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Abstract
Stewart‐Treves syndrome (STS) is a rare condition that refers to the development of an angiosarcoma
in the setting of longstanding lymphedema. Classically this is due to axillary lymph node dissection
following a radical mastectomy. However, it is extremely uncommon for this syndrome to be reported
in a patient with idiopathic chronic lymphedema of the lower extremities. This case highlights the
importance of including Stewart‐Treves syndrome in the differential diagnosis of chronic lymphedema
in the setting of a non‐healing ulcer as well as an understanding of the diagnostic workup of such a
case.
A 52‐year‐old Caucasian female with past medical history of hypertension, diabetes mellitus type 2,
peripheral vascular disease, and chronic lymphedema for over 20 years initially presented to the
hospital for evaluation of a non‐healing wound of her right lower extremity. Patient states that she has
had this wound 6 months prior to admission and failed outpatient antibiotic treatment from her
primary care physician. Upon physical exam, there was significant bilateral pitting edema. The right
lower extremity had a 10 cm irregularly round ulcer with granulation tissue and drainage adjacent to an
8‐cm round fungating black mass. Both lesions were surrounded by purpuric patches circumferentially
around the lower extremity. An MRI of the right lower extremity was performed and showed signs
suggestive of cellulitis. Therefore, patient was admitted for sepsis secondary to right lower extremity
cellulitis and was treated with vancomycin and merrem. Despite antibiotic therapy, patient clinically did
not improve. Dermatology was consulted and was concerned about possible underlying neoplasm as
there was a skin mass inferior to the ulcer. A wedge biopsy was performed which showed malignant
cells with prominent nucleoli which formed rudimentary inter‐anastomosing vascular cannels with
extensive hemorrhage and necrosis. Immunohistochemical study revealed diffuse expression of CD31
and CD34 confirming the diagnosis of angiosarcoma. Based upon the clinical presentation and
immunoprofile, the patient was diagnosed with Stewart‐Treves syndrome. Patient was then referred to
a specialized surgical center where she underwent an above the knee amputation.
The development of angiosarcoma in chronic lymphedema was originally described in 1948 in women
with breast cancer treated with radical mastectomy. However this case brings to the forefront that STS
may present in the lower extremities in congenital, idiopathic, traumatic, infectious, or post‐surgical
lymphedema. As primary care doctors, it is imperative to recognize suspicious lesions in a patient with
chronic non‐healing ulcer and to consider STS in the differential diagnosis. Despite the poor prognosis
of this entity, early recognition may help to improve patient quality of life.
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Abstract
Introduction: Programmed Cell Death Protein 1 is cell surface receptor that protects against
autoimmunity through downregulating apoptosis of regulatory T‐cells. Programmed Cell Death Protein
1 Inhibitors (PD1 inhibitors) are monoclonal antibodies that bind to these receptors to block their
function in order to fight tumor cells. Pembrolizumab is a PD1 Inhibitor used to treat Melanoma, Non‐
Small Cell Lung Cancer, Head and Neck Cancers, Hodgkin’s Lymphoma, Urothelial Carcinoma, and
Microsatellite Instability‐High Cancers. Average dosage is 200 mg administered via infusion for 30
minutes every 3 weeks. Pembrolizumab has been documented to cause multiple endocrinopathies,
such as hypophysitis and thyroid disorders including hypothyroidism, hyperthyroidism, and thyroiditis.
In previous studies in patients treated with PD1 Inhibitors for Melanoma, up to 50% of patients treated
developed some degree of thyroid dysfunction, including subclinical disease. In those that developed
hypothyroidism by the end of the study, 10‐33% had an initial symptomatic hyperthyroid phase. In all
patients studied, average onset to TSH abnormality was 60 days post treatment initiation, with the
earliest reported abnormal TSH 25 days post treatment initiation. Nadir TSH generally occurred at an
average of 64 days after treatment initiation.
Case Description: 48 year old male with a history of Malignant Melanoma of the chest with axillary
lymph node involvement was initially treated with Pembrolizumab. CT and PET scan were negative for
distant metastases. Within 7 days of receiving his first dose, he presented with neck swelling and
tenderness as well as palpitations and patient was referred to Endocrinology and Pembrolizumab was
stopped. Labs revealed a TSH of 0.054. At that time patient was started on 80 mg Prednisone daily with
a 2‐3 week taper and propranolol for symptomatic treatment of palpitations. Repeat TSH every 2
weeks revealed gradually increasing TSH level, with a nadir of 84 occurring 35 days after treatment of
initiation. Thyroid ultrasound revealed a heterogeneous hypernodular enlarged thyroid, which was
confirmed to be benign after biopsy. Anti‐Thyroglobulin antibodies and Anti‐Thyroperoxidase
Antibodies were elevated and confirmed presence of Hashimoto’s Thyroiditis 50 days after treatment
initiation. Patient’s TSH levels normalized to 3.7 after initiation of 112 mcg of Synthroid.
Discussion: When disabling the body’s protective mechanism against autoimmunity through
monoclonal antibody treatment, the body is placed at greater risk of developing autoimmune
endocrinopathies such as Hashimoto’s Thyroiditis. It is important to recognize the significant impact
these medications can produce and the necessity provide early and frequent monitoring of these side
effects. More research on comorbidities of patients with earlier onset autoimmune endocrinopathies
post cancer immunotherapy will be beneficial in order to determine other associations with earlier
onset and severity.
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Abstract
Immunoglobulin G4‐related disease (IgG4‐RD) is an emerging chronic systemic autoimmune spectrum
of disease which involves single or multiple organs but etiology is still elusive. Isolated hepatic
tuberculosis is also extremely rare even in the highly prevalence countries. Here, we present a patient
with latent tuberculosis treated a decade ago with histologically confirmed IgG4 related hepatic abscess
coexisting with primary hepatic tuberculosis.
A 61‐year‐african‐american female presented with one week of intermittent low grade fever
associated nausea, vomiting, diarrhea, right upper abdominal pain with constitutional symptoms.
Physical examination was unrevealing except fever of 101.2F and mild discomfort at right upper
quadrant. Complete Blood Count showed neutrophil leukocytosis with very high ESR, CRP with
obstructive hepatic pattern. Serum total IgG level was 2409 with high IgG4 266 mg/dl. Sonogram (liver)
showed 7.6 cm heterogeneous liver. Computed tomography (CT) scan of abdomen showed multi‐
loculated 8cmx9cmx8cm cystic septate hepatic lesion in right lobe. Immunochemical stain from liver
biopsy showed marked IgG4 positive with plasma cell infiltration. Aspirated fluid culture grew
staphylococcus aureus and AFB culture grew Mycobacterium Tuberculosis. She was managed with
intravenous ceftriaxone and metronidazole with total of 4 weeks and standard anti‐tuberculosis 4 drugs
regimen for two months and Isoniazid and Rifampin for 6‐8 months.
In the literature, IgG4RD can mimic mycobacterium infection but IgG4‐RD coexisting with primary
hepatic tuberculosis has not reported yet. In our case, IgG4 related liver involvement and primary
hepatic tuberculosis was managed successfully by appropriate antibiotics without glucocorticoid use.
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Abstract
A rare thermophilic bug in complicated in diverticular abscess
Kyawzaw Lin, Medical Resident, Internal Medicine Department, The Brooklyn Hospital Center, Affiliate
of the Mount Sinai Hospital, 121, Dekalb Avenue,Brooklyn, NY 11201
Actinomycosis is a form of painful abscess in gastrointestinal tract or in deep tissue caused by
actinomyces species. Actinomyces israelii is, by far, the major and most common human pathogen
throughout literature. By virtue of rarity and diagnostic confusion with masquerading malignancies,
only 10% of the cases have been diagnosed preoperatively and is able to verge patients from
undergoing unnecessary surgical intervention. Here in, we represent a rare case of complicated
diverticular abscess manifested by Actinomyces meyerii after post‐operative tissue diagnosis.
56 years old female with history significant for human immunodeficiency virus infection (HIV) managed
properly with HAART and diverticulosis with recurrent abdominal abscess formation presented with
recurrent similar left lower abdominal pain associated with frequent nausea and vomiting for one
week. Her past surgery history was significant for hysterectomy due to uterine fibroids and diverting
colostomy due to ascending colonic abscess .Vital signs were unremarkable except for low grade fever
of 100.7F and physical examination was significant for diverting colostomy at left lower quadrant of
abdomen with tenderness on left side of abdomen on palpation and rebound tenderness. Blood tests
including lipase, lactic acid, and liver function test were unrevealing for a source. Blood cultures, urine
cultures, and fungal cultures showed no growth. ESR 122 and CRP 99.19 and fluid abscess for AFB
showed no growth and cultures of fluid abscess showed Gram (+) cocci in pairs and in clusters, E.coli,
Bacteroides fragilis and rare Actinomyces Meyeri. X‐ray (abdomen) showed no evidence of small bowel
obstruction. CT scan (abdomen and pelvis) on admission showed status post left lower quadrant
colostomy. Large para‐stomal hernia and long segment mural thickening involving descending and
sigmoid colon. Interval increase in the size of diverticular abscess about 3.6 x 3.2 cm. Initially, she was
on Pipercillin and Tazobactam. Later, she was given Intravenous ampicillin and sulbactam and Bactrim
DS for 6 weeks. CT scan after 6 weeks of completion of antibiotics showed near complete resolution of
diverticular abscess.
In conclusion, diverticular actinomycosis is a rare but often overlooked etiology for common conditions
such as Tuberculosis or carcinoma. In our patient, despite compliance with HIV medications, previous
hysterectomy, diverting colostomy for complicated diverticulitis in addition to immuno‐compromised
state predisposes her to rare commensal bug from GI tract. Medical treatment should consider prior to
surgery and other invasive procedures. Given its nonspecific presentation and symptomatology,
physicians should be aware of this as a differential.
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Internal Medicine Department, The Brooklyn Hospital Center, Affiliate of the Mount Sinai Hospital, 121,
Dekalb Avenue, Brooklyn, NY 11201
In the literature, the concurrence of pulmonary sarcoidosis in association with Lupus Pernio and
periaortitis is extremely rare and has poor prognosis. In a study from 1970 ‐1990, only two cases of
sarcoidosis are reportedly associated with aortitis in 60 cases of Takayasu arteritis. The time lag
between the diagnosis of sarcoidosis and aortitis varies from 6 months to 20 years but in a few case
reports, aortitis was diagnosed before sarcoidosis.
We present a 49‐year‐male with Stage 4 pulmonary sarcoidosis and Lupus pernio presented with
frequent exacerbation of asthma. Recent pulmonary function test revealed very severe mixed
obstruction and restriction with predicted FEV1 21% and DLCO 52%. Chest X‐ray showed diffuse
bilateral lung fibrosis (Stage 4 Pulmonary Sarcoidosis). CT scan (chest) showed widespread ground‐glass
attenuation with reticulonodular areas in both lungs and dilatation of thoracic aorta 35.38 mm.
Magnetic resonance angiography (MRA) revealed aortitis.
Despite rarity, Lupus pernio (LP) is a preceding sign of intra‐thoracic involvement of sarcoidosis and
associated with poor prognosis. More than 80% of sarcoidosis with LP is associated with intrathoracic
manifestation in female patients and is associated with chronic IPF and resolution of those
radiographic abnormalities is less in those with LP.20% of cases present mainly irreversible pulmonary
fibrosis while 12% of stage 4 requires long term oxygen due to pulmonary hypertension. In a few cases,
periaortitis can be succeeding complication or concurrence of sarcoidosis. Only 5‐10% of cardiac
sarcoidosis is symptomatic. Corticosteroid or immunosuppressant is mainstay of treatment.
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Abstract
Recurrent primary supra‐hepatic abscess due to Providencia stuartii, a rare phenomenon
Sithu Lin, Medical Resident, Department of Medicine, The Brooklyn Hospital Center, Affiliate of the
Mount Sinai Hospital, 121, Dekalb Avenue, Brooklyn, NY 11201
Gram‐negative urease producing bacilli, Providencia stuartii (P.stuartii), is reported in a variety of
infections from the urinary tract to gastroenteritis and bacteremia in human. However, rarely had they
presented with hepatic abscess as a causal agent. We present rare case of recurrent supra‐hepatic cyst
due to P. stuartii in a 45‐ year ‐old female presented with severe abdominal pain ten days after IR
guided right supra‐hepatic cyst drainage under appropriate antibiotics.
A 45‐ year‐ old female with 10 days status post right supra‐hepatic abscess drainage with significant
past medical history of chronic Hepatitis B and C presented with recurrent severe, sharp, right upper
quadrant abdominal pain with right sided pleuritic chest pain for one day. She was discharged 10 days
ago after IR drainage of hepatic abscess and completed 14 days of levofloxacin and metronidazole. On
palpation, mild tender hepatomegaly was noticed and other general and physical examination were
unremarkable except sternotomy scar and mid vertical laparotomy scar. Complete blood count showed
leukocytosis of 17.1 with left shift and liver enzymes are within normal limit. Aspirated fluid Cultures
from abscess showed Providencia susceptible to amikacin, aztreonam, cefepime, cefotetan, imipenem,
Bactrim. Blood and urine cultures were negative. Sonogram (RUQ) showed 4.1 x 0.9 x 2.7 cm abscess in
right upper abdomen anterior to the right liver lobe. CT scan (abdomen) showed a dominant
hypodense 5.2x5.5x3.9cm abscess above right hepatic lobe. Initially, patient was managed empirically
with intravenous piperacillin and tazobactam in total of 4 weeks. Repeated CT scan showed interval
complete resolving of the right suprahepatic abscess.
In conclusion, P.stuartii induced primary pyogenic liver abscess (PLA) are extremely rare. However, in
our patient, long‐term shelter residence, IV heroin use as well as chronic hepatitis (both B and C) might
be precipitating factors for blood spread from skin to cause PLA. Management of recurrent primary
hepatic abscess caused by P.stuarii is similar to PLA from other bacterial causes: drainage and
antibiotics therapy. Although in our case, the recurrent hepatic abscess is larger than 5cm, she is well
responded to medical treatment according to aspirated cultures sensitivity and resistivity without
repeated surgical drainage.
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Abstract
A 56‐year‐old African American male with past medical history of type 2 diabetes mellitus presented to
the emergency department complaining of hyperglycemia. He had been non‐adherent with basal
insulin and metformin for about one month and complains of increasing polyuria, polydipsia and
fatigue. The review of symptoms revealed groin pain and shortness of breath for the past month. He
denied any further respiratory or genitourinary complaints. Physical exam was significant for pain with
palpation over the perineum. Genitourinary exam was otherwise unremarkable. The patient refused a
digital rectal exam.
Labs on admission were notable for a basic metabolic panel which showed glucose 518 mg/dL, sodium
126 mmol/L, potassium 4.9 mmol/L, chloride 91 mmol/L, CO2 15 mmol/L, BUN 24 mg/dL, creatinine 1.5
mg/dL. Urinalysis significant for glucosuria, ketonuria, and microscopic hematuria. An arterial blood gas
showed pH 7.28, PCO2 24 mmHg, PO2 94 mmHg, HCO3 11 mmol/L. Other pertinent labs were WBC
24.3 10*3/uL, Lactate 2.3 mmol/L, and HgA1C 13.3%. Imaging included a CT scan of the abdomen and
pelvis without IV contrast that demonstrated an enlarged prostate with a 4 x 4.5cm right sided mass.
Additional images of the CT scan showed multiple cavitary and non‐cavitary lung lesions in the bilateral
lower lobes.
The patient was admitted to the medical ICU where he was treated for DKA and broad‐spectrum
antibiotics were initiated. Blood and urine cultures were positive for methicillin resistant
Staphylococcus aureus. 2D Echocardiogram demonstrated a vegetation on the anterior mitral leaflet.
A CT scan of the chest, abdomen, and pelvis with IV contrast revealed prostatic abscess and findings
suggesting septic pulmonary emboli.
Urology was consulted and performed a transurethral resection of the prostate with unroofing of
multiple abscesses. Surgical pathology showed benign prostatic hyperplasia with acute inflammation
and associated abscess formation. The patient had persistent bacteremia for ten days which eventually
cleared with multiple IV antibiotics. He was discharged on daptomycin for a total of six weeks.
Abscess of the prostate secondary to MRSA is rare. Risk factors include diabetes mellitus, urological
disease, recent urological instrumentation and immunosuppression. Patients commonly present with
pain, pyrexia, and urinary symptoms. Diagnosis can be confirmed with imaging, either transrectal
ultrasound or CT scan with and without contrast. As the incidence of MRSA increases so have case
reports of MRSA prostatic abscesses. Practitioners must be increasingly vigilant to look for MRSA in
atypical locations.
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Abstract
Small cell lung carcinoma (SCLC) is a neuroendocrine tumor that is seen almost exclusively in smokers
and characterized by rapid growth. SCLC may metastasize to the brain or skull, but it is an unusual
characteristic to have complete calvarium erosion and penetration to the scalp. The infrequency with
which this is encountered means the presentation can often be overlooked and diagnosis can be
delayed, resulting in further progression of underlying disease.
A 60‐year‐old female with a 40‐pack year smoking history, presented to her PCP with multiple areas of
scalp swelling. The swelling appeared soft and mobile and diagnosed as lipomas. One month later, she
revisited her PCP as she felt the swelling was becoming firmer, so she was given a surgical referral for
excision. Two months later, she presented to the ED with slurred speech, left sided facial droop and had
a witnessed seizure in the ED. Physical examination revealed stable vital signs and neurologically,
patient was alert and oriented x 3, with mild aphasia and left sided facial muscle weakness. Scalp
examination revealed irregular, firm and immobile masses on the right parietal region (0.5 x 4.0 cm)
and left occipital region (2.0 x 3.0 cm) without surrounding ulceration or erythema. Lungs were clear to
auscultation bilaterally but patient had poor inspiratory effort. MRI of the brain revealed enhancing
dural masses, measuring 3.8 x 3.8 cm in the right parietal region, 2.3 x 2.3 cm in the left posterior
parietal region, and 2.8 x 1.2 cm in the left occipital lobe, with extension of the mass lesions through
the overlying bony calvarium to the scalp. A CT of the chest showed a large hilar mass with hilar and
mediastinal lymphadenopathy. A right parietal scalp lesion biopsy and immunohistochemistry panel
were performed and showed invasive tumor consisting of small highly atypical cells and positive
synaptophysin and chromogranin A ‐ two neuroendocrine markers suggestive of small cell carcinoma. A
core lung biopsy of the hilar mass was obtained which showed atypical small cells suspicious for small
cell carcinoma of lung.
Through extensive literature search, it is a rare finding for intracranial metastasis of primary pulmonary
carcinomas to cause destruction of the calvarium. It has been suggested that injuries to the periosteum
can cause bone tissue to become more prone to tumor invasion but head trauma was denied by the
patient presented. Calvarium erosion and penetration to the scalp illustrates a unique and aggressive
characteristic of SCLC. Consideration should be given to smokers who present with non‐healing scalp
masses and further investigation into this characteristic should be elucidated for it may influence novel
SCLC treatment development.
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Patient is a 21 year‐old‐male with no past medical history who presented with progressive fatigue,
weakness, and blood‐streaked vomiting x 2 weeks. Symptom onset was gradual, and led to an inability
to stand, which prompted him to come to the ED. Patient was unable to elaborate on his present illness
secondary to excessive fatigue, but father at bedside states that he had no complaints until 14 days
prior to arrival, and recently moved from Guatemala 3 years ago. On social history, he denied alcohol,
tobacco and illicit drug use, and works full‐time in a clothing factory. On presentation, temp 98.4 F, BP
135/66, RR 18 bpm, HR 79 bpm, 100% RA. He was alert and oriented without altered mental status, but
was severely lethargic. PE was only significant for pale conjunctiva and tenderness to palpation in the
right lower quadrant of the abdomen. A CBC was performed revealing a WBC of 4.6 103/µL,
hemoglobin of 4.0 g/dL, platelet count of 112 µL. A CMP was performed revealing a BUN of 400 mg/dL,
creatinine of 41.11 mg/dL, potassium of 5.0 mmol/L, calcium of 4.8 mg/dL, and uric acid of 14.4 mg/dL.
GFR was calculated to be 1.29 mL/min/1.73m2. A CT of the abdomen showed atrophic kidneys
measuring 7.2 cm on the right long axis and 6.5 cm on the left long axis but no evidence of renal calculi
or hydronephrosis. A urinalysis revealed 50 mg/dL of glucose, greater than 500 mg/dL of protein and
moderate blood. A renal ultrasound confirmed the atrophic kidneys as well as severe cortical thinning
in both kidneys. Further testing was significant for a parathyroid hormone level of 1947.8, anion‐gap
acidosis with a pH of 7.231, and EKG showed APCs with a prolonged QT interval. Serology was negative
for anti‐nuclear antibodies, anti‐neutrophil cytoplasmic antibodies, hepatitis, and HIV. Complement
levels were low. Given the results, chronic glomerulonephritis was suspected as the most probable
renal pathology. Biopsy was not obtained for kidneys were atrophic, significant findings unlikely.
Patient emergently received HD which was complicated by a seizure, secondary to disequilibrium
syndrome from a BUN of 400 mg/dL. He was ultimately discharged after stabilization and long‐term
hemodialysis placement. One month after discharge, he presented to the ED with SOB. A TTE was
performed and showed a dilated left ventricle and an EF of 25‐30%. The presenting symptoms and
findings were consistent with uremic cardiomyopathy.
In this case, we investigated the unique acute presentation, management, and complications
encountered in a patient presenting with ESRD from undiagnosed chronic glomerulonephritis, without
symptomatology until 14 days prior to ED arrival. Though the patient presented severely uremic,
expected of a severe ESRD patient, he lacked the corresponding expected clinical presentation.
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Abstract
A 49 year old female with a past medical history of Type II Diabetes Mellitus, Hypothyroidism,
Depression, Hypertension, Migraines, and Insomnia, presented to her Ophthalmologist’s office for
intravenous fluorescein angiography to evaluate non‐proliferative diabetic retinopathy. She had no
prior history of allergies or anaphylactic type reactions, and had the procedure performed before
without complications. Shortly after the dye was injected, she complained of feeling faint, became
dizzy, and collapsed, but was still conscious and able to answer questions. EMS was called, where the
patient was found to be profoundly bradycardic and hypoglycemic with a blood sugar of 29. Shortly
afterwards, she became asystolic and CPR was initiated. Significant laryngeal edema was noted at time
of intubation in the field. Other causes of cardiopulmonary arrest were investigated. Given a high
suspicion for anaphylaxis, a tryptase level was sent, but was lysed. CT Head showed diffuse cerebral
edema consistent with anoxic brain injury. Despite resuscitative efforts, she remained hypotensive on
maximal pressor support, and the decision was made by the family to withdraw life support. An
autopsy was not performed due to religious reasons.
This case illustrates a very rare but serious potential cause of anaphylactic shock following routine
intravenous fluorescein angiography. Although incidence is low – a literature review documents few
reported cases – it is invariably fatal without prompt diagnosis and treatment. Appropriate
resuscitative equipment, including epinephrine, should be readily available.
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Abstract
Introduction – Strongyloides stercoralis is a parasitic roundworm endemic in tropical and subtropical
areas. Humans are infected by the filariform larvae, which penetrate the skin and migrate
hematogenously to the lungs, ascend the tracheobronchial tree, are swallowed, and consequently
burrow in the duodenum or jejunum. Its lifecycle is completed inside the host’s gastrointestinal tract.
Strongyloides can lie dormant for years, if the host becomes immunocompromised it can manifest as
hyperinfection with serious morbidity and mortality risk.
Case Description – The patient in this case was a 65‐year‐old male who emigrated from the Dominican
Republic about 30 years prior, with a past medical history of hypertension, esophagitis and recent
diagnosis of pemphigus vulgaris on oral steroid treatment. He presented with one day of fever,
nausea/vomiting and confusion, admitted and diagnosed with meningitis. He was treated with
antibiotics and continued on home dose of steroid. He was improving, however a few days after
admission his renal function and hemoglobin were declining precipitously; he was upgraded to the ICU
where he received several blood transfusions. After several days he developed respiratory distress and
was intubated. During routine daily labs it was noticed that eosinophils were suddenly elevated,
multiple tests were ordered and disseminated Strongyloides infection was identified. Treatment with
oral Ivermectin and Albendazole was initiated. Several days into this treatment regiment, there was no
noted improvement in the patient’s status. We reviewed the literature and encountered a few cases of
intramuscular veterinary Ivermectin being used with success on 2 occasions. IRB and FDA approval was
received for urgent administration of veterinary Ivermectin, however even after about one week of this
treatment the patient’s condition continued to decline and he expired of multi‐organ failure.
Discussion – Strongyloides hyperinfection has a high mortality rate, it is pertinent for healthcare
providers to get a thorough travel/migration history, patients at risk should be tested for Strongyloides
prior to starting any immunosuppressant therapy. Also, it is important to further explore whether
intramuscular Ivermectin will enhance treatment success in disseminated Strongyloides compared to
the current standard of care of oral Ivermectin and Albendazole.
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Introduction: Myocardial infarction (MI) is one of the complications that can occur after carotid
endarterectomy (CEA). Our objective in this study was to perform a wide‐based analysis of the
American College of Surgeons (ACS) National Surgical Quality Improvement Program (NSQIP) database
in an attempt to identify risk factors associated with occurrence of MI in the 30‐day post‐procedure
period.
Methods: The ACS NSQIP database was queried among all participating institutions for CEAs performed
between 2011‐2015. Patient demographic data, co‐morbid conditions, pre‐procedure medication use,
and operative variables were analyzed using multivariate logistic regression analysis to determine
predictors of post‐operative MI.
Results: 18,045 CEAs were available for review from the NSQIP database, of which 325 (1.95%) of
patients developed a post‐operative MI within 30 days. The incidence of MI increased by 0.2% (95% CI
1.000‐1.0004; P=0.01) for each additional minute of operative time. Patients with an American Society
of Anesthesiologists (ASA) classification of 4‐5 were 56% more likely to experience a post‐operative MI
(CI 1.22‐1.98; P=0.0003). Patients 80 years or older were 70% more likely to experience an MI (CI 1.34‐
2.14; P<0.0001). Approximately 2 times the risk of post‐operative MI was found to occur in patients
who were not functionally independent (CI 1.27‐2.99; P=0.0022), and in patients with a history of
congestive heart failure (CI 1.34‐3.80; P=0.0021). Mortality was associated with an 8.1 times higher risk
of post‐operative MI (CI 5.18‐12.71; P<0.0001). Pre‐operative beta‐blocker use was not associated with
a decreased risk of post‐operative MI (CI 1.42‐2.26; P<0.0001).
Conclusion: The predictors of an MI occurring within a 30‐day period after CEA include: longer
operation time, ASA classification 4‐5, age 80 years or older, absence of functional independency prior
to procedure, history of congestive heart failure. MI occurred more often in patients who expired
within the 30‐day post‐operative period. Beta‐blocker use did not decrease the risk of post‐operative
MI.
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Case presentation: A 67‐year‐old female was admitted to the medical service in June 2017 for a
syncopal episode. The patient had a history of colon cancer diagnosed in May 2016 during a
colonoscopy. Soon after, she underwent left hemicolectomy with end‐ileostomy without any bleeding
complications. A month later, follow‐up imaging showed a liver lesion and right lower lobe lung mass.
She had been treated with 5‐fluorouracil, folinic acid and oxaliplatin. In June 2017, a restaging scan
showed no improvement in the lung mass. There was a concern for a second primary in the lung. The
patient had just undergone a CT‐ guided elective right lung mass biopsy. She was being monitored in
the recovery area. Medical service was called, one hour later, when she was complaining of dizziness
and syncopized. She regained consciousness in a minute and had no further complaints. On exam, she
was hypotensive and tachycardic. Post‐operatively, chest x‐ray showed a small right‐sided hemothorax.
Computed tomography of the chest revealed moderate to large hemothorax. In the next five hours,
hemoglobin dropped from 11 g/dl to 8.3 g/dl. Activated partial thromboplastin time (APTT) was
elevated at 61.1 seconds (reference range 23 to 37 seconds) with normal prothrombin time (PT). She
was treated with fresh frozen plasma. However, there was no improvement noted in APTT. The
improvement in acute bleeding was noted with recombinant factor VIIa infusion. One year earlier, her
APTT had been normal. Coagulation studies showed decreased levels of factor VIII and positive factor
VIII inhibitor. A diagnosis of acquired factor VIII inhibitor was made in the setting of metastatic colon
cancer. She was then successfully treated with cycles of rituximab and steroids.
Discussion: Acquired factor VIII inhibitor disorder is characterized by the development of auto‐
antibodies against a clotting factor VIII. The condition is extremely rare with a potential to cause life‐
threatening bleeding. Therefore, it is important to be familiar with the diagnosis of this condition.
Prompt treatment can be life‐saving. Autoimmune diseases such as systemic lupus erythematosus and
rheumatoid arthritis are most commonly associated with this condition. Factor VIII inhibitor can be
rarely associated with solid tumours and hematologic malignancies. There has been no association
found with specific type of a tumour. Our case highlights acquired factor VIII inhibitor in the setting of
metastatic colon cancer which is a rare phenomenon.
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Case presentation: We present a case of a 48‐year‐old male who presented with worsening pleuritic
chest pain for two hours. He also complained of fever, malaise, headache and severe neck pain.
Electrocardiogram (ECG) showed ST segment elevation in leads I, II, aVL and V5 with PR elevation and
ST depression in aVR. On admission troponin‐I was 14.8 ng/ml. Based on ECG changes, elevated
troponin and family history of early coronary artery disease, the patient was emergently taken to the
cardiac catheterization lab. Angiography showed non‐obstructive coronaries, mild hypokinesis of mid
inferior and anterolateral wall with ejection fraction (EF) of 40‐45%. Based on above presentation and
angiography findings, the diagnosis of acute myopericarditis was made. He was started on colchicine
and ibuprofen. The other workup to determine etiology of myopericarditis including serologies for
bacterial and viral illnesses was unrevealing. Given the history of fever, headache and worsening neck
pain, we also became suspicious of meningitis. Lumbar puncture was performed which was negative.
On the day of admission, he was found to have blasts on complete blood count and peripheral smear.
Bone marrow biopsy and flow cytometry confirmed the diagnosis of acute myeloid leukemia (AML). He
received induction and salvage therapy. Repeat bone marrow confirmed complete remission and
normal cytogenetics. He noticed an improvement in his above symptoms with the treatment. Although
pericardial or myocardial biopsies are unavailable for our patient, we determined the cause of his
myopericarditis to be AML due to the close temporal association between the two and exclusion of
other etiologies.
Discussion: Acute myelogenous leukemia is a condition characterized by clonal proliferation of myeloid
precursors with loss of ability to differentiate into mature forms. The typical presentation involves
symptoms related to anemia, leukopenia and/or thrombocytopenia. This includes fatigue, weakness,
increased bleeding tendencies or predisposition to infections. Our report highlights a case of
myopericarditis as an initial manifestation of AML which is a rare phenomenon. The recognition of
atypical presentations of AML is also critical. This can prompt thorough search into this life‐threatening
condition. Timely diagnosis and early treatment can be life‐saving.
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Arthopode‐born encephalitis represents a small but substantial burden of zoonotic illness in the United
States. Many viruses are implicated in the pathogenesis of this disease. Powassan virus is a rare cause
of such neuroinvasive disease with increasing incidence. Named for the Canadian municipality from
which it was discovered in 1958, it has been identified in Russia, Canada, and the United States.
We present the case of a 48‐year‐old male mechanic with a history of Idiopathic Uveitis possibly
associated with an undiagnosed underlying autoimmune disease, maintained on mycophenolate,
chronic prednisone, and adalimumab who was admitted to Overlook Medical Center for 1‐2 days of
fever and confusion. Two weeks prior to admission, the patient was hiking in New Jersey and acquired
witnessed tick bites. Upon admission to the hospital the patient underwent a thorough neurological
workup including negative neuroimaging and two lumbar punctures.
The examination of CSF showed lymphocytosis with negative gram stain and negative PCR for all the
common bacterial and viral causes of meningoencephalitis. Despite treatment with broad spectrum
antibiotics and antivirals, he remained disoriented during his entire stay, only able to recognize close
family members after prompting. For a period of 48 hours, his clinical conditions deteriorated as he
became completely obtunded and unarousable, eventually improving to his confused baseline without
intervention. The patient was then discharged to an acute rehabilitation facility. A sample of his CSF
was sent to the CDC to test for rare and emerging pathogens. It was found that his CSF was positive for
Powassan virus IgM.
From 2006 to 2015, there have been 68 cases reported to the CDC. Transmission is associated with two
species of Ixodes tick, including Ixodes Scapularis – the same vector as Lyme disease. Incubation period
is reported at 8‐34 days. Symptoms vary from mild myalgias to acute flaccid paralysis with neurological
changes, such as confusion and seizures. Patients suffer a reported 10% case‐fatality rate, and only
symptomatic treatment is available. Long term morbidity is significant, based on case reports. Diagnosis
can be confirmed using a variety of methods including serological samples from tissue, serum, or CSF;
currently only government health departments affiliated with the CDC can perform these tests.
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Abstract
Takotsubo cardiomyopathy is a known entity causing a transient decrease in left ventricular function,
accounting for a small percentage of all patients presenting with acute coronary syndrome. Although
the exact mechanism for this phenomenon remains unknown, a wide variety of inciting events have
been previously reported. We present a case of a 47‐year‐old female with a past medical history of
anxiety, depression, and alcohol dependence, and a known history of alcohol withdrawal seizures, who
presented after witnessed seizure activity. The patient admitted to substituting alcohol for copious
amounts of black tea over one week prior to presentation, with minimal oral intake over this period.
She was subsequently found to be severely hyponatremic with a serum sodium level of 112 mEq/L and
was admitted to the intensive care unit for hyponatremia secondary to psychogenic polydipsia.
Approximately 48 hours after admission, the patient experienced a sudden‐onset episode of dizziness,
diaphoresis, and nausea, with a heart rate of 42 beats/minute and blood pressure of 70/40 mmHg.
STAT EKG revealed new T wave inversions in the lateral and precordial leads and serum troponin level
rose to 5.99 ng/mL. Treatment was initiated with continuous Heparin infusion, along with Aspirin,
Clopidogrel, Carvedilol, and Lisinopril. Transthoracic echocardiogram revealed apical and mid
ventricular dyskinesia with hyperkinesis of the basal walls, with an estimated left ventricular ejection
fraction of 35%. Cardiac catheterization revealed only minor coronary disease with ejection fraction 30‐
35% and similar areas of hypo and hyperkinesis, classic for apical ballooning syndrome. This case not
only illustrates the rare phenomenon of hyponatremia induced Takotsubo cardiomyaopthy, but is one
of the only incidents of one caused by psychogenic polydipsia.
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Abstract
Introduction: People can get infected with Cryptococcus neoformans by inhalation of their spores. The
clinical presentation ranges from being asymptomatic, having focal pneumonitis or systemic infection.
It is an entity which is thought to only exist in the immunocompromised population. However, we
present a case which begs to differ.
Case Presentation: A 49 year old male presented to us with the complaints of chest pain, a non‐
productive cough, rhinorrhea, nasal congestion, diaphoresis, shortness of breath, and chills for 2 days.
He also mentioned weight loss, headache, joint pain and fatigue for 3 months. He was born in Sao
Paulo, Brazil and moved to the United States a year ago. He had worked in a metal brake factory for 13
years prior to his immigration. He currently works in a landscaping. He was a heavy smoker for the past
30 years. His WBC was 14.4 x109/L. CT chest showed a speculated left lung upper lobe mass (5.1cm)
with left suprahilar adenopathy, a nodule on the right middle lobe of the lung (0.5 cm) and a nodule (1
cm) on the right lobe of the liver. CT guided lung biopsy was done which grew Cryptococcus
neoformans. He was started on fluconazole 400 mg per oral daily. CSF cryptococcal antigen was
negative and nothing grew on the cultures. MRI of brain was unremarkable. Serum Cryptococcus
antigen was 1:640. HIV was negative and CD4 count was normal. On follow up his symptoms had
improved and a CT scan showed decreased size of the nodules in the lungs and liver.
Discussion: Cryptococcus neoformans is endemic throughout Brazil, especially urban and suburban
areas of southern Brazil. The patient’s previous occupation of working with metal brakes may have
played a role in acquiring this infection. Metal workers are exposed to extreme heat and they wear
heat protective gear such as gloves, shields, jackets, helmets which contain asbestos, and also work
around insulated walls and ceilings which also contains asbestos products. Heat and asbestos exposure
had damaged his bronchi and lung parenchyma making him susceptible to cryptococcal infection. Our
usual train of thought is to assume that only immunocompromised individuals may develop such an
infection. However, our case illustrates an example of an immunocompetent individual who, with an
appropriate geographical and occupational background, was predisposed as well.
Conclusion: Cryptococcal infection in immunocompetent people is not common, but should be
considered when a patient has risk factors and it is in the appropriate clinical context. Early detection
and treatment can prevent disseminated cryptococcosis and its associated morbidity.
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Abstract
Introduction: Testicular torsions comprise approximately 26% of cases of acute scrotum. Testicular
torsion is a time‐dependent diagnosis. Early urological intervention can prevent loss of blood supply,
necrosis, and orchiectomy.
Case: A 54‐year‐old male presented to the hospital with complaints of localized pain, redness, and
swelling of right testicle for 2 days. He denied any trauma, fever, chills, dysuria, urgency, frequency, or
urethral discharge. Physical examination of his scrotum revealed swelling, warmth, erythema, and
tenderness of the right testicle without any active drainage, hernia or urethral discharge. Both testicles
were at the same level, and cremasteric reflex was intact. Laboratory work up was within normal limits.
Scrotal ultrasound showed normal blood flow to both testicles. Empiric antibiotics were initiated for
epididymo‐orchitis. Blood cultures notably grew Escherichia coli and antibiotics were de‐escalated.
However, patient continued to complain of intermittent scrotal pain. A scrotal ultrasound was repeated
which showed right testicular torsion with decreased blood flow. Patient subsequently underwent
surgical exploration of his scrotum which revealed testicular necrosis, thus necessitating an
orchiectomy.
Discussion: Testicular torsion is a urological emergency and early intervention with testicular de‐torsion
is recommended in order to avoid orchiectomy. Scrotal ultrasound is the imaging modality of choice.
Diagnosis is often made clinically. The sensitivity of ultrasound with color Doppler and spectral
waveform analysis ranges from 89% to 100%, however it may be lower in incomplete or intermittent
testicular torsion, as the blood flow can be normal in both of these conditions. Consequently, our
patient with intermittent or incomplete testicular torsion and coexisting epididymo‐orchitis was initially
treated for the latter only. Studies have also shown that MRI can diagnose an incomplete testicular
torsion in case of an unequivocal ultrasound. However, there has been no statistically significant data
to support the superiority of MRI over ultrasound in intermittent testicular torsion. Since it is difficult to
distinguish between intermittent and incomplete testicular torsion, we suggest doing serial scrotal
ultrasounds in addition to contrast enhanced MRI, as it would be valuable in such cases of unremitting
testicular pain.
Conclusion: This case emphasizes that a single scrotal ultrasound may not be sufficient to rule out
testicular torsion in acute scrotum. Furthermore, it may be easy to miss a diagnosis of intermittent or
incomplete testicular torsion when it co‐exists with epididymo‐orchitis. Although this is a rare
presentation, serial scrotal ultrasounds or contrast enhanced MRI in patients with scrotal swelling and
unresolving scrotal pain can lead to a timely diagnosis and urgent urological intervention, thus avoiding
the need for orchiectomy. The true value of serial ultrasounds and contrast enhanced MRI in
intermittent testicular torsion has yet to be determined by further studies.
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Abstract
Introduction: Mycobacterium abscessus is found in soil, dust, water, and animals. It usually causes lung
infection and can cause disseminated infection in immunocompromised individuals. Infection in the
skin is rare. It is inoculated into the skin following tattoos, surgery or puncture wounds.
Case: A 45 years old female with a history of Rheumatoid Arthritis on Adalimumab presented with the
complaint of pain in the buttocks for 1 week. The patient had a history of abdominoplasty in Florida in
which they removed fat from the abdomen and implanted it into the buttocks. She had just arrived
from Florida after a 36‐hour car ride. On examination, the buttocks showed a left gluteal, lower sacral
and some small surrounding abscesses. The patient had them incised and drained. After cultures were
taken, Flagyl and clindamycin were started. The patient continued to have persistent pain and copious
purulent drainage. The patient was discharged and continued receiving IV antibiotics. 1 week later the
culture grew acid‐fast bacillus Mycobacterium Abscessus.
Discussion: Extensive studies have been done to investigate rapidly growing atypical mycobacterium.
The disease patterns and antimicrobial susceptibility of each species have been observed to be
different. Myocobacterium Abscessus was discussed for the first time by Moore and Frerichs in 1953.
They reported its presence in the gluteal abscess of a woman and named it as Abscessus. It is now
recognized as a major cause of infections in areas of skin where a surgery has taken place or an
injection has been given. In 1969, there was an outbreak among 12 patients who received
contaminated histamine injection at a clinic. There was another outbreak involving many states in
which the patients had injection site abscesses due to a product contaminated with Mycobacterium.
There have also been cases of patients getting this infection after having breast augmentation surgeries
abroad. In this case, the patient had been exposed to Mycobacterium abscessus because of the
abdominoplasty. He immunosuppression with Adalimumab was an added factor that played a role in
the manifestation of the disease.
Conclusion: Our case highlights the importance that, although rare, an atypical mycobacterial infection
should be considered for the case of a local cutaneous infection that's resistant to antibiotic therapy,
especially if seen in an immunocompromised patient. Cosmetic plastic surgeries under unhygienic
conditions are a growing cause of such infections. With high costs in the US for such procedures, people
have resorted to health care professionals abroad.
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Abstract
Introduction: While pulmonary embolism (PE) usually results from deep vein thrombosis (DVT), there
have been studies that have explored the association of PE with hyperthyroidism [1]. Presence of
infection has been shown to be an important factor associated with provoked PE [2].
Case: A 58‐year‐old man with a past medical history of hyperthyroidism, hypertension, insulin
dependent diabetes mellitus, hyperlipidemia, and cerebrovascular accident in 2012 with resultant
functional quadriplegia presented to the ED with complaints of fever, cough, and malaise for 3‐days
duration. Vitals on presentation were: BP 159/88, pulse 117, O2 saturation 98% on room air,
respiratory rate 26, and temperature of 101.4°F. The patient’s home medications at the time of
admission included methimazole 20‐mg oral every 8‐hours, aspirin 81‐mg daily, and apixaban 5‐mg oral
twice daily. Initial chest x‐ray demonstrated a significant bilateral lower‐lobe pneumonia. Venous
duplex ultrasound of the lower extremities did not reveal any DVTs while follow‐up CT‐angiogram of
the chest performed the following day demonstrated a pulmonary embolus in the right lower lobe of
the lung with small an embolus to the right upper lobe. The patient’s family history is positive for
numerous first degree relatives with history of ischemic CVA and myocardial infarction before the age
of fifty suggestive of a possible genetic hypercoagulable state necessitating further workup.
Conclusion: The patient had been previously taking methimazole for hyperthyroidism and it was held
upon admission for 2‐days until it was later resumed. There was no definitive evidence to conclude if
the patient had developed the PE before his admission or if the sudden discontinuation of his
methimazole might have placed him at greater risk of developing a provoked PE. However,
radiographic consultation suggested that it was likely an acute PE. The patient’s family history of
hypercoagulability coupled with his chronic bed‐bound state represents a confounding risk factor of PE.

Discussion: This patient presents a collection of risk factors for PE such as hypertension,
hyperthyroidism, and pneumonia. Understanding the complexity of factors associated with PE assists in
the accurate and timely diagnosis of the patient with PE enabling the timely implementation of
potentially life saving therapy. Furthermore, this case emphasizes the importance of the systematic
review of a patient’s current home medication list at admission, and reminds us that the sudden
discontinuation of a medication may increase the risk of adverse outcomes in patients with numerous
comorbidities.
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Abstract
Introduction: Squamous cell lung cancer accounts for about 30% of all lung cancers. Data obtained
from developed countries shows that cigarette smoking is a significant risk factor for lung cancer, while
in developing countries environmental pollutants can be an important risk factor as well. The majority
of patients have advanced disease on presentation. Intriguingly this malignancy can cluster locally in
the hilar region, causing brachial cord compression, with subsequent numbness and weakness of the
ipsilateral limb as its sole presentation.
Case: A 52 year old female with a history of smoking for 30 years came to the emergency room with
tingling, numbness, weakness in left upper extremity and progressive occipital headache. She has a
past medical history of stroke and multiple episodes of transient ischemic attack (TIA). Lab data and
vitals were unremarkable. Neurological examination demonstrated decreased sensation and weakness
in her left arm. All cranial nerves and reflexes were intact. Head CT‐scan and brain MRI without contrast
were unremarkable. The patient was admitted with the diagnosis of TIA. Subsequently, her
neurological deficits did not improve. After further evaluation going by her extensive smoking history, a
chest CT‐scan was done, which revealed a left suprahilar mass. Biopsy results confirmed squamous cell
carcinoma of the lung.
Discussion: Air pollutants such as tobacco, asbestos and radon gas are all risk factors for developing
NSCLC. It usually presents with cough, weight loss, Shortness of breath and hemoptysis as a part of its
local effects, but can also present with isolated neurological features, which often misleads to suspicion
of TIA and stroke. It leads to unnecessary investigations, prolonged length of stay in the hospital and
very importantly futile treatment with tPA, antiplatelet therapy which have its own side effects. Further
delay in diagnosis, leads to cancer progression, reducing treatment options and the 5‐year survival rate.
It is thus imperative to keep a low threshold in performing a CT scan of the chest in the appropriate
clinical context, in order to rule out a malignancy that may be responsible for such clinical features.
Conclusion: This case is reported to highlight the importance of NSCLC in suprahilar region as a
considerable differential in a patient with neurological symptoms and not to prematurely close the
differential diagnosis. A high clinical index of suspicion for suprahilar mass in patients with no
pulmonary symptoms, but numbness or tingling in an upper limb with an unremarkable CT scan or MRI
of the brain can help in making a timely diagnosis of NSCLC at an early stage, and can expand the
treatment recourse and increase 5 year survival rate.
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Abstract
Introduction: Iron deficiency anemia (IDA) is a common cause of referral to gastroenterologists (4%‐
13% of referrals). In about 5%‐10% of patients with IDA without gastrointestinal bleeding, the cause
remains unknown despite extensive investigation. Studies have suggested that Helicobacter pylori (H.
pylori) eradication therapy improves iron absorption. Iron therapy in combination with H pylori
eradication has been shown to be more effective than iron therapy alone for the treatment of IDA.
Case: Our patient is a 42‐year‐old male presented who presented to the emergency room with the
complaints of generalized fatigue and tiredness. He was sent by his PMD after routine blood work
revealed a hemoglobin of 4 mg/dl. He denied any hematemesis, melena, or abdominal pain. His
physical examination was unremarkable except for pallor. Initial labs were: Hemoglobin of 3.8 mg/dl,
hematocrit of 14.3%, WBC of 7.4 x 10^9/L and platelets of 504 x 10^3/micro liter. He was started on IV
pantoprazole with serial checks of hemoglobin and hematocrit. After the anemia panel was send, he
was transfused with packed red blood cells. Subsequently he underwent endoscopy and colonoscopy.
His endoscopy showed mild gastritis and colonoscopy showed second degree hemorrhoids. His anemia
work up showed iron deficiency anemia with an iron of 12 micrograms/L, ferritin of 2 micrograms/L, IBC
of 451 micrograms/dL, and transferrin saturation of 3.0%. Pathology report showed extensive chronic
active gastritis and H. pylori. The patient was discharged on appropriate treatment for H. pylori with
iron supplements.
Discussion: H. pylori is associated with peptic ulcer disease and gastric cancer, which in turn can result
in overt or occult bleeding resulting in iron deficiency anemia. However, chronic gastritis is the most
common finding associated with H pylori infection which is not associated with gastrointestinal
bleeding. The proposed mechanism is that the iron uptake is impaired by Helicobacter pylori
colonization in gastric mucosa which can lead to increase loss of iron and potentially to IDA. The British
Society of Gastroenterology suggests eradication of H. pylori infection in IDA patients with normal
upper endoscopy and colonoscopy (Grade C recommendation ), and the Maastricht guidelines
recommend eradicating H.pylori in patients with IDA (Grade A recommendation).
Conclusion: Gastric H. pylori infection may be a frequent cause of iron‐refractory or iron‐dependent
anemia in adult patients, mainly in men and post‐menopausal women. In these patients, H. pylori
infection eradication
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Abstract
Introduction: Acute bowel obstruction is associated with significant morbidity and mortality. Very few
reversible causes or associations of bowel obstruction are known to us. These include drugs such as
opioids, recent surgeries, and electrolyte imbalances including hypokalemia, hypomagnesemia and
sometimes hypothyroidism. It is extremely important to recognize and treat reversible causes of bowel
obstruction as it will decrease unnecessary surgeries. We present an unusual case of small bowel
obstruction in a patient with thyrotoxicosis.
Case Presentation: A 42 year old male presented to the emergency department with acute onset of
generalized abdominal pain associated with nausea and vomiting for one day. He also had
unintentional 40 pounds weight loss, tremors, and palpitations over the past few months.
Past medical history was significant for Grave’s disease but he was non‐compliant with medication. He
had no prior surgeries. At presentation, his vitals were: Blood pressure 171/95 mm Hg, heart rate 131
beats per minute, respiration 18 breaths per minute and temperature 98.6 F. Physical exam was
significant for exophthalmos, thyromegaly, generalized abdominal tenderness and decreased bowel
sounds. Laboratory findings included potassium of 3.5 mmol/ L, TSH 0.010 ng/dL, free T4 7.77 ng/dL
and total T3 284 ng/dL. CT abdomen pelvis with contrast was consistent with small intestinal bowel
obstruction. Bowel obstruction was managed conservatively. He was also treated with metoprololol
and methimazole for his thyrotoxicosis. By day 4, his bowel obstruction resolved. Thyroid stimulating
immunoglobulin was were positive and T3 uptake was more than 56 %.
Discussion: Excess thyroid hormone is often thought to result in increased gut motility, with a common
presentation of diarrhea. However, some studies have shown decreased gastric emptying in
hyperthyroidism. Although the exact pathophysiology is yet to be determined, we infer that excess
sensitivity of beta adrenergic stimulation secondary to excess thyroid hormone in thyrotoxicosis, may
be associated with decreased gut motility, thus causing bowel obstruction. Thus decrease in
sympathetic activity with beta blockers, might resolve the bowel obstruction.
Conclusion: Hyperthyroidism is usually implicated with increased gut motility. But in thyrotoxicosis, it
may paradoxically worsen motility because of high sympathomimetic activity through increased
sensitivity of beta receptors in gut. Thus, in a patient with bowel obstruction, thyroid hormone should
always be checked. Both hypo‐ and hyperthyroidism should be treated promptly, as either of them can
be the causative and or the associated factor.
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Abstract
Introduction: Emphysematous pyelonephritis is a gas‐producing, necrotizing infection involving the
renal parenchyma and, in some cases, perirenal tissue. Escherichia coli or Klebsiella pneumoniae are
implicated in most cases. Such cases are commonly seen in diabetics. Here we highlight a non‐diabetic
patient who presented with this disease.
Case: The patient was a 40 year old female with a past medical history of sickle cell trait, who had
complained of chills, dysuria, and lethargy for the past three days. On the day of presentation she had
abdominal pain, nausea and vomiting followed by a syncopal episode.
On physical examination pertinent findings were: blood pressure‐ 76/40 mmHg, pulse‐129/min, and
encephalopathy.
She had a Hemoglobin of 9.5 g/dl, platelet count of 116x10^9/L, WBC count of 10.4x10^9/L, BUN of 87
mg/dl and Cr of 8.5mg/dl (prior labs were within the normal range). CT abdomen/pelvis with contrast
showed a large right kidney with air in the perinephric space. She received IV fluids and antibiotics
without significant improvement due to which imaging was repeated after 3 days, which showed
worsening emphysematous changes. Subsequently the patient received right sided percutaneous
drainage. Renogram showed a non‐viable right kidney. Nephrectomy was deferred to be done as an
outpatient. She was discharged to a subacute rehab on IV antibiotics, and urology follow up. After one
month the patient decided against surgery, however she was doing well.
Discussion: Diabetes mellitus and urinary tract obstruction are the major risk factors for
emphysematous pyelonephritis. It is seen in 80‐90% of the time in diabetics. It is also commonly seen in
middle aged women with recurrent UTIs. In our patient, the sickle cell trait lead to chronic ischemic
changes, resulting in scarred renal tissue, which provided a nidus for infection.
There are 4 classes of emphysematous pyelonephritis. Our patient had class 3, which entails gas
extension to para renal space. The treatment for Class 3/4 in the past was nephrectomy and open
drainage but recent data supports good outcome with IV antibiotics and percutaneous drainage alone.
Conclusion: This case shows us that emphysematous pyelonephritis is not necessarily a classic
presentation in diabetics but can occur in patients with risk factors for impaired vascular supply like
sickle cell trait. It also reinforces the fact that guidelines for class 3 and 4 should be reviewed as data
supports treatment with conservative measures alone. This favors high value care, by avoiding
unnecessary surgical expenses and its potential complications.
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Abstract
Introduction: Parkinson’s disease (PD) is a complex progressive neurodegenerative disease with diverse
clinical features and affects over one million people in North America. The cardinal features of PD are
resting tremors, bradykinesia, shuffling gait, and rigidity. Other uncommonly seen motor features seen
include hypokinetic dysarthria, hypophonia, and palilalia.
Case Presentation: A 70‐year‐old male presented to the hospital with the complaints of decreased
appetite and dysphagia over the past three weeks. The patient was mentally competent but had
difficulty speaking and was becoming increasingly lethargic. Physical exam revealed weakness,
cachexia, and dry mucous membranes. The patient’s pulses were barely palpable and he had ulcers on
his sacrum and feet. An admitting diagnosis of severe protein malnutrition was made. The patient’s
medical history was significant for Parkinson’s disease and depression. Additional history revealed he
was not taking his Mirtazapine and Levodopa/Carbidopa for the past few months. Labs and imaging
were used to rule out malignancy. The patient had dysphagia warranting a GI consult. An EGD
demonstrated no abnormalities. A PEG tube was placed and feeds were initiated along with
Levodopa/Carbidopa. The patient’s dysphagia and dysphonia improved and there was marked
improvement in responsiveness, and strength.
Discussion: This case demonstrates the consequences related to medication non‐compliance. It is
important to evaluate the entire clinical picture and explore reasons for non‐compliance. Dysphagia can
be seen in untreated and severe Parkinson's disease. Parkinson’s patients on higher doses of Levodopa
are less likely to experience dysphonia and dysphagia and the symptoms may never present if
medications are at a therapeutic level. This case highlights the unique presentation of a disease process
that is otherwise thought to have a classic presentation. If a Parkinson’s patient presents with
dehydration, cachexia, dysphagia and dysphonia, the social history and serum medication levels should
be looked at carefully.
Conclusion: This case demonstrates the importance of recognizing both common and uncommon signs
and symptoms of a disorder; and the value of educating patients and family members about
involuntary vs voluntary medication noncompliance. It also demonstrates an abnormal presentation of
the disease, as dysphagia is thought to be sub‐clinical in the earlier stages of the disorder.
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Abstract
Abstract: Certain drugs may trigger a clinical syndrome with features similar to SLE, known as drug‐
induced SLE (DILE). Each year 15000‐30000 cases are diagnosed in the United States. The exact remains
unclear, with multiple genetic and immunological factors possibly involved. In any case of suspected
DILE it is imperative to recognize the offending drug and discontinue it, as it is in the mainstay of
treatment.
Case report: A 40 year old Caucasian female with no significant medical history, presented to us with
the complaints of generalized pain/stiffness in her wrists, elbows, knees and ankles, along with
subjective fever, for two days. She denied any recent trauma or similar episodes in the past.
About two weeks ago she had taken a 10 day course of amoxicillin/clavulanic acid for cellulitis on her
left leg. The rash remained, so her PMD prescribed her a 14 day course of
trimethoprim/sulfamethoxazole (TMP/SMX). A few days into her second course of antibiotics, her
cellulitis had cleared up, but she started experiencing morning pain/stiffness in her joints. The
symptoms would last approximately 30 minutes each day and go away on their own, only to return the
next morning. Physical examination revealed a malar rash on her face, peri‐orbital edema, and
decreased range of motion in her joints. X rays showed no pathology.
Given the patient clinical presentation SLE and DILE the appropriate serology was tested. ANA, Anti‐
dsDNA, and Anti‐histone antibodies were positive. She was started on IV glucocorticoids and TMP/SMX
was discontinued. She was discharged the next day on NSAIDs.
Four months later she was hospitalized with similar complaints after taking amoxicillin/clavulanic acid
for a sinus infection.
Discussion: The differentiation between Idiopathic SLE and DILE is difficult since they share common
features.The timing of antibiotic intake makes it difficult to determine whether the patient’s symptoms
were due to an SLE flare up or secondary to medication exposure. There are only a few case reports of
these antibiotics causing DILE.
The criterion to distinguish SLE and DILE is imperfect, as evident from our inability to clearly categorize
this woman’s disease. The presence of malar rash, Ds‐DNA, and low C3 levels favor SLE. While on the
other hand, Caucasian ethnicity, no end organ damage, positive anti‐histone antibody and timing of
medication intake favor DILE.
Conclusion: Physicians need to be aware the possibility of developing DILE after taking TMP/SMX and
amoxicillin/clavulanic acid, since these drugs are so commonly used. Careful history should be taken of
SLE in the patients and their families. Serology is useful, but can be ambiguous.
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Abstract
Introduction: Posterior cerebral circulation hosts few anatomical variants. Commonly the paramedian
territory of the thalamus is supplied by perforating arteries arising from ipsilateral posterior cerebral
arteries but very rarely all perforating branches arise from one posterior cerebral artery through a
single trunk called the artery of Percheron. Stroke involving this artery causes characteristic bilateral
thalamic infarcts. This anatomical variant represents 0.1‐2% of total ischemic strokes and is the cause of
4‐10% of cases of thalamic strokes.
Case: A 53 year old male, with a past medical history of diabetes mellitus and hypertension, presented
to the hospital with the complaint of right leg weakness and difficulty in walking for 8 hours.
Afterwards, he also developed tingling and numbness of his right upper extremity. Vital signs were: B.P‐
190/85, pulse‐ 89, respiratory rate‐ 20/min, and temperature‐97.7 F. Head CT scan was unremarkable.
An MRI of the brain was done that showed bilateral thalamic infarcts. He was started on non‐TPA
protocol for stroke treatment. The characteristic infarct pattern prompted a need for CTA of head and
neck, which revealed a filling defect in the artery of Percheron suggestive of occlusion. The patient’s
neurological symptoms improved and he was discharged.
Discussion: Artery of Percheron infarcts are rare. It typically presents with altered mental status,
hemiplegia and gaze palsy but because of complex anatomy and different variants of posterior cerebral
circulation, ischemic infarcts in this territory usually presents with variable and non‐specific symptoms
that often delays the clinical diagnosis. An initial head CT scan in most cases of artery of Percheron
strokes shows no ischemia. MRI has the best sensitivity for the diagnosis of posterior circulation
strokes. On clinical suspicion thus, it should be the first investigation of choice followed by CTA of head
and neck. This would identify the infarct at an early stage and treatment with thrombolysis or
mechanical canalization can save the reversibly damaged brain tissue. On literature review, strokes
involving the artery of Percheron have shown initial negative MRIs. In the right clinical context, it may
be necessary to do serial MRIs.
Conclusion: Our case highlights the importance of raising our awareness about the artery of Percheron
and the prompt recognition of its infarction by pursuing appropriate imaging studies to allow timely
administration of thrombolysis. Reversal of a potential damaging neurological insult and subsequent
favorable clinical improvement are the expected outcomes.
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Abstract
Introduction: In 2016, more than 64,000 Americans died from drug overdoses. There was a 2.2‐fold
increase in total number of deaths related to overdoses from 2002 to 2015 according to data from the
National Center for Health Statistics.
Case Description: A 29‐year old male without any significant past medical history was brought in by
emergency medical services to the emergency room. The patient was hypotensive, tachypnic,
tachycardic, hypoxic and had a temperature of 101.3 degrees Fahrenheit. Patient’s oxygen saturation
responded to 99% on supplemental oxygen via non‐rebreather mask. The rest of the physical
examination was unremarkable except for increased tone in all four limbs. Laboratory findings showed
high anion gap metabolic acidosis with respiratory compensation along with acute renal failure,
rhabdomyolysis and acute liver injury. Urine drug screen was negative for opiates, benzodiazepine,
methadone and barbiturates. Ethanol and toxic alcohols were also negative. Cardiac troponin peaked at
6.93 and gradually trended downwards. MRI of the brain revealed focal areas of restricted diffusion in
the bilateral globus pallidus, more prominently on the left suggestive of carbon monoxide poisoning or
exposure to other toxins. Patient was managed in the ICU and subsequently discharged home as his
condition improved.
Discussion: Drug overdose is a common cause of encephalopathy in a young patient who does not have
any significant medical history. Commonly abused drugs in the United States can be broken down into
one of the following categories: cannabinoid, opioids, stimulants, club drugs, hallucinogens and
dissociative drugs. The development of toxicology tests has helped in identifying the commonly used
substances. Most commonly used toxicology panels include 5 panel, 10 panel and 12 panel drug tests.
But, there are many substances nowadays which will not be evident on the urine drug screen that are
routinely used which include hallucinogens such as Lysergic acid diethylamide (LSD), psilocyin
(mushrooms), designer drugs such as Mephedrone, other substituted cathinones (e.g. bath salts),
Flakka, Synthetic cannabinoids (e.g. K2, Spice), Gamma hydroxybutyrate (GHB), Flunitrazepam
(Rohypnol), Cotinine and U‐47700. Also, Fentanyl requires a specific testing even though it falls under
the opioid category.
Conclusion: Management based on clinical suspicion and findings yield a better chance of saving the
patient, rather than relying on the toxicology result, in managing a patient with encephalopathy.
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Abstract
Introduction: Neuroendocrine tumors (NETs) are a rare neoplasm that can be classified according to
their embryologic origin: foregut, midgut, and hindgut. The estimated prevalence is about 5 per
100,000. Large‐cell neuroendocrine carcinoma (LCNEC) is a rare subtype of NETs with an aggressive
nature and a poor prognosis due to its tendency for early metastasis. While NETs can arise in different
organs, colonic NETs are exceptionally rare.
CASE: A 52 y old female with no significant past medical history presented to ER with right lower
quadrant abdominal pain. The patient stated that she has been having periodic abdominal pain over
the past 2 weeks. CT abdomen and pelvis w/contrast demonstrated free air consistent with perforated
viscous, a right colonic lobular wall thickening suspicious for a colonic tumor with possible extraluminal
extension, as well as enlarged periaortic and retroperitoneal nodes. Multiple liver lesions suspicious for
metastasis were also present. The patient was taken to operating theater for exploratory laparotomy,
with right hemicolectomy with anastomosis and debulking of the tumor. Pathology report revealed
neuroendocrine carcinoma, high‐grade large‐cell. Tumor cells were positive for synaptophysin,
chromogranin and 90% K167.
DISCUSSION: Studies have shown that when this type of malignancy is limited to gastrointestinal
location, biochemically, they are silent. The venous drainage of the gut goes through the liver before
returning to the systemic circulation. The liver inactivates gastrointestinal carcinoid secretory products,
so the presence of the systemic carcinoid syndrome depends on having both a secretory tumor and
either liver metastases or an extraintestinal location that allows bypass of the portal circulation. Our
patient had nonsecretory NETs, thus despite having extra intestinal metastasis including liver
metastasis she did not have any symptoms including flushing, watery diarrhea, venous telangiectasia of
the nose, upper lip and malar regions. Bronchospasm, wheezing, tachycardia, and hypotension are less
common symptoms. Up to 50% of patient with carcinoid syndrome develop carcinoid heart disease.
The fibrous plaque‐like lesions most commonly develop on the tricuspid valve and cause tricuspid
regurgitation. Echo for this patient was normal. NETs secrete cytokines which cause peritumoral
fibrosis or invasion, causing direct luminal strictures, or secondary to desmoplastic reaction leading to
ischemic changes, resulting in obstruction and perforation.
CONCLUSION: This patient had a very rare cancer with atypical presentation. She did not experience
any alarming symptoms for instance weight loss, decrease appetite or asthenia despite widespread
cancer. She never had diarrhea in the past which is one of the very common symptoms of GIT NETs.
Sometimes patients with NETs are mistakenly diagnosed with ONE due to chronic diarrhea and vague
abdominal pain.

Category
Clinical Vignette

Name
Tahmina Saleem

Additional Authors
A. Nadhim MD,
S.Morampadi MD, U.
Amin MBBS, M .Ansari
MD, M.Islam MD, M.
Ezer MD

Program
Raritan Bay
Medical
Center
(Abdalla M
Yousif)

Abstract Title
HAART as a Sole
Therapy for
Systemic Kaposi
Sarcoma

Abstract
INTRODUCTION: Kaposi sarcoma (KS) is the most common HIV‐associated malignancy worldwide. Its
incidence is 6 cases per million each year with a mortality rate of 10 %. Patients usually present with
cutaneous, mucous membrane or lymph node involvement. Visceral involvement occurs in 50% of the
patients, especially of the lungs and gastrointestinal tract. In the era of highly active anti‐retroviral
therapy (HAART), the incidence and severity of AIDS‐related KS has substantially declined.
CASE: A 48 year old male came to the HIV clinic after he had been diagnosed with HIV in another health
care facility. On inspection there were several scattered erythematous raised lesions on his arms, legs,
toes, tonsils and penis. Irregular hard masses were felt on the epigastric and splenic areas. Initial tests
revealed a CD4 count of 31 cells/mm3 and viral load of 345,260 copies/ml. Punch biopsy of a skin lesion
showed dermal vascular proliferation compatible with KS. Immunohistochemistry was positive for
HHV8. Abdominal U/S, CT and MRI all showed multiple hypodense liver and splenic lesions. He was
started on Norvir, Tivicay ,Prezista and prophylactic TMP‐SMX for pneumocystis jirovecii. He was
offered chemotherapy/radiotherapy but he refused because of the side effects associated with
treatment. After 6 months of starting of HAART, the CD4 count increased to 339 and the viral load was
undetectable. All the cutaneous KS lesions completely resolved and repeat abdominal imaging showed
resolution of all liver and splenic lesions.
DISCUSSION: AIDS‐related KS is the most common and aggressive form of KS in the United States.
Treatment is focused on the patient’s cosmetic appearance and/or systemic involvement. Small
cutaneous lesions can be treated with HAART alone. Large cutaneous lesions or systemic involvement
require radiation and/or chemotherapy with single or combination regimens using doxorubicin,
bleomycin, vinblastine and vincristine. This regimen has serious side effects like ventricular
arrhythmias, myelosuppression, pulmonary fibrosis and hemorrhagic enterocolitis. Radiotherapy can
cause skin ischemia, bone necrosis and cardiomyopathy. Since our patient improved with HAART
alone, we suggest timely initiation of HAART for visceral Kaposi Sarcoma patients. This may be
beneficial to them when they are not good candidates for chemotherapy or radiotherapy due to their
potential side effects. It would lead to a discussion for further clinical trials to define the role of HAART
as a lone therapy for visceral Kaposi Sarcoma.
CONCLUSION: This case elaborates that chemotherapy and radiotherapy might not be required for
treatment of visceral Kaposi Sarcoma. An early aggressive antiretroviral treatment may obviate the
need for systemic chemotherapy or radiotherapy in such cases, thus avoiding their potential side
effects and morbidity. The true value of HAART as a sole therapy for treatment of visceral Kaposi
Sarcoma has yet to be determined by further studies.
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Abstract
INTRODUCTION: Nasopharyngeal carcinoma (NPC) is a malignant neoplasm arising from the mucosal
epithelium of the nasopharynx. It is rare, but a commonly misdiagnosed condition. Early diagnosis and
treatment can drastically prolong survival. This case report highlights the importance of rapid diagnosis
of NPC in patients with non‐specific upper respiratory tract symptoms.
CASE: This is a 39 year old male, with a history of heavy smoking, who presented to the clinic with the
complaints of mild bilateral hearing loss, nasal congestion and snoring over the past three days. On
physical examination, there was bilateral middle ear effusion with conductive hearing loss, post‐nasal
drip, and adenoid hyperplasia. He took nasal steroids, oral steroids and antibiotics over the next few
months, but the symptoms persisted. Subsequently, an ENT specialist did a bilateral myringotomy with
tube placement and adenoidectomy. Pathology stained nasopharyngeal carcinoma keratinizing (type 1)
and EBV. It was stage 2, which required radiotherapy and six cycles of cisplatin. Six months later, a PET
scan revealed no residual disease. Currently the patient is asymptomatic and being monitored closely.
DISCUSSION: The annual incidence of NPC in the United States is about 5 per 100,000. The annual
incidence of the NPC in the southern part of China including Taiwan is more than 10 per 100,000 and is
up to 30 per 100,000 in Hong Kong. The pathophysiology stems from EBV infection in genetically
susceptible individuals. The most common site of origin for NPC is the lateral wall of the nasopharynx,
especially the fossa of Rosenmuller, followed by the superior posterior wall. However, the patient in
our case had no tumors at these locations. Because of non specific symptoms, like how our patient
presented, the diagnosis frequently gets delayed and patients present with advanced disease.
The 5‐year survival rate of stages I and II NPC ranges from 72 to 90%. However, the 5‐year survival rates
of stages III and IV NPC are ~55% and 30%, respectively, due to a high incidence of loco regional
recurrence or metastasis. If NPC is suspected, a rapid pathological diagnosis and high‐dose radiation
therapy with early adjuvant chemotherapy are essential to ensure prolonged patient survival.
CONCLUSION: NPC should be in the high differential in non‐Asian patients presenting with non‐specific
upper respiratory tract symptoms, not responding to conventional treatment as early diagnosis and
prompt treatment can improve mortality and disease free survival.
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Abstract
Introduction: Hemophagocytic lymphohistiocytosis (HLH) is a condition characterized by over
proliferation of T cells and macrophages as well as decreased natural killer (NK) cell and cytotoxic cell
function leading to diffuse end organ damage. HLH is divided into familial HLH, associated with genetic
mutations, and reactive HLH triggered by infection, neoplasia, or autoimmune disease. Although
traditionally a pediatric diagnosis, HLH in adults can carry a 40% mortality rate as diagnosis is often
delayed.
Case Description: A 35‐year‐old female with no known past medical history presented with three
weeks of malar rash, oral ulcers, photosensitivity, and six days of fever. On admission, vital signs and
exam were normal with the exception of tachypnea and malar rash. Laboratory results revealed
pancytopenia, positive ANA 1:5120 (negative), and hypocomplementemia. Ferritin was 59ng/mL (NL
20‐175ng/mL). A diagnosis of systemic lupus erythematosus (SLE) was made and she was discharged
on prednisone and hydroxychloroquine. She returned five days later with four days of fever and one
day of delirium. On readmission, patient was awake but not following commands. No meningeal signs
present. Vital signs were significant for fever of 102.2°F. Lumbar puncture, blood cultures, serology,
urine culture, and chest x‐ray excluded active infection. CT abdomen showed hepatomegaly.
Laboratory results revealed repeat ferritin of 29,814ng/mL (NL20‐175ng/mL), triglycerides of 351mg/dL
(NL40‐150mg/dL), and soluble IL2(CD25) levels of 1937pg/mL (NL <1033pg/mL). Bone marrow biopsy
showed no evidence of HLH, leukemia, or lymphoma. Solumedrol and cyclosporine were initiated. On
day four of treatment, ferritin dropped from 29,814ng/mL (NL 20‐175ng/mL) to 2,000ng/mL. On the
same day, the patient developed acute respiratory failure, asystolic arrest during intubation, and
subsequent multi‐organ failure and disseminated intravascular coagulation. She expired on day five of
diagnosis.
Conclusion: Signs and symptoms of HLH are often nonspecific and diagnosis requires high clinical
suspicion. Diagnostic criteria include five out of eight of the following: fever, hepatosplenomegaly,
pancytopenia, hyperferritinemia, hypertriglyceridemia, hemophagocytosis seen in hemopoietic organs,
low NK cell activity, and high soluble IL‐2 receptor levels. Only four weeks after appearance of malar
rash, the patient had mounted a dramatic inflammatory response triggering HLH, best demonstrated
by the increase in ferritin from 59ng/mL to 26,639ng/mL within eighteen days. Only 7% of HLH cases
are caused by autoimmune disease and when HLH occurs in this setting, it is referred to as macrophage
activation syndrome (MAS). This case highlights how fulminant HLH, or specifically MAS, can be rapidly
triggered after the new onset of autoimmune disease. It also illustrates how ferritin may serve as a
marker of disease activity, in addition to its known diagnostic and prognostic value.
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Abstract
Introduction: Reversible posterior leukoencephalopathy syndrome (RPLS) is a group of etiologies that
included posterior reversible encephalopathy syndrome (PRES), reversible posterior cerebral edema
syndrome, posterior leukoencephalopathy syndrome, hyperperfusion encephalopathy, and brain
capillary syndrome. It is characterized by altered mental status, visual perception abnormalities and
seizure. SLE is a rare etiology of PRES and affects less than 1% of SLE patients. The association is
secondary to the effect of SLE on endothelial dysfunction and the effect of cytotoxic medications on the
loss of auto‐regulation of systemic hypertension. It is important to recognize this condition and
important associations as early detection and intervention often lead to favorable outcomes. We
present a case of a diagnostic and therapeutic challenge in a patient with Lupus‐induced pericardial
effusion complicated by intractable in‐hospital seizures later found to have posterior reversible
encephalopathy syndrome (PRES).
Case: A 21‐year‐old African American female underwent outpatient evaluation for dyspnea, arthralgias
and alopecia. Laboratory evaluation returned ANA titer of 1:5210 speckled pattern, ESR of 130 and CRP
of 4.94, low C4, normal C3/CH50, high IgG without M spike, anti‐Smith+, rNP+, RF+, Ro+, Scl70+, DsDNA
‐, CCP ‐, SSA + and nephrotic range proteinuria. She was found to have a large circumferential
pericardial effusion with borderline tamponade physiology on TEE. Successful pericardiocentesis
revealed inflammatory pattern in the fluid studies. On the fifth hospital day, she developed a tonic‐
clonic seizure aborted with lorazepam. She was intubated and transferred to the ICU. MRI revealed
bilateral parieto‐occipital edema consistent with a radiographic diagnosis of PRES. After extubation she
had another episode of tonic‐clonic seizures and required re‐intubation. During both seizures, her
systolic blood pressure was relatively normotensive (107‐149/62‐104). Renal biopsy obtained prior to
steroid initiation showed Class V membranous lupus nephritis. Induction therapy with mycophenolate
was initiated and follow‐up studies showed improvement in the cortical and subcortical regions on MRI
and no evidence of pericardial effusion on TEE. Patient was discharged on hospital day 20.
Discussion: PRES is a rare complication of lupus and has been infrequently described in the literature.
The prevalence in one retrospective case series has been estimated to be approximately 0.69% among
SLE patients. The most common etiologies of PRES include malignant hypertension, eclampsia,
chemotherapy agents and immunosuppressive medications. It is thought that the association is
secondary to the effect of SLE on endothelial dysfunction and the effect of cytotoxic medications on the
loss of autoregulation of systemic hypertension. To our knowledge, this is the first case report of SLE
with associations of both PRES and circumferential pericardial effusion with borderline tamponade
physiology, both of which are exceedingly rare in the SLE patient population.
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Abstract
The Osler’s triad of meningitis, pneumonia, and endocarditis caused by Streptococcus pneumoniae is
known as Austrian Syndrome and is associated with extremely high morbidity and mortality rates.
A 76‐year‐old woman with a history of diabetes mellitus, hypertension and chronic cervical and lumbar
degenerative disease was admitted with a three‐day history of headache and altered mental status
(AMS). She received pneumococcal polysaccharide vaccine three years earlier. Her initial CBC showed
WBC of 7.200/µl with 47% bands. On physical exam she had significant photophobia, was febrile to
103.2F but hemodynamically stable with Glasgow Coma Scale score of 9. Kernig and Brudzinski signs
were unreliable. CT and MRI head, urinalysis, and chest X‐ray showed no acute pathology.
Interventional radiology‐guided lumbar puncture was unsuccessful. Intravenous ceftriaxone,
vancomycin, ampicillin, acyclovir and dexamethasone were started for empiric meningitis treatment.
Urine antigen and blood cultures results were positive for Streptococcus pneumoniae and antibiotic
therapy was narrowed down to ceftriaxone. Acyclovir was continued until the day 14. Rifampin was
included in therapy from days 10 to 20 which correlated with limited but gradual clinical improvement.
On day 17, follow‐up MRI brain showed multiple foci of restricted diffusion in the frontal and parietal
lobes, consistent with septic emboli. Transthoracic echocardiogram revealed a new mobile mass on the
ventricular surface of the aortic valve consistent with infectious endocarditis. Transesophageal
echocardiogram was not performed due to family wishes. On day 19, a new consolidation was
visualized at the right lung base, consistent with pneumonia, confirming the diagnosis of Austrian
syndrome. During hospitalization, the patient also developed septic knee joint disease, hypercalcemia
with a new diagnosis of monoclonal gammopathy of unknown significance (MGUS), and acute hypoxic
respiratory failure requiring a short period of intubation. Ceftriaxone therapy was continued, and the
patient’s mental status improved. She was discharged on day 31 and completed a total of six weeks of
ceftriaxone treatment. One month later, she was admitted for AMS and UTI, treated with antibiotics
with mental status improvement. One month after that, she returned with AMS, muscle twitching, and
UTI, and was found to have a right frontal focal status epilepticus. MRI and CT head ruled out new
infectious or inflammatory lesions. Patient is still hospitalized and further workup is ongoing.
We emphasize the importance of: bandemia without leukocytosis; potential impact of age, inadequate
vaccination and MGUS (first case in the literature) on clinical outcome and relative treatment
ineffectiveness; role of rifampin in therapy, and the need for a high suspicion for Austrian syndrome
despite atypical presentation (primarily neurological, female, no alcohol usage).
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Abstract
Introduction: Obese patients have above average rates of adenomatous polyp development due to
several validated mechanisms, likely related to the hormonal and inflammatory changes effected by
adipose cells. Colorectal cancer is thought to arise from these precancerous lesions. As obesity is a
modifiable risk factor, several studies have examined whether there is a decrease in colorectal cancer
rates in patients who have undergone bariatric surgery; thus far results have been mixed. There are
limited studies, however, examining the link between adenoma polyp detection rate (ADR) and
bariatric surgery. The aim of this study was to examine the ADR in patients who have previously
undergone Roux‐en‐Y gastric bypass (RYGBP).
Methods: We performed a retrospective chart review of patients who have undergone RYGBP at our
institution. Information was collected on any screening colonoscopy results available within our
electronic medical records system, including number of polyps found and pathology reports. Patients
were excluded if their colonoscopy was within one year of surgery (to allow for weight loss), if they had
incomplete exams or poor bowel preparation, or if they had prior colonoscopies.
Results: 906 charts were reviewed. Fifty‐two patients met inclusion criteria, with mean age 56 years
(range 38‐78). 71% of these patients were female. Of these 52 patients, 12 patients (23%) were found
to have adenomatous polyps during colonoscopy (confirmed on histological review). There were a
total of 9 women (24% of total women) found to have adenomatous polyps, and a total of 3 men (20%
of total men) with adenomatous polyps. Of the 12 patients with adenomas, 10 had tubular adenomas
and 2 had tubulovillous adenomas.
Discussion: In patients at our institution who had previously undergone RYGBP, 23% of those who
subsequently underwent colonoscopy had adenomatous polyps. While current quality measures
suggest minimal ADRs should be between 15‐30%, several studies suggest much higher ADRs (30‐45%)
are quite common. Therefore, the ADR found among post‐RYGBP patients suggests RYGBP may
decrease adenoma development. Weight loss after gastric bypass surgery is hypothesized to negate, to
some degree, the mechanisms that lead to such lesions. While previous studies looking at the
connection between gastric bypass surgery and colorectal cancer have been mixed, we looked at the
connection between gastric bypass surgery and precancerous lesions. Further studies with larger
sample sizes are needed to validate our findings.
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Abstract
Introduction: Nonalcoholic fatty liver disease (NAFLD) is a major cause of liver disease in the United
States. In the US, more than 60 million people are estimated to have NAFLD, with as many as 12 million
new cases diagnosed yearly. Metabolic syndrome (MetS) is a major risk factor for development of fatty
liver. Identifying high‐risk NAFLD patients will help providers implement aggressive strategies to avoid
progression to nonalcoholic steatohepatitis (NASH), cirrhosis, hepatocellular carcinoma (HCC), liver
transplantation, and death.
Methods: 1764 outpatients with ICD‐9 code for NAFLD were identified between 2008 and 2016 of
whom 500 had undergone liver biopsies. Those lacking complete data on MetS were excluded. 20
patients with cirrhosis were excluded as NAS is not accurate in this patient population as fibrosis is not
included in NAFLD Activity Score (NAS). Retrospective chart review of the remaining 114 patients was
performed. Biopsy results were categorized based on the NAS determined by the grade of steatosis,
lobular inflammation and hepatocellular ballooning ranked from 0‐8 with no steatohepatitis (0‐2),
borderline steatohepatitis (3‐4), and steatohepatitis (NASH) (5‐8). Statistical analysis was performed
using Chi square and Kruskal‐wallis test to compare NAS and patient data.
Results: 114 patients (mean age [SD]: 54 [12], Female: 69 (60.5%), white 94 (82.4%)) were included in
the final analysis. No steatohepatitis, borderline steatohepatitis and steatohepatitis (NASH) were seen
in 8 (7%), 59 (51.7%), 47 (41.2%) of the NAFLD patients, respectively. There was no significant
difference in age or gender among these groups. NAFLD patients with hypertension, diabetes, and
hyperlipidemia were more likely to have borderline NASH or NASH based on NAS (p<0.05). The
individual markers of these diseases including LDL, triglycerides, HgbA1c, HOMA‐IR, and BMI showed
higher values among borderline NASH and NASH, but did not reach statistical significance.
Discussion: Hypertension, diabetes, and hyperlipidemia (important features of MetS) may have
implications in predicting higher NAS and perhaps risk for progression of fatty liver. 20‐25% of adults in
the developed world have NAFLD and many of these patients have indications for biopsy. Our analysis
did not find utility in individual lab values associated with MetS perhaps because of small sample size.
Further studies with larger sample size and other risk factors would be beneficial.
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Abstract
Introduction: As healthcare costs continue to burgeon and grow at an unprecedented rate, cost
utilization is an increasingly important field of research. Very little research has been done in the
United States regarding barriers to discharge that contribute to length of stay outliers.
Methods: A Quality Improvement initiative at Robert Wood Johnson University Hospital identified
412 hospital visits from the administrative database between September 2015 and August 2016 as
risk‐adjusted LOS outliers. A retrospective chart review was conducted on a subset of 105 patients
identified as part of the general medicine service line. Physician progress notes and ancillary staff
documentation for each patient were reviewed by internal medicine residents. Through this review
process, medical and psycho‐social barriers to timely discharge were identified. Patients were
subsequently categorized by the major trends observed and a descriptive analysis was performed.
Results: As a group, outliers were medically complicated patients with an average of 5 consultants
on each case and an average of 7‐8 comorbidities. 72.4% of all outliers had at least one hospital
complication, with 32.4% of outliers developing hospital‐acquired infections. 34% were also waiting
for placement to an outside facility. Of note, a significant portion of outliers went to LTACH, SNF, or
rehab; the length of stay in these cases was 38.9 days as opposed to 36.4 days in patients that did
not go to these facilities. Insurance issues were present in 7.3% of outliers, with an average length
of stay of 81 days. Two patient waiting for medicaid applications had a 186.5 day average length of
stay. 9% of all outliers primarily had issues with uncontrolled pain with an average length of stay of
41 days. Four patients requiring guardianship had a length of stay of 94 days on average.
Discussion: We found that the majority of outliers had at least one complication, with a significant
portion of these being hospital‐acquired infectious complications. Outliers were very unlikely to be
discharged home overall. Approximately one third of outliers were awaiting placement to an
outside facility, and their length of stay was higher compared to those that were not waiting.
Uncontrollable pain, insurance issues, and guardianship did not account for a large proportion of
outliers; however, the length of stay within this population was also significantly higher. Our data
would suggest that the above factors are all barriers to discharge. In particular, placement to long‐
term acute care hospital (LTACH), skilled nursing facility, or rehab facility, and medical
complications while hospitalized contributed to increased length of stay for a large proportion of
patients.
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Abstract
Introduction: Myasthenia Gravis (MG) is the most common disorder of the neuromuscular junction.
Despite being well characterized; its etiology is still unclear. Ocular, bulbar, limb and respiratory muscle
groups are typically involved. T – Cell mediated antibodies are directed towards acetylcholine receptors
in the post‐synaptic neuromuscular junction. The diagnosis of MG is established by clinical,
electrophysiologic and serologic testing.
Case Description: 70‐year‐old male with a history of IV drug abuse, Hep C, cervicolumbar stenosis and
diabetic neuropathy presented with diplopia and blurry vision for 4‐5 days. He was noted to have
dyspnea, dysphagia and worsening fatigue with weakness, worse towards the end of the day. He had
stable upper and lower limb weakness due to his spinal stenosis. Exam showed fatigable bilateral ptosis
and lower facial motor paresis, full muscle strength with fatigability in the upper extremities, and no
strength in the lower extremities. CT and MRI brain were unrevealing. Carotid Doppler did not show
stenosis. CXR showed minimal atelectasis. Negative Inspiratory Force (NIF) of ‐40 and Vital Capacity
(VC) of 1.17 were documented. A clinical diagnosis of MG was made. Patient was started on
Pyridostigmine and given high dose Prednisone for suspected COPD exacerbation. Antibody testing was
negative for: antinuclear (ANA), acetylcholine receptor (AchR‐Ab) and muscle specific kinase (MuSK‐
Ab) antibodies. CT of the chest was negative for thymoma. His presentation was consistent with
myasthenic crisis but he could not receive IVIG due to his compromised venous access. He received five
treatments of plasmapheresis with improvement in his symptoms, NIF and VC. He was discharged
home on pyridostigmine. His Hep C Ab was reactive with high RNA titer. In addition, HTLV I/II
antibodies were reactive and HIV was negative. He did not follow up for electrodiagnostic testing or
further care.
Discussion: MG is often diagnosed based on serologies including AchR, MuSK, Titin and Ryanodine
receptor (RyR) antibodies. In MG patients, AchR‐Ab is positive in 85 ‐ 90% and 98‐100% those with
thymoma. MuSK‐Ab is found in approximately 40% of patients, Titin‐Ab in 20‐40% and RyR‐Ab in 13‐
38%. There are approximately 6‐12% of patients whom are seronegative and frequently show
involvement of ocular and bulbar muscles. Hepatitis C is associated with multiple autoimmune
conditions, including up to 4.8% of those with MG. Previously, MG was linked to the treatment of HCV
with interferon but recent data shows that it also occurs in those with untreated HCV. Reports have
also shown HTLV‐1 has also shown an association with multiple autoimmune disorders , including MG.
While serologic markers are helpful in diagnosing MG, their absence does not rule out MG. Clinicians
must also rely on; clinical exam, ice pack test, edrophonium test and electrophysiologic testing to
diagnose seronegative myasthenia gravis.
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Abstract
SLE is a disease with variable clinical manifestations, it has been associated with various autoimmune
complications. Patient undergoes years in a chronic inflammatory state which itself can lead to
complications. AA amyloid is an acute phase reactant that can lead to systemic amyloidosis. We
present a case where a chronic disease lead to cardiac amyloidosis at an early age.
25‐year‐old African American female presented to the transplant clinic due to lower abdomen pain,
nausea, and fatigue. She had her transplant placed 7 months’ prior from a liver donor. She had a pre op
workup including a cardiac stress test and ECHO which found a normal wall motion of left ventricle with
increased LV thickness. No signs of ischemia were detected on stress test. She also has a history of HTN,
lupus cerebritis and a seizure disorder. She was subsequently sent to the ED where a large collection of
liver abscess was detected with CT abdomen. At this time, it was noticed that her troponins were
consistently elevated. EKG found normal sinus rhythm with T wave inversion, ST changes and QS in the
right precordial leads indicating pseudoinfarction pattern. Serum and urine electrophoresis found
elevated M protein but serum Kappa/Lamda ratio was normal. A drain was placed and she was treated
with antibiotics. She continued her home regiments of immunosuppressant including everolimus and
tacrolimus. Cardiac ECHO found reduced EF and thickening LV with speckling pattern. She had a grade
two diastolic dysfunction. 2D and 3D global longitudinal strain is less than 10%. A cardiac MRI was
ordered that found late gadolinium enhancement of LV basal wall which is circumferential ring like and
focal transmural enhancement of lateral basal wall. which has found to be 80% sensitive and specific
for cardiac amyloidosis. She was taken for a heart biopsy which and histopathology stained positive
with Congo‐red with apple green birefringence. It stained negative after potassium permanganate
confirming diagnosis of AA amyloid. She started on low dose beta blockers and set to follow up as
outpatient to continue to monitor for disease progression.
This is an interesting case which finds the importance of lab work, EKG and cardiac imaging in early
diagnosis. Studies have shown if untreated amyloidosis has a high mortality rate from heart failure,
ESRD, bowel perforation and infection. In this patient persistent elevation in troponin and EKG changes
lead to further evaluation with cardiac imaging. Other causes such as SLE myocarditis were ruled out
with normal complement, double‐stranded DNA was negative and she was already on
immunosuppressive medications. The confirmatory biopsy proved to be in the same location as
predicted by imaging. These tools could be helpful in making diagnosis of early amyloidosis.
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Abstract
Introduction: We discuss a case of sarcoidosis who presented with hypercalcemia and hypercalciuria
resulting in tubular injury and acute renal failure. Our patient had no other manifestations of
sarcoidosis and had an extensive diagnostic work up to rule out other pathologies. A high clinical
suspicion of sarcoidosis in similar presentations can prevent unnecessary diagnostic testing. We discuss
the metabolism of calcium in sarcoidosis as evidenced in this case by hypercalcemia, hypercalciuria,
suppressed Parathyroid hormone, elevated Vitamin D levels, along with lymph node and renal
histological findings in sarcoidosis.
Case: Our patient is a 55 year old male with past medical history of hypertension and diabetes mellitus
type 2, who was admitted with calcium of 13.7 mg/dl and creatinine 3 times his baseline levels. He
endorsed polyuria for several months prior to presentation but was otherwise asymptomatic.
Parathyroid hormone was suppressed to 12 pg/ml. Vitamin D level was 74 pg/ml. Urine calcium was
420 mg/24 hour. Parathyroid hormone related protein was low . Initially patient was treated with IV
fluids but calcium and renal function showed only minimal improvement. His tumor markers,
autoimmune work up, protein electrophoresis and flow cytometry were negative. Imaging showed
extensive mediastinal and hilar lymphadenopathy. Initial subcarinal lymph node biopsy was negative
for any pathology. His kidney biopsy showed acute tubular injury, severe interstitial fibrosis, moderate
arteriosclerosis, diabetic glomerular disease and scarring. Later patient had mediastinal lymph node
biopsy that was positive for granulomatous changes consistent with sarcoidosis. Patient was started on
glucocorticoids outpatient. His renal function subsequently improved likely due to recovery from acute
tubular necrosis and development of normocalcemia.
Discussion: The most common causes of hypercalcemia are hyperparathyroidism and malignancy.
Renal disease in sarcoidosis can present as acute tubular necrosis from hypercalcemia,
nephrocalcinosis, nephrolithiasis, acute interstitial nephritis with granuloma formation, glomerular
disease or obstructive uropathy. The most common kidney lesion in sarcoidosis is non‐caseating
granulomatous interstitial nephritis but the most common cause of significant renal disease in
sarcoidosis is hypercalcemia and hypercalciuria. Patients may have polyuria resulting from
hypercalcemia and hypercalciuria resulting in reduced responsiveness to antidiuretic hormone.
Treatment of hypercalcemia in sarcoidosis is by reducing dietary calcium intake and administering
steroids. In our patient, kidney disease was consistent with hypertensive and diabetic nephropathy as
well as acute tubular injury from hypercalcemia. His acute kidney injury resolved with normalization of
calcium levels after administration of steroids. Sarcoidosis without typical pulmonary manifestations
can be a diagnostic challenge but should always be kept in mind when dealing with non‐parathyroid
driven hypercalcemia. A high clinical suspicion of sarcoidosis in similar presentations can prevent
unnecessary diagnostic testing.
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Abstract
Introduction: Antimicrobial resistance to enterococci continues to be a problem, despite the
development of new drugs with activity against Vancomycin‐resistant enterococci (VRE). We discuss a
case of immunocompromised host with VRE bacteremia, who failed to respond to Daptomycin after
isolate's MIC was increased. Linezolid has shown effectiveness against VRE after other therapies have
failed, however prospective randomized controlled trials are needed to confirm long‐term effectiveness
of Linezolid against VRE.
Abbreviations: VRE: Vancomycin resistant enterococcus; MIC: Minimum inhibitory concentration.
Case: An 80‐old male with history of severe myelodysplastic syndrome was admitted with fever and
found to have VRE bacteremia. This E. faecium isolate's Daptomycin MIC was 0.5 µg/ml. The source of
the VRE bacteremia was not discovered. He completed 6 weeks of Daptomycin therapy. Follow‐up
blood cultures obtained 2 weeks after cessation of Daptomycin were negative. Four months later
patient was admitted again with fever and found to have recurrent VRE bacteremia. The Daptomycin
MIC had increased from 0.5 to 4.0 µg/ml. The new isolate was sensitive to Linezolid and tigecycline. He
was re‐started on Daptomycin, because of his severe thrombocytopenia. Transesophageal
echocardiogram, gallium scan, MRI spine and renal imaging were unremarkable for any source of
infection. His blood cultures continued to grow VRE for 18 days of Daptomycin treatment. The patient
was subsequently switched to Linezolid 600 mg Q12. His blood cultures became negative after 6 days of
Linezolid treatment. He was discharged to complete 8 weeks of total antibiotics, 2 weeks of Linezolid
alternating with 2 weeks of tigecycline. Blood cultures drawn a month after completing Linezolid‐
tigecycline therapy were negative.
Discussion: Current therapeutic options for VRE‐ampicillin resistant bacteremia include Daptomycin,
Linezolid, quinupristin‐dalfopristin and tigecycline. Daptomycin is considered to be the most effective.
Daptomycin has bactericidal activity; the others are bacteriostatic. The mechanism of Daptomycin
decreased susceptibility occurs from reduced diffusion of Daptomycin into the bacterial cells, felt
secondary to their thickened cell walls. Possible measures to avoid the development of Daptomycin
tolerance include the use of higher doses of Daptomycin in combination with a second, effective agent.
Linezolid inhibits bacterial ribosomal protein synthesis. Being bacteriostatic, Linezolid should not be
considered first line agent for VRE. However, Linezolid can be used if other therapies have been
ineffective. A meta‐analysis of retrospective cohort studies showed that use of Daptomycin carries
higher 30‐day all‐cause mortality than Linezolid despite having equal effectiveness. One of the major
side effect is pancytopenia for which reason it cannot be used long‐term. Prospective randomized
controlled trials are needed to confirm long‐term effectiveness of Linezolid against VRE.
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Abstract
OBJECTIVES: Smoking predisposes to developing acute pancreatitis. It may adversely affect the clinical
course of acute pancreatitis (AP); however, there is no inpatient, population‐based studies assessing
the impact of smoking on gallstone pancreatitis related outcomes. We sought to evaluate the impact of
smoking on gallstone pancreatitis clinical outcomes and health‐care utilization.
METHODS: The Nationwide Inpatient Sample (2014) was reviewed to identify all adult inpatients (≥18
years) with a principal diagnosis of AP and a secondary diagnosis of gallstones or choledocholithiasis.
The primary clinical outcomes (mortality, renal failure, and respiratory failure) and secondary resource
outcomes (length of stay and hospital charges) were analyzed using univariate and multivariate
comparisons.
RESULTS: Smoking was associated with 28.8% (15,545/53,865) of all gallstone pancreatitis admissions.
Smokers were younger, were more often men and had significantly higher number of comorbid
conditions. Smokers were also less likely to undergo procedures such as ERCP or gallbladder related
procedures during the inpatient stay. Interestingly, multivariate analysis revealed that smoking was not
associated with increased mortality (odds ratio (OR) 0.74; 95% confidence interval (CI) 0.44‐1.26; p
value0.27). Further analysis demonstrated that the complications in acute pancreatitis such as acute
kidney failure (7.5 vs. 2.9%; P 0.37), respiratory failure (4.3 vs. 1.8%; P 0.39) were not significantly
higher in smokers. Even though smokers had shorter length of stay (5.02 vs 5.52 days, p value <0.001),
multivariate analysis did not confirm the same.
CONCLUSIONS: Smoking does not influence inpatient hospitalization and is not associated with higher
frequency of adverse clinical outcomes, including mortality, organ failure, and health‐care resource
utilization. These observations with inherent bias of retrospective data suggest further studies to
understand the impact of smoking tobacco on the inflammatory cascade of acute pancreatitis caused
by gallstones.
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Abstract
Tubulointerstitial nephritis and uveitis (TINU) syndrome is a rare oculo‐renal inflammatory disease.
Patients with TINU may have systemic findings such as fever, weight loss, and malaise. However,
synovitis is not well documented in these patients. We report a case of a patient with TINU who initially
developed hand synovitis prior to the onset of ocular and renal involvement. To the best of our
knowledge, this is the first case to describe hand synovitis in TINU, and also the first to report synovitis
as the presenting symptom.
Our patient is a 29‐year‐old Caucasian female without significant medical history who presented to
clinic for evaluation of bilateral hand pain, associated with morning stiffness. On exam, there was
clinical evidence of synovitis of bilateral second and third PIP and DIP joints. Weeks after her initial
presentation, she developed bilateral uveitis (diagnosed via slit‐lamp examination) and was started on
steroid eye drops. Given her combination of synovitis and uveitis, differentials included Sarcoidosis,
Behcet’s, TINU, Lyme disease, and HLA‐B27‐associated uveitis. Urinalysis demonstrated 11‐30 WBC/hpf
and urine β2 microglobulin elevation at 1140 ug/L. All of the following serum markers were
unremarkable: ACE level, ANA, Anti‐dsDNA Ab, Anti‐Smith Ab, RF, Anti‐CCP Ab, SS‐A Ab, SS‐B Ab, Anti‐
RNP Ab, HLA‐B27, HBsAg, Urine eosinophil and Urine protein. At this point, a renal biopsy revealed
acute tubulointerstitial nephritis in the absence of immunoglobulin or complement deposition. The
patient was started on prednisone (1mg/kg/day) for a diagnosis of TINU. On one month follow‐up, she
reported resolution of her hand pain, and her rheumatologic exam did not reveal synovitis. Repeat
urinalysis was normal and her uveitis remained quiescent off of eye drops. Repeat urine beta‐2
microglobulin measurement after four months was normal.
TINU syndrome is a condition that is defined by the combination of tubulointerstitial nephritis and
bilateral uveitis. Limited evidence suggests that a common auto‐antigen to both the uvea and renal
tubular cells (modified CRP) plays a role in its pathogenesis. Other diagnoses such as Sarcoidosis, SLE,
Sjogren’s, and spondyloarthropathies should be ruled out prior to diagnosing TINU. Our patient’s labs
were unremarkable and her CXR was normal. Additionally, her renal biopsy was consistent with
interstitial nephritis without findings suggestive of SLE or Sarcoidosis. After ruling out such differentials,
the constellation of bilateral anterior uveitis, acute interstitial nephritis, and markedly elevated urinary
β2 microglobulin level confirmed the diagnosis of TINU. Our case demonstrates the uncommon
presentation where ocular involvement preceded renal disease. In addition, this is the first known case
report of bilateral hand synovitis in TINU and the first to describe synovitis as the presenting finding.
This raises questions whether there is a role for common auto‐antigens (known to both the uveal and
renal tubular cells) in joint synovial tissue.
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Abstract
Eosinophilia and fever of unknown origin associated with Toxocariasis
Zinashbezu Gizaw, Department of internal medicine, Saint Barnabas Medical center, Livingston NJ
Introduction: Toxocariasis is a worldwide occurring parasitic disease caused by Toxocara canis (dog
roundworm) and Toxocara Catis (cat roundworm). It is among the most common human parasitic
infection in the US. Clinical manifestation may vary from asymptomatic to severe disease. Human
toxocariasis causes three main syndromes: Visceral larva migrans (VLM), ocular larva migrans (OLM)
and covert toxocariasis which is a milder version of VLM. Patients may present with muscle pain, fever,
rash, respiratory symptoms and abdominal pain. Laboratory results may show leukocytosis,
hypereosinophilia, hypergammaglobulinemia and elevated enzymes depending on the organs involved.
Case report: A 42‐year‐old male patient with history of Chronic kidney disease, hypertension and
coronary artery disease presented to SBMC with fever of 1‐week duration associated with
erythematous maculopapular rash. Fever was as high as 103o F with no response to antibiotic therapy,
also had worsening kidney function requiring initiation of dialysis. Patient stayed in the hospital for 1
week with no identified focus of infection with negative cultures. Labs were significant for leukocytosis
to 38,000 with absolute eosinophil count of 7300, elevated liver enzymes, ALT 402, AST 345 and ALP
394. Hepatitis profile and ANA were negative. US abdomen was unremarkable and WBC scan was
negative. CT scan of the abdomen showed mild thickening of the rectosigmoid wall and mild
intrabdominal LAP. Patient continued to spike fever, antibiotics not administered this time and steroid
therapy was initiated. Fever resolved after initiation of steroid, but no significant improvement of the
rash, patient was then discharged on prednisone. Two days later patient presented to the ER with
worsening abdominal pain, generalized weakness, aches, and worsening of rash, elevated cardiac
enzymes, Troponin T 1.63, CKMB 49 and CPK 645. Cardiac catheterization showed mild coronary artery
disease with inferior hypokinesis and reduced ejection fraction compared to previous echocardiogram.
All cultures were negative except Toxocara IgG antibody test, patient was started on albendazole and
discharged few days later with significant improvement of skin rash. Eosinophil count down to
1000/microliters on subsequent labs.
Discussion: Hypereosinophilia is defined as eosinophil count > 1500/microliter. Complication of
eosinophilic tissue/organ infiltration may result in elevated liver enzymes, serum troponin and
increased BUN and Creatinine levels. Toxocariasis in adults is not well studied but some studies showed
that toxocariasis prevalence is high among patients with eosinophilia of unknown origin and symptoms
resolved after treatment with albendazole with or without steroid, hence evaluation for Toxocariasis is
recommended for patients with hypereosinophilia of unknown origin.
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Introduction: Mediastinal epidermoid cysts are rare with only a few cases reported in worldwide
published literature. Cysts comprise 15‐20% of all mediastinal masses and include bronchogenic cysts,
esophageal duplication cysts, pericardial cysts, neurenteric cysts, meningocele, thymic cysts, cystic
teratoma, and lymphangiomas. Mediastinal cystic masses are well‐marginated, round, epithelium‐lined
lesions that contain fluid and may occur in all compartments of the mediastinum. We report a case of a
patient with dyspnea worsened by an enlarging mediastinal epidermoid cyst.
Case Presentation: An 80‐year‐old male with past history of hypertension, hyperlipidemia, coronary
artery disease with stenting, and known mediastinal cyst first seen in 2004, presented to emergency
department with a one week history of worsening exertional dyspnea. He was found to be hypotensive,
with hypoxic respiratory failure requiring supplemental oxygen, and with an EKG revealing atrial
fibrillation with rapid ventricular response. The patient was managed with antiarrhythmic agents, IV
fluids, and brief vasopressor support with appropriate cardiopulmonary stabilization. However, he was
unable to be weaned from high‐flow oxygen supplementation. Initial chest X‐ray on admission revealed
opacification of the left hemithorax. CT of the chest revealed an intrathoracic cyst of unclear origin now
increased in size, measuring 15.7 cm x 9.2 cm x 18 cm previously 13.4 cm x 9.8 cm and 10.7 cm x 9.4 cm
in 2010 and 2004, respectively, with associated compressive atelectasis and reduced left lung volume.
The patient underwent left video‐assisted thoracoscopic surgery (VATS) transitioned to left
thoracotomy. Greater than 900 grams of thick, pink‐tan, caseous, amorphous material was excised,
adhesions removed, and noted subsequent spontaneous re‐expansion of the left lung. Immediate post‐
operative course was complicated by hypotension requiring brief peripheral vasopressor support.
Histopathology revealed keratinic debris consistent with a benign epidermoid cyst. The patient’s
subsequent hospital course was uncomplicated, he was discharged home without oxygen
supplementation, and was noted to be asymptomatic and doing well post‐discharge.
Discussion: Large epidermoid mediastinal cysts are extremely rare in the western world. Usually
excised before becoming symptomatic, diagnosis is ultimately made with histopathology, with many of
these mediastinal masses having similar imaging appearances. A typical epidermoid cyst is lined with
stratified squamous epithelium that contains a granular layer and is lined with keratinous material that
often has a laminated arrangement. Epidermoid cysts lack the skin appendages (e.g., sebaceous glands,
hair follicles) found in dermoid cysts and it is the kertanized epithelium that distinguishes it from
bronchopulmonary, bronchoenteric, and esophageal duplication cysts.
Our patient successfully underwent cyst excision with spontaneous re‐expansion of the left lung. While
the compressive effects on the left lung directly contributed to his worsening dyspnea, it is unknown if
this mass effect had a causal relationship with his presenting atrial fibrillation and hypotension or was a
secondary unrelated factor.
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Introduction: Vertebral osteomyelitis most commonly occurs from hematogenous seeding of vertebra
or discs from occult or secondary bacteremia. Cervical vertebral osteomyelitis (CVO) accounts for only
3–11% of all cases of vertebral osteomyelitis. Diagnosis may be delayed as CVO is relatively rare. The
most common pathogen is Staphylococcus aureus. Enterobacteriaceae, such as Klebsiella pneumoniae,
cause 1‐2% of cases.
Case Report: 77 year‐old male tourist from India presented with a 2‐day history of fever. He
complained of shaking chills, generalized weakness, difficulty voiding, bilateral shoulder pain and
trouble walking. Past medical history was significant for coronary artery disease status‐post CABG. The
patient was febrile with leukocytosis. No neurological deficits were noted. Urinalysis showed pyuria. He
was diagnosed with pyelonephritis and was catheterized for acute urinary retention. He was started on
IV antibiotics. Blood cultures grew K. pneumoniae. On Day 3, MRI of the spine was done secondary to
the patient’s persistent complaint of neck pain and showed degenerative disc disease producing central
spinal canal stenosis and changes consistent with osteomyelitis at C5 and C6.
The patient was discharged on ceftriaxone to complete an 8‐week course of therapy. Over the
subsequent weeks, the patient’s ESR and CRP, both markedly elevated initially, normalized steadily.
At week 8, the patient continued to complain of neck pain and his ability to walk, had improved, but
not as much as expected. Repeat MRI showed worsening C5‐C6 spondylodiscitis, consistent with
collapse and a new anterior epidural phlegmon. He was still neurologically intact in all extremities with
no incontinence or signs of cord compression. Neurosurgery recommended stabilization of the cervical
spine. The patient opted to have the spine surgery performed in India and was discharged on oral
ciprofloxacin for his return.
Discussion: CVO is secondary to contiguous spread, after surgery or trauma, or from hematogenous
seeding. Risk factors include advanced age, diabetes, intravenous drug use, HIV, malignancy, long‐term
steroid use, indwelling devices and orthopedic prosthesis. MRI is the diagnostic modality of choice and
is needed to rule out extension to the epidural space.
S. aureus is the predominant pathogen. CVO is rarely caused by Enterobacteriaceae, such as K.
pneumoniae. A recent study found that 12.6% (10/79) of patients with hematogenous vertebral
osteomyelitis (HVO) were caused by Gram negative bacilli and only 1.26% (1/10) were caused by K.
pneumoniae. HVO is treated with 6‐8 weeks of intravenous/oral antibiotics. Inflammatory markers are
used as a guide to follow resolution. Routine follow‐up imaging is not recommended in patients whose
inflammatory markers improve. In this case, the cervical spine infection extended to the epidural space,
despite appropriate therapy and clear therapeutic response. Fortunately, the epidural extension did
not compromise the patient’s neurologic function.
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Abstract
Platypnea Orthodeoxia Syndrome (POS) is an uncommon and under recognized condition characterized
by deoxygenating that occurs as a result from changing position from a recumbent to a standing
position. A 83 year old woman with a history of Alzheimer’s Dementia, HLD, and a recent stroke
presented to the ED for evaluation of dyspnea and lightheadedness on ambulation. At rehab she had
dyspnea on ambulation during physical therapy with a SpO2 of 80. She denied fevers, chills, cough,
chest pain, orthopnea, PND, leg swelling, or ever smoking. During her hospitalization, she was found to
be more hypoxic in the standing position requiring oxygen therapy with high flow and BiPAP. A shunt
was suspected. ABG in the supine position showed a pO2 of 105 on FiO2 of 60% and ABG in the upright
position showed a pO2 of 85 on 60% FiO2. A TEE with bubble study showed a PFO vs. a fenestrated
atrial septal aneurysm with significant right to left intra‐cardiac shunting during the bubble study. The
TEE also showed pulmonary hypertension with RVSP of 35 mmHg. V/Q and CTA were negative for PE,
infiltrates, congestion, however it did showed an ecstatic thoracic aorta and thoracic spine
degenerative disease. There was no evidence of an extra‐cardiac shunt. She underwent successful
percutaneous closure of a PFO aneurysmal septum using a 30 mm
multi‐fenestrated cribriform septal occlude. Following the procedure, she was weaned of oxygen
therapy and able to ambulate without any symptoms. Her A‐a gradient improved and she was
discharged home on room air. POS is characterized by hypoxemia that is exacerbated by postural
changes from the supine to the upright position. This syndrome can be associated with a number of
clinical conditions due to cardiac or extra‐cardiac shunts. In POS, the hypoxemia is not solely due to
increased right atrial pressure causing a right to left shunt. Other factors must be present to influence
the intra‐cardiac hemodynamics and cause the venous flow to cross the shunt toward the left atrium in
the upright position. POS requires the presence of both an anatomical defect such as a cardiac or
pulmonary shunt with a functional deformity. The function deformity requires the redirection of IVC
flow towards the atrial septum or a transient change in RV compliance. There are a number of
proposed functional factors including aortic dilatation, aneurysms, pneumonectomy, diaphragm
paralysis, kyphoscoliosis, thoracic vertebral fracture, lipomatous inter‐atrial septum, right atrial mass,
pulmonary fibrosis, and single lung transplantation. Our patient had evidence of an ecstatic thoracic
aorta with degenerative changes throughout the thoracic spine and an atrial septal aneurysm that
could contribute to the functional deformity causing hypoxemia with position changes to the upright
position.
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Abstract
Introduction: Encephalitis is an uncommon but serious complication of Varicella‐Zoster Virus (VZV)
infection. It is often associated with chickenpox rash in primary varicella, localized herpes zoster or
disseminated zoster in VZV reactivation. Here we report a rare case of a young immunocompetent
patient who presented with focal neurological findings, and was diagnosed with VZV encephalitis in the
absence of herpetic rash.
Description: 36 year old Caucasian female with past medical history of migraine and inflammatory
bowel disease not on any medications presented to the emergency department with severe headache,
right side weakness, and speech difficulty. Upon presentation she was afebrile, with BP 156/79, HR 110.
She was alert, awake, agitated and not following commands. She was able to articulate word but
speech was a “word salad”. She was able to move all extremities. Other physical exams and
neurological exams were limited due to uncooperativeness. A stroke code was called and NIHSS stroke
performed at bedside was 14. CT and MRI of the brain did not reveal any hemorrhage or other acute
pathology. Admission laboratory test were unremarkable. She underwent lumbar puncture.
Cerebrospinal fluid (CSF) analysis revealed white blood cell count of 187 with 90% lymphocytic
predominance. Polymerase chain reaction panel for meningitis and encephalitis revealed positivity for
varicella‐zoster virus (VZV) which was further verified by viral DNA quantitative analysis. Patient
completed acyclovir treatment for 7 days, and achieved complete resolution of symptoms and return of
baseline functional status.
Discussion: In a young, immunocompetent patient who presents with focal neurological findings and
severe headache, differential diagnoses usually include migraine, stroke, subarachnoid hemorrhage,
multiple sclerosis, or CNS infections. VZV encephalitis is usually not on the top of the differential
diagnoses unless there is a dermatomal rash or history of zoster infection. This unusual case not only
demonstrates that focal VZV encephalitis can occur in immunocompetent patients in the absence of
dermatological manifestations, but also proved that CSF analysis with viral and bacterial PCR panel is a
vital diagnostic tool in prompt and on‐target management of VZV encephalitis.
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Introduction: Pityriasis Rosea (PR) is a self‐limiting inflammatory skin condition that usually affects
children and young adults. Typical PR is recognized by its characteristic clinical presentation and no
biopsy is required. On the other hand, most atypical cases do not present with a raised herald patch, do
not develop a Christmas tree distribution rash, do not resolve in the usual time frame without
treatment and, hence, pose a significant diagnostic challenge. Atypical PR account for only 20% of all
cases. It is important to rule out other dermatoses before diagnosing an unusual skin eruption as
atypical pityriasis.
Case report: A 28 year old African American lady presented with a skin rash that developed several
days after getting intravenous contrast for a CT scan. It appeared first as an intensely pruritic
erythematous papular eruption around the umbilicus that spread diffusely over the back, torso and
limbs. It was not preceded by the classic herald patch. One week later, scaling and hyperpigmentation
was noted around older lesions interspersed with hypopigmentation. She reported allergy was to
shellfish. The possibility of a contrast induced delayed hypersensitivity reaction was initially considered
but ruled out based on the duration of onset and clinical features. Serum protein electrophoresis,
immunoelectrophoresis, and ANA were all negative. Infectious causes like tuberculosis, HIV, fungal
infections and EBV were excluded. The intense pruritis was unresponsive to topical lotions and systemic
anti‐histamines. A skin biopsy revealed epidermal focal parakeratosis, spongiosis, orthokeratosis, and
mild acanthosis with a lymphocytic infiltrate in the epidermis. A five day course of acyclovir was started
with weekly intramuscular betamethasone injections and followed by symptomatic improvement upon
discharge. Outpatient follow‐up 4 weeks later revealed that the rash had completely resolved.
Discussion: Pityriasis Rosea, meaning “fine pink scale” was first described by Gilbert in 1860. Drago et
al. first described a possible causal relationship with HHV‐7 in 1997 and since then relationship with
both human herpesviruses 6 and 7 has been reported. Other proposed etiologies include autoimmune,
drug induced or psychogenic factors. Atypical PR is more common with a history of atopy and rarely
may be associated with hematological malignancies. Chuh et al. classified atypical PR based on the size,
site, morphology, distribution, the severity and course of the rash. The most common morphological
variants include papular, vesicular and purpuric form. Papular PR is more commonly observed in African
Americans, children and pregnant women. Skin biopsy findings are similar to the ones observed in our
patient and for severe or persistent cases; treatment options include acyclovir therapy, steroids or
narrow band ultraviolet B therapy. A meticulous examination and histopathological confirmation is
important for diagnosis, work up, and to decide the best treatment course.
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Abstract
Introduction: Hodgkins lymphoma (HL) is a malignant B cell neoplasm in a heterogenous reactive
cellular infiltrate. Multiple sclerosis (MS) is an autoimmune disease involving polycellular inflammation
(T cells, monocytes and B cells), gliosis, axonal and oligodendrocyte pathology. Although very few
concurrent cases have been reported so far, these two clinically distinct conditions share common
inherited, epidemiological and environmental features. Tumefactive MS is a rare diagnosis with only 1
to 2 per 1000 MS cases presenting initially as tumor‐like demyelination.
Case Report: A 19‐year‐old lady was initially admitted for left axillary lymphadenopathy and new onset
progressive left sided weakness. Lymph node cytology, lumbar puncture results and bone marrow
biopsy showed histological features of classic HL Ann Arbor stage IIB. MRI brain without gadolinium
revealed two well‐circumscribed T2 FLAIR hyperintense lesions in the right frontal horn abutting the
deep white matter and right thalamocapsular junction attributed to metastatic spread of HL. Steroid
treatment was started and chemotherapy was planned. Two weeks later, she reported worsening left
sided weakness and paresthesias. Neurological exam revealed 4/5 motor strength in left upper and
lower extremity with proportionate dysmetria, reduced fine finger movements, brisk reflexes and left
hemiparetic gait. No other neurological deficits were noted. Repeat MRI revealed a larger 1.7cm lesion
at right thalamocapsular junction with conspicuous rim like diffusion restriction and surrounding
edema leading to diagnosis of tumefactive MS. Patient was treated with a high dose steroid taper and
her symptoms resolved with 4 weeks of treatment. Follow up MRI one month later revealed decreased
lesion size.
Discussion: HL affects males and females equally and displays a bimodal age distribution, with peaks in
young adults (15‐34 years) and older adults (over 50 years). Onset is between 20 to 40 years and
females are affected three times more than men. Both conditions are observed in similar age groups
and mutually cluster in first degree relatives. Two large Danish and Swedish studies showed an
increased risk of HL in first degree relatives of MS patients. A meta‐analysis studying 404 thousand
single nucleotide polymorphisms revealed genome wide overlap in the HLA region. Both have
associations with EBV infection and UV light exposure. Tumefactive MS is a rare form, involving a large
isolated lesion (usually over 2 cm) and presenting with atypical symptoms mimicking a space occupying
lesion. Diagnostic features include typical periventricular location, targetoid appearance and peripheral
restriction on diffusion weighted imaging. In our patient, the diagnosis was based on the clinical and
radiological features that accompany tumefactive MS and the treatment response. Although the
occurrence is rare, the observed associations and genetic overlap between MS and HL warrants a high
level of suspicion for timely diagnosis and treatment.
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Abstract
Introduction: Powassan virus (POW) is a tick‐borne flavivirus which can cause fatal neuro‐invasive
disease in humans. POW, first identified as a human pathogen in 1958, is a rodent virus transmitted to
humans by Ixodes ticks. In recent years, the incidence of human infection appears to be rising.
According to CDC, 75 cases have been reported in last 10 years. Most cases occured in the Great Lakes
region. This increase could be due to increased testing for arthropod‐borne viruses or an actual
emergence of the disease, or a combination of both factors. This case is about a 40‐year‐old New Jersey
male who presented with cerebellar symptoms.
Description: A 40‐year‐old male with no PMH presented with 3‐day history of headache, double vision,
dizziness, nausea and vomiting. Patient had a remote history of tick bites. His symptoms began 5 days
traveling to Lake Ontario in upstate New York. Patient was initially afebrile. His exam showed rotatory
nystagmus, ataxic gait and bilateral dysmetria. Brain MRI showed enhancing lesion in left cerebellar
hemisphere with adjacent edema. WBC = 15.1 k/uL. ~12 hours after presentation, patient spiked to
101.9˚ F. CSF analyses showed RBC =1, WBC = 81 (91% lymphocytes), protein = 55 and glucose = 54. CSF
gram stain and culture were negative. CSF meningoencephalitis panel was negative for multiple
pathogens. Given the tick bite and travel history, samples were sent to the CDC for POW testing. Both
serum and CSF tested positive for POW IgM neutralizing antibodies, diagnostic for acute POW
encephalitis.
Discussion: Our patient presented with signs and symptoms of cerebellar pathology. MRI showed a
cerebellar lesion, concerning for malignancy or infection. The development of fever pointed towards an
infectious etiology. The history of tick bites as well as recent travel to Lake Ontario guided us towards
the right diagnosis of POW encephalitis. Patient’s symptoms slowly, but significantly improved over 3
weeks. A repeat MRI on week 3 showed a stable cerebellar lesion. The patient improved despite any
obvious improvement in imaging. Patient will get a repeat MRI in 8‐10 weeks from initial presentation
to see if it resolved. At week 5, patient reported word finding difficulties and mild memory impairment.
Given the timeline of events, he may have acquired POW in New Jersey or upstate New York.
While many patients with POW infection are asymptomatic, POW often causes encephalitis. Symptoms
include fever, headache, loss of coordination, speech difficulties and seizures. Approximately half of
survivors have permanent neurological symptoms, such as recurrent headaches and memory problems.
Approximately 10% of POW virus encephalitis cases are fatal. Treatment is supportive.
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Abstract
Introduction: Lung cancer kills more than 1.3 million people annually. Five‐year survival is only 4% for
those with stage IV disease. Lung adenocarcinoma has a propensity to metastasize to bone, brain, liver,
and adrenal gland; however, unusual sites of metastasis have been described.
Case Presentation: This is a 66 year‐old woman with history of right invasive ductal carcinoma status
post radical mastectomy in 2000. Prior to admission she was treated for presumed recurrent parotitis
with multiple antibiotic regimens; her course was complicated by Clostridium difficile colitis, treated
with oral metronidazole. She subsequently developed numerous subcutaneous nodules on the
abdomen, right shoulder, left chest wall, scalp, and back. Her physical examination was notable for
multiple subcutaneous nodules in locations described above. Each lesion was approximately 1 cm in
size, firm, rubbery and mobile. Laboratory analysis was notable for significant leukocytosis (WBC 33.9 /
nL) with eosinophilia (14%) and bandemia (38%). Chest x‐ray was negative for acute pathology. The
white count continued to rise despite clinical resolution of her colitis. Peripheral smear demonstrated
normal red cell and platelet morphology, with a profoundly left‐shifted granulocytic series, toxic
granulation and eosinophilia. Overt dysplasia was not seen and peripheral flow cytometry was negative
for hematolymphoid malignancy. She developed progressive vertigo. MRI of the brain demonstrated
three enhancing lesions at the medulla, suspicious for metastatic disease. CT of the chest revealed a 2.9
cm right lower lobe mass, multiple bilateral sub‐centimeter pulmonary nodules, and mediastinal
lymphadenopathy. Biopsy of an abdominal nodule confirmed poorly differentiated carcinoma.
Immunohistochemical stains for cytokeratin AE1‐AE3, CAM 5.2, TTF‐1 and CK7 were strongly positive,
consistent with metastatic adenocarcinoma of lung origin. Whole brain radiation was initiated;
however, her condition worsened daily and she passed away one month after diagnosis.
Discussion: Lung cancer is the leading cause of cancer death. Metastasis to subcutaneous tissue from a
primary adenocarcinoma is extremely rare. Through a literature review we identified 44 cases of
cutaneous and subcutaneous metastases in patients with known lung malignancy. Of these, seventeen
were squamous cell carcinoma, seven undifferentiated, eleven adenocarcinoma, two large cell
carcinoma, and seven were small cell carcinoma. In only four cases did subcutaneous nodules manifest
as the first presenting symptom of lung cancer. Our patient also presented with recurrent parotitis.
Although parotid biopsy was not completed, there was high suspicion for metastatic involvement.
There have been only six cases of parotid gland metastasis in lung cancer, all of which had small cell
histology. Metastatic lung adenocarcinoma has not been reported to the best of our knowledge.

Conclusion: Our case highlights a rare presentation of adenocarcinoma of the lung with diffuse
subcutaneous metastases. Cutaneous metastases as initial manifestation is rare and a nefarious
prognostic sign.
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Abstract
Lung Cancer is one of the most frequent malignancies and the leading cause of cancer related deaths.
Most cases of lung cancer present with metastasis at the time of diagnosis. Common sites of metastasis
include liver, adrenal glands, brain, bone and lymph nodes. Soft tissue Metastasis of Lung cancer is
rarely reported in literature. A case of lung cancer with metastasis to muscles and subcutaneous tissue
is reported here.
A 68‐year‐old African‐American lady was diagnosed with pulmonary embolus on CT angiogram after
she presented with dyspnea on exertion. The CT angiogram also revealed the presence of 4‐cm
spiculate mass in the lower lobe of right lung. Her history was significant for extensive smoking and
lung cancer in two of her siblings. The lesion was biopsied, and its histopathological examination was
consistent with mucinous adenocarcinoma positive for cytokeratin 7, weak intensity of PD‐L1 and
negative for cytokeratin 20. Oncogenes including ROS1, EGFR, ALK, TTF1 and RET were tested and
found to be negative. PET/CT, to determine the extent of the disease, showed presence of additional
masses in the para‐mediastinum. MRI of brain did not show the presence of any metastasis. Treatment
was started with chemotherapy (Carboplatin and Pemetrexed) and radiotherapy for stage III Lung
Adenocarcinoma. A month after the completion of her treatment, she reported pain in her left thigh
and chin swelling. PET/CT was repeated, and it disclosed the presence of hypermetabolic focus in the
hamstring muscles in the left thigh (SUV 7.2) and smaller focus in the adductor muscles. MRI of the Left
thigh demonstrated a 4.1‐cm mass in the semitendinosus muscle belly with central necrosis and two
enhancing nodules involving the adductor magnus. Fine needle aspiration cytology of her chin mass
confirmed the presence of malignant cells. At this point, she was started on immunotherapy with
pembrolizumab for metastatic lung cancer. After transient improvement, her condition worsened,
complicated by the development of malignant pleural effusion. She soon succumbed to death, three
months after the diagnosis of metastasis, from respiratory failure.
In patients with lung cancer, the presence of soft tissue metastasis is rare, but not exceptional. They
should always be suspected when lung cancer patients present with soft tissue pain or asymptomatic
masses. The presence of soft tissue metastasis changes the prognosis and further management.
Treatment is tailored on a case‐by‐case basis depending on the type and spread of the primary tumor
and usually involves surgical removal of the soft tissue mass, radiotherapy or chemotherapy. The
presence of soft tissue metastasis is a harbinger of poor prognosis. Metastasis to skeletal muscles is
associated with survival of less than 9 months and skin/subcutaneous tissue metastasis has been
reported to have a median survival of 2 – 4 months.
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Abstract
Solitary plasmacytomas (SP) are malignant tumors consisting of monoclonal plasma cells without
evidence of systemic plasma cell neoplasm. Lesions are classified as Solitary Bone Plasmacytoma (SBP)
or Extramedullary Plasmacytoma (EMP), depending upon their anatomic location. Careful staging to
definitively rule out multiple myeloma (MM) is of critical importance, as SP carries distinct prognostic
and therapeutic implications. Here, we describe a patient with multifocal plasmacytoma (synchronous
osseous and extraosseous lesions), and the subsequent challenges in clinical decision‐making.
A 63‐year‐old man presented with an enlarging left forehead “lump” associated with pain and blurry
vision. Physical exam demonstrated a small palpable mass above the left orbit. Head CT revealed a
permeating left frontal bone lesion, with extension into the left orbit; a second hyperenhancing mass
was seen within the posterior oropharynx. These findings were confirmed on MRI. Operative biopsy of
the frontal bone lesion and excision of the oropharyngeal mass was performed by otolaryngology.
Histopathologic examination of both lesions was consistent with plasma cell neoplasm; cells were
positive for CD138 and CD56, with monoclonal kappa light chain restriction. Serologic work‐up
demonstrated a slight elevation in kappa free light chains but SPEP, immunofixation and quantitative
immunoglobulins were all normal. There was no evidence for myeloma‐related end‐organ damage as
serum calcium, creatinine and hemoglobin were normal. Bone marrow biopsy was negative for plasma
cell neoplasm, with no abnormalities on histopathology, flow cytometry, cytogenetics or FISH. A few
weeks after surgery, PET/CT showed a single hypermetabolic lytic lesion in the left frontal
sinus/calvarium. No uptake was seen in the oropharynx, suggesting complete resection of the
extraosseous lesion. A final diagnosis of multifocal SP was made.
Solitary plasmacytoma accounts for only 3‐5% of all plasma cell neoplasms. It typically responds well to
high‐dose radiotherapy, which is often curative. Diagnostic criteria for SP are stringent, so as to
differentiate it from multiple myeloma (an incurable disease that requires systemic chemotherapy).
Aside from being limited to a single disease site, SP also requires a histologically normal marrow,
absence of MM‐mediated end‐organ damage, and absent or low serum/urinary levels of monoclonal
protein. Despite effective treatment, as many as 15‐20% of SPs will progress to MM. Since our patient
presented with synchronous lesions, strong consideration was given for a myeloma‐based treatment
approach using chemotherapy. However, given the absence of an M‐spike, normal bone marrow
analysis, and complete resolution of the oropharyngeal abnormality on post‐operative PET/CT,
consensus opinion at our Hematology Tumor Board was to defer systemic therapy and treat the
remaining frontal bone lesion with high‐dose radiotherapy. The patient did very well, achieving a
complete response. He will require vigilant surveillance, with serial scans and frequent monitoring of
myeloma labs, to ensure early detection in event of progression to overt MM.
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Abstract
Introduction: Abiotriophia defectiva, or Nutritionally Variant Streptococcus(NVS), is a rare, but clinically
significant cause of infectious endocarditis. Often associated with negative blood cultures, the rates of
treatment failure, infection relapse and mortality are higher than in endocarditis caused by other
viridans streptococci. In this report, I describe a patient with IE caused by A. defectiva to highlight the
difficulties encountered in diagnosis and treatment.
Case Description: A previously healthy 60‐year old female with no significant medical history presented
to the ED with a 6 month history of intermittent fevers, night sweats, arthralgia, fatigue and 10 lbs.
weight loss. On arrival, patient was febrile with Tmax 101.7F. WBC count was elevated at 22,500 g/dL,
and blood cultures were positive for gram positive cocci. Transesophageal echocardiogram
demonstrated a long linear vegetation measuring up to 1.8cm on the anterior mitral leaflet with
evidence of aneurysm and perforation. Upon further questioning, it was discovered that the patient
had dental work done 2 months prior. Patient was started on empiric IV gentamicin and ceftriaxone.
Patient underwent mitral valve repair and a bovine tissue valve was successfully placed on hospital
admission day 4. The slow growth and lack of sensitivities posed a challenge for adequate antibiotic
coverage causing an extended hospital stay. Post‐operative course was complicated by intermittent
fevers, chills and night sweats with a period of hypotension requiring pressor therapy. Splenomegaly
was found on CT and intermittent periods of 2:1 AV block was noted on telemetry. Organism and
sensitivity was eventually identified on day 22 of hospital admission after the blood culture samples
were further analyzed at an outpatient lab. This was not before the patient had developed a drug rash
and was exposed to numerous antibiotics with higher risk adverse effect profiles such as Azactam,
Merrem, Gentamicin and Vancomycin. Bacteremia eventually resolved and patient was discharged on
hospital admission day 26 with a prescription for IV Vancomycin to complete a total of 6 weeks of
antibiotic therapy.
Discussion: Abiotrophia sp. account for 5‐6% of cases of streptococcal‐associated endocarditis.
Although rare and often part of normal flora of oral cavity, A. defective carries greater morbidity and
mortality than endocarditis caused by other streptococci. The organism is difficult to identify due to its
slow growth and unique nutritional requirements. These infections usually respond poorly to
antibiotics. Studies have reported bacteriologic failure rates of up to 40% with relapse rates of up to
17% despite the treatment with antibiotics. It is often associated with certain complications such as
congestive heart failure, embolization and increased rate of surgical interventions. Clinicians should be
aware of this organism and its pathogenic potential. Proper identification of this pathogen is important
to achieve better outcomes in patients with treatment resistant endocarditis.
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Abstract
Introduction: Antiphospholipid syndrome (APS) is an acquired autoimmune disorder with an estimated
prevalence of 2‐4% in the general population that can manifest with or without associated systemic
disease. We report a patient presenting with ischemic stroke in whom the presence of incidental
pulmonary embolism (PE) prompted a thorough investigation of both hematological and non‐
hematological causes.
Case Description: A 53‐year‐old female, an immigrant from Haiti, presented with new onset right arm
numbness and weakness associated with transient dysarthria which developed while she was cooking
in her kitchen. She reported no pertinent past medical history, no prior medication use, and an
unremarkable obstetric history. She took two tablets of aspirin at home before reporting to the ED. On
presentation, she was hemodynamically stable and in no apparent distress. The dysarthria and right
arm weakness resolved spontaneously shortly after admission but loss of temperature and touch
sensation as well as agraphesthesia in the right forearm persisted during the hospitalization. MRI of the
brain showed an ischemic infarct in the left frontal and temporal lobes. CT angiography of the head and
neck revealed that the cerebral vessels were normal but incidentally noted the presence of right sided
pulmonary artery embolus (PE). Further work up with a V/Q scan confirmed a perfusion defect in the
right mid‐lung zone. Given the high risk of hemorrhagic transformation of the brain infarction, absence
of respiratory compromise, unclear timing of the PE, and no evidence of paradoxical embolism or acute
deep vein thrombosis, anticoagulation treatment was withheld for the first 48 hours. A comprehensive
screening for malignancy was negative. Hepatitis, HIV, EBV, and CMV serologies were negative. A
detailed investigation for hypercoagulability revealed elevated titers of anti‐beta‐glycoprotein (GP)‐1‐
IgA and cardiolipin IgM antibodies which led to a diagnosis of APS. A repeat CT of the head showed
natural evolution of the ischemic stroke. She was started on Apixaban 5 mg bid and low‐dose aspirin.
Discussion: APS is characterized by venous and/or arterial thrombosis and should be suspected even
without a history of adverse pregnancy outcomes or overt autoimmune disease. In addition to evidence
of the vascular thrombosis, a definite diagnosis requires the presence of at least one of the markers
from the traditional antiphospholipid antibody panel which include anticardiolipin IgG or IgM, anti‐
beta2‐GP‐1 IgG or IgM, and lupus anticoagulant. The association of the IgA isotypes with clinical
thrombosis remains controversial. Currently the role of IgA isotypes is supported by low‐quality
evidence and, hence, it is not tested on a routine basis. This case illustrates importance of including IgA
antibodies when evaluating for APS. Warfarin remains the standard of care for non‐pregnant patients
with APS. Results from three ongoing trials comparing novel anticoagulants to warfarin in APS are
awaited.
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Abstract
Several ocular symptoms are known to be associated with neurosyphilis. Our clinical observations
suggested that uveitis is an under‐recognized but common ocular manifestation of neurosyphilis that
has important short‐term and long‐term prognostic significance. The low incidence with which it is
encountered makes neurosyphilis a diagnostic challenge.
A 56 year old gentleman consulted his rheumatologist and opthalmologist because of diffuse joint pain,
lip swelling, and left eye blurry vision. Additional history revealed that at age 16, he had experienced
urethral discharge and dysuria, and after diagnosis with syphilis, was given one dose of penicillin upon
which symptoms resolved, but never followed up. A clinical diagnosis of bilateral uveitis and syphilis
was made. Upon evaluation by the rheumatologist, an X‐ray of all joints was performed, which were
negative, and eye drops minimally alleviated symptoms. When seen by his ophthalmologist, the patient
reported seeing floaters and was diagnosed with bilateral uveitis, as he was noted to have
inflammation of the eyes, associated with ciliary flush. Subsequently, the rheumatologist performed
bloodwork and he tested positive for syphilis (RPR 1:128 titer and Treponema pallidum). He then
presented to the hospital for IV treatment and neurological evaluation. In addition to bilateral uveitis,
the physical examination revealed mild impairment of hearing in the left ear during the whisper test. A
lumbar puncture revealed CSF VDRL titer 1:1, with WBC 49 (19% segments, 77% lymphocytes), protein
93, glucose 65. Serology workup, as inpatient, revealed RPR 1:256 reactivity along with FTA‐ABS
reactive. Antibiotic therapy with Crystalline penicillin was initiated. After his first dose of penicillin, he
experienced rigors, abdominal pain, nausea and vomiting. Because cultures were negative, symptoms
were attributed to a Jarisch Herxheimer reaction, in which antibiotic treatment caused release of
spirochetes, resulting in a systemic inflammatory response. Supportive treatment was initiated with IV
fluids, Benadryl, and ibuprofen. Subsequently, symptoms subsided and patient was discharged from
the hospital with PICC line in place for antibiotic therapy for two weeks. Upon outpatient followup, RPR
titers decreased to 1:32, and later 1:2, along with resolution of headaches, visual changes, hearing loss,
and arthralgias.
This case illustrates the potential for neurosyphilis to manifest as uveitis and the value of a complete
history and physical exam. Although there are many causes of uveitis, syphilis remains an essential
differential diagnosis to consider, despite its rare prevalence. Recognition of this manifestation is
critical to institution of appropriate therapy and prevention of Inflammatory Ocular Hypertension
Syndrome, where intraocular pressure acutely increases secondary to direct inflammation of the
trabecula.
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Introduction: Diarrhea is a commonly encountered problem after solid organ transplantation. There is
an increased incidence of immunosuppression related (drug‐induced and infective) diarrheal illnesses in
transplant recipients. Myfortic is a major cause of colitis in these patients. The use of myfortic has
increased drastically in an attempt to minimize steroid use and early acute rejection. Histologically,
myfortic‐induced colitis can mimic various pathology including inflammatory bowel disease, ischemic
colitis, graft‐versus‐host disease, etc. There is no definitive criteria for the diagnosis and it is often
confirmed retrospectively, making it a diagnostic challenge.
Case Report: 62‐year‐old female with history of ESRD secondary to hypertension, deceased donor renal
transplant 2 years ago presented with a 4‐week history of watery diarrhea. She reported about 7‐10
watery, non‐bloody bowel movements per day, associated with mild epigastric pain and nausea. She
denied any vomiting, fever or chills. Infectious work‐up including CMV and clostridium difficile testing
were negative. Colonoscopy showed minimal sigmoid erythema but otherwise normal colon and
terminal ileum. Histology revealed crypt abscesses and architectural distortion consistent with
ulcerative colitis. Myfortic was held and patient was started on mesalamine. She continued to have
intermittent diarrhea for 6‐8 weeks but subsequently reported improvement in symptoms. Mesalamine
was then discontinued, with no recurrence in symptoms at the 6‐month follow‐up.
Discussion: Myfortic‐induced colitis is a major cause of diarrheal illness in transplant recipients.
Colonoscopy in a significant proportion of affected individuals shows normal mucosa, necessitating a
biopsy for diagnostic confirmation. In contrast, IBD usually has significant findings on colonoscopy.
Histologic findings may be similar to inflammatory bowel disease or ischemic colitis. It is important to
accurately diagnose as this has significant prognostic implications and guides further management. The
symptoms of myfortic‐induced colitis may take weeks‐to‐months to resolve, with complete resolution
reported in most patients within 6 months. Though trial of conservative medical management for
inflammatory bowel disease may be appropriate, surgery should only be considered as last resort after
a significant period off myfortic. With increasing numbers of solid organ transplants and use of steroid‐
free regimens, it is important to have a thorough understanding of this clinical entity to facilitate
accurate diagnosis and treatment, particularly owing to the increasing of myfortic to treat other
disorders such as membranous nephropathy, focal and segmental glomerulosclerosis, vasculitis, and
systemic lupus nephritis.
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Abstract
Introduction: In patients with hematologic malignancies or organ transplant, antiviral medication
targeting herpesvirus is given as secondary prophylaxis if the host is seropositive for Herpes Simplex
Virus (HSV). Patients with a history of HSV infection, who are in critically ill states, might be vulnerable
to reactivation with severe infection causing significant morbidity and perhaps increased mortality. In
the ICU setting, stressors such as sepsis, Acute Respiratory Distress Syndrome (ARDS), and high dose
steroid use, are associated with a risk for HSV reactivation. There are a growing number of cases with
morbidity and mortality from severe presentations of HSV in critically ill patients ranging from ARDS to
tracheitis. To our knowledge there are no studies on symptomatic HSV infected elderly patients who
maybe at high risk for reactivation resulting in significant morbidity. This clinical state is
underrecognized and underrepresented.
Case Presentation: An 80‐year‐old gentleman was admitted to the critical care unit with septic shock
secondary to cholecystitis and respiratory failure requiring intubation, vasopressors and continuous
renal replacement therapy. The patient was given stress dose of steroids for nine days. In subsequent
days he developed 2‐3 small maculopapular blistering lesions on the vermillion border of the lips. After
extubation the patient was transferred to the medical ward. The vesiculo‐ulcerative lesions became
extremely painful and hemorrhagic; it dramatically increased in number in the perioral cutaneous
tissue, vermillion, buccal mucosa, gingiva, soft/hard palate, pharynx and tongue. Serum HSV‐1 IgG
antibody was >58 index and HSV‐1 DNA level was 5043 copies/mL. The patient had a poor appetite due
to excruciating pain in the oropharynx despite nasogastric tube placement; subsequently a gastrostomy
tube feeding was required. After two weeks of IV acyclovir treatment the patient was discharged from
hospital with clinical improvement.
Discussion: Severe HSV infection results in significant morbidity in critically ill immunocompetent
patients including oral pain leading to poor appetite, extreme odynophagia, tracheitis and even
disseminated illness. Past randomized clinical trials suggest that prophylactic use of acyclovir reduced
the frequency and severity of HSV infection in organ transplant and cancer patients undergoing
chemotherapy. Elderly patients have decreased reserve against infections; they are at risk for
malnutrition from inadequate caloric intake due to odynophagia. We suspect that an HSV seropositive
elderly patient in a severely ill state on high dose of steroids for greater than a week are at risk for
reactivation resulting in significant morbidity. We therefore suggest that an HSV titer be included in the
initial workup to prevent this painful disease.
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Abstract
Introduction: Splenic cysts and tumors are a rare entity. Metastatic cancer to the spleen is a relatively
uncommon phenomenon due to the sharp angle of splenic vessels, elevated antitumor activity in
splenic lymphoid tissues, and lack of afferent lymphatics. Tumors which metastasize to the spleen are
seen in 2‐9% of untreated cancers; with the most common primary sites including melanoma, breast,
lung and ovary, and rarely, pancreas, colon or stomach. On radiological imaging malignant splenic mass
appearance can be heterogeneous and often is described as being cystic or necrotic lesions. Direct
tumor invasion is uncommon but can be seen originating from nearby structures such as the kidney,
distal pancreas and colon.
Case Presentation: This is an interesting case of a 76 year‐old woman with a past medical history
significant for COPD secondary to a 75 pack‐year smoking history who presented to Saint Barnabas
Medical Center Geriatrics Clinic with complaints of nausea, decreased appetite, epigastric pain and an
unintentional 15 lb weight loss over four months. An abdominal ultrasound revealed a splenic cyst
measuring 5cm. Several days later she presented to the emergency department with sharp epigastric
pain. Labs revealed CA 19‐9 of 48,822U/mL and CEA of 92.3ng/mL. CT of the abdomen with IV and PO
contrast revealed a 10x9 cm irregular low attenuation mass within the enlarged spleen inseparable
from the stomach and pancreatic tail. Abdominal MRI with and without contrast showed thick
peripheral restricted diffusion around the splenic mass suggestive of high grade malignancy. The
splenic cyst was biopsied and histological analysis revealed metastatic adenocarcinoma; it was
presumed to originate from the pancreas. The patient was subsequently started on neoadjuvant
Gemcitabine and Abraxane; however, her clinical condition continued to deteriorate and she passed
away.
Discussion: Splenic cyst and tumors are a rare entity. They can be congenital or acquired and typically
present in childhood or adolescents. Secondary cysts can be due to infectious, posttraumatic,
inflammatory, vascular or neoplastic lesions. Only around 800 cases of splenic cysts were reported in
the world literature. Tumor invasion can cause splenomegaly detectable on physical examination due
to reactive hyperplasia. On CT imaging, metastatic disease to the spleen typically presents as well‐
circumscribed, low‐attenuation solitary or multiple lesions. Other evidence of malignant disease
including lymphadenopathy can also be found. The radiological distinction between benign and
malignant lesions of the spleen is not always clear, and histological confirmation is typically required to
make a definitive diagnosis. It is imperative that patients undergo further workup when initial studies
are suggestive of a splenic cyst especially in the elderly population.
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Abstract
Babesiosis, a potentially deadly tick‐borne illness that mimics malaria, is on the rise in the North
Eastern region of the United States. Human Babesiosis has a wide spectrum of presentation and can be
fatal especially in immunocompromised hosts. Although primarily transmitted by tick bite, it can also be
acquired via blood transfusion and maternal‐fetal transmission. A rare case of human Babesiosis in a
renal transplant patient is reported.
A 66‐year‐old Caucasian female presented to the emergency department with flu‐like symptoms
including low‐grade fever, malaise, and myalgias associated with dyspnea on exertion, nonproductive
cough, headache, anorexia, nausea and vomiting. Her symptoms began shortly after returning from a
trip to Pennsylvania. Three days prior to admission, she was evaluated in the ED for similar symptoms.
At that time, she denied vomiting, diarrhea or rash. She was diagnosed with bronchitis and discharged
on Azithromycin. Her past medical history was notable for end‐stage renal disease due to reflux
nephropathy leading to a living‐related renal transplant 18 years ago. She denied drug or alcohol use
but endorsed a 20 pack‐year history of smoking. Family history was significant for cancer. Her physical
examination did not show any jaundice, lymphadenopathy, hepatosplenomegaly and no rash was
noted on her skin exam. Blood work showed evidence of hemolytic anemia, thrombocytopenia and
transaminitis without leukocytosis. Blood and urine cultures were negative. The patient was admitted
and empirical treatment was started with Valganciclovir for possible Cytomegalovirus and Doxycycline
for possible Ehrlichiosis. Despite antimicrobial treatment, the patient continued to have low‐grade
fever. Further evaluation with CT abdomen was negative for abscesses. Hepatitis panel, PCR for
Ehrlichia and CMV DNA viral load were non‐diagnostic. Blood smear revealed numerous
intraerythrocytic organisms resembling Babesia or Malaria. A real‐time PCR assay confirmed Babesia
microti, prompting immediate change in the antimicrobial regimen to Azithromycin and Atovaquone.
Subsequently, there was a dramatic impact with resolution of her symptoms and improvement in the
platelet count and liver function tests over the next 48 hours.
This case illustrates the challenge of diagnosing Babeisosis in the setting of an unexplained febrile
illness without easily recognized clinical signs and resulting in delay in treatment in
immunocompromised hosts. Treating physicians need to consider tick‐borne infections in organ
transplant recipients presenting with fever of unclear etiology. Rapid recognition is crucial in minimizing
complications including acute respiratory distress syndrome, disseminated intravascular coagulopathy,
heart failure, coma, liver and renal failure and splenic rupture. In individuals who reside in or travel to
an endemic area within the previous 2 months and those receiving a blood transfusion within the
previous 6 months, microscopical identification of Babesia on thin blood smears with Giemsa or Wright
staining is of paramount importance.
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Abstract
Case Presentation: A 30 year old man with no past medical history was transferred to our hospital for
altered mental status after a reported heroin overdose. He was found unresponsive in the field by EMS
with an agonal breathing pattern. EMS report the patient to have overdosed on heroin so he was given
naloxone and transferred to the nearest healthcare facility where he was agitated and combative. He
was not speaking. He was given a total of 12 mg of lorazepam IV for agitation and 10 mg of haloperidol
IM. He continued to be agitated and was transferred to our hospital. Upon arrival to our hospital, he
was confused and had no recollection of any events that had happened that day. He denied any prior
personal or family history of seizures, and denied using any recreational drugs.
On physical examination, he appeared to be in no acute distress. Vital signs were normal besides him
being tachycardic. Cardiac exam revealed a regular heart beat with a visible apical impulse and visible
epigastric pulsations that corresponded to the cardiac beat. Head examination revealed no signs of
acute trauma and the right hand showed 3 scars from the formerly mentioned tendon repair.
Neurologic examination revealed brisk stretch reflexes in both upper and lower extremities with non‐
sustained ankle clonus bilaterally.
The patient was alert and oriented to person but had some difficulty determining the place and the
date. He exhibited a reduced attention span with moderate difficulty in serial subtractions and
backward spelling. He had no recollection of what he had eaten for breakfast that day, the reason for
which he was at the hospital or any events that occurred that day prior to the event of note. The blood
cell counts were normal, as were results of the basic metabolic panel including a normal renal function
tests. Creatinine kinase was elevated at 9500 units/liter. A CT scan of the head was negative. Urine
drug test was negative.
Working diagnosis of drug overdose likely from artificial marijuana was made as urine toxicology was
negative. Patient was adequately hydrated with normal saline and closely monitored. After 2 days
patient started to remember set of events that happened and he admitted of using K2 (synthetic
cannabinoid) before losing consciousness.
Discussion: This case illustrates one of the wide range of side effects that can happen with synthetic
cannabinoids including retrograde amnesia and rhabdomyolysis as we report in our case. Urine
toxicology of this drugs is negative on routine screening and it requires more sophisticated and
analytical approach for detection which is not available in our hospitals yet. Joint collaboration
between agencies like health department, law enforcement and research laboratories is needed to
tackle this outbreak.
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Abstract
Valacyclovir (VCV) is an antiviral drug. VCV‐induced Thrombotic Thrombocytopenic Purpura (TTP) has
been reported in patients with HIV infection and in allogenic bone marrow transplant recipients, on
8000 mg/day dose. We present a case of TTP likely secondary to low dose VCV in an immunocompetent
patient with subsequent relapse 8 months after remission. VCV‐induced TTP can be explained by
autoantibodies against ADAMTS‐13 (a metalloprotease which cleaves von Willebrand Factor
multimers). It is important to recognize a drug‐associated etiology to avoid re‐exposure and recurrent
life‐threatening illness with variable prognosis.
37‐year‐old male presented with progressive shortness of breath, palpitations and dark urine for one
week. Past medical history is only notable for recurrent genital herpes for which he was taking
prophylactic VCV for 1 year prior to presentation. On admission, his sensorium was intact. His heart
rate was 120 bpm. Other vital signs were within normal limits. Except for tachycardia, the remainder of
his physical examination was normal. Laboratory data was remarkable for severe anemia and
thrombocytopenia. Reticulocyte count was elevated, so was the indirect fraction of bilirubin and LDH.
The peripheral smear revealed numerous schistocytes. The remainder of the comprehensive metabolic
panel was unremarkable. HIV, CMV and Babesia serologies were negative. The direct Coombs test was
negative. Coagulation profile was normal. ADAMTS‐13 activity was <3% (normal 68‐163).
The patient was admitted to Critical care with severe hemolytic anemia and thrombocytopenia
secondary to TTP. VCV was discontinued, a high‐risk dialysis catheter was placed and the patient
received plasmapheresis and high‐dose steroids. Plasmapheresis was initially done daily then on
alternate days every 3rd day. Hemoglobin and platelet counts gradually improved. LDH was the last to
normalize after 20 days of treatment. ADAMTS‐13 activity increased to normal (108 %) by the end of
treatment. Platelet count at a 2‐month follow up was normal but the patient suffered a relapse 8
months after the initial episode. ADAMTS‐13 activity was <3% and the serum inhibitor level was
elevated 10.5 BEU (normal <0.4). He was not receiving any medications prior to relapse. He received 22
sessions of plasmapheresis and 352 units of fresh frozen plasma (FFP) in addition to steroids for a total
of 30 days. LDH was, again, the last to normalize.
TTP is a rare, potentially fatal disorder of the coagulation system. It can be hereditary or acquired, due
to a genetic mutation or an antibody inhibitor to ADAMTS‐13, respectively. Drug‐induced TTP can be
either immune‐mediated or due to direct toxicity. The onset of immune‐mediated TTP is often acute,
however, vcv‐induced TTP is often delayed occurring after 6‐12 months of prolonged therapy.
Treatment involves urgent plasmapheresis and glucocorticoids. In patients who relapse after remission,
rituximab can be considered to reduce the risk of subsequent relapse.
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Abstract
Introduction: Aortic atheromatous plaques are defined by an irregular thickening of the intima of ≥ 2
mm and a complex plaque is defined as a protruding atheroma ≥ 4 mm with or without an attached
mobile component. Stroke incidence is approximately 25% in patients with mobile plaques of the aortic
arch, and in 2% in patients with quiescent non‐mobile plaques. Transesophageal Echo (TEE) is a safe,
non‐invasive modality of choice for diagnosis.
Case: An 80‐year‐old male with a past medical history of HTN, DM‐II, mild vascular dementia, bilateral
cerebrovascular accident with no residual weakness, presented to the hospital with chest pain, found
to have a non‐ST elevation myocardial infarction (NSTEMI) with a peak troponin of 5.1. Patient also had
an episode of slurred speech in the ER for which Neurology was consulted. Upon further investigation,
his slurred speech was chronic in nature. Home medications included aspirin 81 mg, allopurinol,
amlodipine, pantoprazole and glipizide. Vital signs on admission revealed a blood pressure of 163/98
mmHg without orthostasis, respiration rate of 19, heart rate of 87 beats per minute and a temperature
of 98.2 degrees Fahrenheit. There were no carotid bruits and cardiopulmonary examination was
normal. On neurological examination, his sensorium was intact with mild dysarthria. National Institutes
of Health (NIH) stroke scale of 1. Cranial nerves II‐XII were grossly intact and stretch reflexes were 2+
throughout. Tactile sensation was intact and motor function was 5/5 throughout with no cerebral
ataxia present. Patient was started on heparin drip and was transferred to another facility for cardiac
catherization, which revealed a mid‐LAD obstructive lesion, which was treated with a drug‐eluting
stent. Patient was started on dual antiplatelet therapy (DAPT) with aspirin 81mg and Plavix 75 mg. CT
head revealed no acute intracranial hemorrhage or infarct. Old lacunar infarctions were noted. MRI
brain revealed left cerebellum, right periventricular and left corona radiata small acute infarcts, likely
embolic in origin. TEE showed normal ejection fraction, grade 5 mobile atheroma (any mobile or
ulcerating artheroma) in the transverse aorta, a grade 4 (atheroma >5 mm) atheroma in descending
aorta and a severe mobile atherosclerotic plaque noted in the aortic arch, which was approximately 12
mm long. Patients’ family decided against surgical management and he was eventually discharged on
conservative management with aspirin 81 mg, Plavix 75 mg, Lipitor 80 mg, Lopressor and Apixaban 5
mg BID for anticoagulation.
Discussion: Aortic atheromas with >4 mm thickness or with plaque rupture and mobile fragments are
more likely to be associated with peripheral embolic events. Antiplatelet agents, oral anticoagulants,
and statins remain the mainstay of treatment while the role and benefit of surgical intervention is not
well established.
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Abstract
Introduction: Mucormycosis is a rare, but emerging, life‐threatening, rapidly progressive, angioinvasive
fungal infection that usually occurs in immunocompromised patients such as neutropenics, poorly
controlled diabetics and those with organ transplantation. We report a case of pulmonary
mucormycosis in a critically ill patient who had been in critical care for 3 weeks and unfortunately
passed away because of fungemia resulting in multiorgan failure.
Case Presentation: A 58 year‐old female with past medical history significant for Intravenous Drug Use
(IVDU), hepatitis C, chronic kidney disease, and lower extremities ulcers presented with progressively
worsening bilateral lower extremity pain and ulcers with exposed tendons and bones. On presentation,
she was hypotensive and had leukocytosis. Blood and wound cultures showed gram negative rods. She
was started on appropriate antibiotics and IV fluids. Trans‐esophageal echocardiogram (TEE) ruled out
endocarditis. Her clinical condition worsened despite aggressive management and she was transferred
to the critical care where she needed mechanical ventilation and vasopressor support. Her clinical
condition continued to deteriorate, and she developed multi‐organ failure. During her stay, her sputum
cultures grew mucor and the chest radiograph showing bilateral infiltrates and pleural effusions.
Unfortunately, despite appropriate critical management with fluids, vasopressors and antimicrobial
treatment, she expired due to sepsis and multi‐organ failure. Autopsy revealed severe fungal
necrotizing bronchopneumonia.
Discussion: Mucor belongs to Zygomycetes class of fungi; pulomonary mucormycosis is a very rare
finding. Risk factors include diabetes mellitus, chemotherapy, leukemia, lymphomas and other
immunosuppressive states. The most common presentation is rhino‐orbital‐cerebral involvement,
followed by pulmonary infection. Other rare forms include gastrointestinal, cutaneous, and
disseminated mucormycosis. Mucor has a typical characteristic of angio‐invasiveness; resulting in
hemorrhage, thrombosis, infarcts and necrosis of the involved tissues. Pulmonary mucormycosis has a
high mortality rate with a predilection to invade the adjacent organs such as the pericardium, chest
wall, and mediastinum. Invasion of the large mediastinal vessels can lead to massive hemoptysis, which
can occasionally be fatal. On imaging, pulmonary mucormycosis may present with focal consolidation,
lung masses, pleural effusions, or multiple nodules. Direct histological examination of the tissue biopsy
remains the gold standard for diagnosis. Sputum cultures can be negative but when positive are
strongly suggestive of mucormycosis. Amphotericin B, correction of predisposing underlying condition
and extensive surgical debridement to the necrotic tissue, remain the mainstay of therapy. Even with
appropriate treatment, in‐hospital mortality is greater than 60% and therefore we advise a high degree
of suspicion against this fatal infection.
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Abstract
Introduction: Malignant cardiac involvement is not an infrequent event but the initial presentation of
malignancy with cardiac tamponade appears to be rare. Malignancies which commonly involve the
pericardium are advanced lung cancer, breast cancer, malignant melanoma, lymphoma and leukemia.
We report an interesting case where a patient presented with cardiac tamponade as an initial clinical
manifestation of adenocarcinoma of the lung.
Case Presentation: A 59 years old man with a past medical history of hypertension, chronic obstructive
lung disease and smoking for many years was admitted to our hospital for worsening shortness of
breath and cough. His BP was 120/84 mmHg, HR 119/min, RR 36/min and he was afebrile. Blood work
was significant for mild leukocytosis. His EKG showed sinus tachycardia with low voltage QRS.
Troponins were negative and BNP level was normal. Chest X ray was remarkable for right upper lobe
consolidation which was initially attributed to a pneumonic process. He underwent a transthoracic
echocardiography which showed a large pericardial effusion anteriorly and posteriorly with
compression of the right atrium and ventricle in late diastole. The patient underwent a pericardial
window procedure with drainage of 600 ml of grossly bloody pericardial fluid. His post‐operative course
was uneventful. Having high degree of suspicion for lung malignancy, CT scan Chest was performed
which showed right upper lobe mass like opacity, mediastinal lymphadenopathy and mildly enlarged
retroperitoneal lymph nodes with bilateral pleural effusion. Pathology from pericardial fluid was
remarkable for malignant cells using special stains for lung adenocarcinoma.
Discussion:
Metastasis to pericardium and epicardium is frequent and occurs in 1 out of 10 cancer patients with
prevalence of combined metastasis to pericardium and heart ranging from 0.1% to 21%. Lung cancer is
considered as the primary source of pericardial metastasis with adenocarcinoma being the most
common subtype. Pericardial effusion and tamponade are complications that occur with lung cancer.
Diagnostic test of choice is echocardiogram. Pericardiocentesis can provide relief but other treatments
are often necessary to prevent recurrences. These include creation of pleuro‐pericardial or
pleuroperitoneal window either by balloon pericardiotomy or by surgery, pericardial sclerosing
treatment, systemic chemotherapy and intrapericardial instillation of cytostatic agents. Radiotherapy
has been considered effective however is no longer utilized. Cytologic examination of aspirated cardiac
pericardial fluid can confirm the diagnosis. Our case highlights the importance of considering
undiagnosed lung cancer as a common cause in patients presenting with pericardial tamponade
especially with an extensive smoking history.
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INTRODUCTION: Contrast induced neurotoxicity (CIN) is a relatively rare complication with incidence
reported to be 0.2‐0.4%. Risk factors include advanced age, male gender and hypertension. It may
present with non‐specific symptoms like headache, nausea, vomiting, but in severe cases, may manifest
as dysarthria, encephalopathy, hemiparesis, global amnesia, cortical blindness and internuclear
ophthalmoplegia. We report a case of an 86 year‐old male who was suspected to have developed CIN
post PCI.
CASE PRESENTATION: 86 year old Asian male with past medical history of hypertension,
hyperlipidemia, coronary artery disease s/p PCI and complete heart block s/p PPM presented with
unstable angina for 3 days. He had 60 pack‐year smoking history and quit smoking 10 years ago. He
denied alcohol or illicit drug use. Patient’s admission vitals and physical exam were unremarkable with
no neurological deficit. Laboratory data revealed microcytic anemia with Hgb of 10.5 g/dl.
Patient was started on heparin infusion and underwent left heart catheterization with placement of
DES to LAD. Total of 185 ml of non‐ionic contrast media (iopamidol) was used during the procedure.
Patient was transferred to critical care unit with normal neurological function. However, about 10
hours later, he started complaining of diplopia and nausea. On neurological examination, he was found
to have right eyelid ptosis and internuclear ophthalmoplegia involving both the medial recti. Pupils
were miotic and reactive bilaterally. Rest of his neurological examination was normal.
CT scan of the head was negative for intracranial hemorrhage, infarct or mass. Due to his pacemaker,
MRI was not a feasible option. CTA of the head and neck demonstrated stenosis in bilateral intracranial
vertebral arteries. Patient’s symptoms persisted with repeat CT scan planned to be done outpatient.
Repeat CT scan, one week after onset of his symptoms was also negative for ischemic or embolic stroke
validating the possibility of CIN.
DISCUSSION: Pathophysiology behind CIN is complex and poorly understood. Involvement of the
vertebrobasilar circulation has been reported in more than 50% cases of cardiac catheterization‐
associated neurologic events. The proposed mechanism of neurological insult is micro emboli
precipitated by cardiac catheterization. We speculate that in our patient atherosclerotic burden
involving the intracranial vertebral arteries might have caused micro emboli to the posterior circulation
leading to neurological deficit. Furthermore, he had the risk factors of advanced age and hypertension
and received a high dose of contrast causing disruption of the blood brain barrier and subsequent
neurotoxicity. Contrast induced neurotoxicity is a rare entity and should be considered as the probable
cause of acute focal or generalized neurological symptoms that develop after procedures involving the
use of iodinated contrast media. Although complete resolution can take up to a few months, the
likelihood of persistent deficit is higher with ophthalmic involvement
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Abstract
Background: The association between colorectal adenocarcinoma with neuroendocrine tumor (NET),
and hyperparathyroidism with adenocarcinoma is a rare entity, reported in a handful of cases. We
documented an anecdotal case of the coexistence of poorly differentiated colon adenocarcinoma,
NET of appendix and hyperparathyroidism.
Case: A 43‐year‐old Caucasian female, family history positive for colon cancer, presented with
abdominal pain associated with anorexia, weight loss, and dyspnea. Physical exam revealed
tenderness in right upper quadrant. Laboratory tests demonstrated: normocytic anemia with
hemoglobin‐10.5 g/dL, white blood cells‐16.3 x 10⁹/L, platelets‐544 x 10⁹/L, PT‐14.2 seconds, INR‐1.3,
bilirubin (total)‐6.4 mg/dL, bilirubin(direct)‐4.6 mg/dL, ALT‐120 U/L, AST‐625 U/L, total protein‐6 g/dL,
albumin‐3 g/dL, Calcium‐16.5 mg/dL, parathyroid hormone(PTH)‐302 ng/L, and positive fecal occult
blood test. Computed tomography (CT) scan of the chest revealed 1 cm nodule in the left lower lung
and CT abdomen/pelvis revealed ascites, retroperitoneal and periportal lymphadenopathy,
hepatomegaly with confluent masses, distended and fluid‐filled right and transverse colon, and
collapsed distal colon. Ultrasonography (US) of the neck revealed no definitive parathyroid lesion,
moreover parathyroid hyperplasia could not be excluded on US. Subsequent liver biopsy exhibited
poorly differentiated adenocarcinoma, possibly metastatsized from lower GIT, and positivity for CK20
and CDX. Colonoscopy showed a 5x6 cm obstructing tumor in cecum located at approximately 90cm
from the anal verge. Biopsy of the resected specimen, following right hemicolectomy, showed high‐
grade adenocarcinoma involving cecum and appendiceal orifice with staging indicating pT4a, N1b,
M1a. Coincidentally, another distinct 1 cm NET in the distal half of the appendix was discovered which
stained positive for cytokeratin and synaptophysin. Staging of the lesion revealed pT1a,N0.
Hypercalcemia persisted post‐surgery which might be due to PTH secretion from parathyroid glands,
ectopic sources or metastatic lesions. The patient could not survive for further investigations.
Conclusion: A clear association among the aforementioned conditions remains elusive and warrants
further research; nevertheless surveillance procedures could be performed in patients, if a correlation
exists at all.
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Abstract
Haploidentical stem cell transplantation (HST) provides a plausible alternative for the patients when a
fully matched donor is unavailable. Historically, the decision of performing haploidentical transplant
prevailed as a vacillating preference for the physicians as a result of inadequate availability of the
clinical data. The rates of graft failure in haploidentical matched individuals were large because of the
dearth of effective technology to promptly identify preformed antibodies, which played a major role in
the graft failure. The detection of anti‐HLA antibodies was mainly accomplished through panel reactive
antibodies (PRA) levels and complement‐dependent cytotoxicity cross‐match (CDCXM) studies in the
prior decade. Hence, physicians preferred performing full HLA‐matched transplantations over
haploidentical transplantations. With the advent of enzyme‐linked immunosorbent assay (ELISA) or
single antigen bead assay based on a Luminex platform, which utilizes mean fluorescent intensity (MFI)
levels to measure preformed antibodies titers, the estimation of dono‐specific antibodies (DSA) is now
made with an augmented sensitivity and specificity. The novel improvements in the early detection of
anti‐HLA antibodies and utilization of the densitization protocols in the patients have afforded us the
opportunity to consider haploidentical grafts as a treatment option, and its use has become more
apparent for both allografting for diseases as well as for full matched engraftment failure.
We are reporting here an anecdotal case of a 40‐year‐old woman, diagnosed with pancytopenia
coincidentally during pregnancy screening tests. The detailed work‐up to discover the possible
etiologies behind pancytopenia was deferred by the patient. She presented again to the tertiary care
setup, post‐pregnancy, with the complaint of fatigue; the diagnostic investigations (complete blood
count, bone marrow biopsy) revealed acute myeloid leukemia in the patient, necessitating bone
marrow transplantation. The HLA‐matched related donor was discovered to be her brother; hence the
transplantation with a fully matched HLA‐donor was performed. Regrettably, the transplantation was
met with failure ten days post‐transplant, demonstrated by chimerism studies and bone marrow
biopsies, despite taking all the necessary prerequisites into consideration. The conclusion of performing
a haploidentical transplant was made by the multidisciplinary team of oncologists and hematologists.
Since the patient was severely alloimunized, desensitization protocol was utilized before the
haploidentical transplant, and the patient after 8 months of her second allogenic transplantation, is
doing great with remarkable engraftment, no relapse, and no graft‐vs‐host disease (GVHD), apparent
by her bone marrow biopsy results.
Numerous reports pertinent to haploidentical graft have shown favorable outcomes in the graft
placement, a decline in the rate of GVHD, and an improvement in the morbidity and mortality in
affected individuals. Based on the current reports, Haplo‐identical transplantation might be more
feasible and has meaningful implications in the situations where matched donors are infrequent
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Abstract
Peripheral arterial disease in the lower extremities is common, while involvement of the upper
extremities is infrequent, therefore it remains a subject not widely studied. Subclavian artery stenosis is
demonstrated by an interbrachial pressure difference equal or greater than 15mmHg, which is absent
with bilateral involvement making the diagnosis of bilateral subclavian stenosis not only challenging but
rare. Though unusual this phenomenon can manifest itself as refractory hypotension or “pseudo‐
shock”, and therefore proper identification and diagnosis is necessary for appropriate management.
A 71‐year‐old woman with a history of stroke, carotid stenosis, hyperlipidemia, deep vein thrombosis,
and salivary gland cancer treated with radiation presented with generalized weakness, dizziness and
right‐hand tingling. The patient’s vitals revealed a blood pressure of 62/39 mmHg, heart rate of 100
bpm, a respiratory rate of 17/min and a temperature of 102.7F. Labs showed increased white blood cell
count of 12,000. Examination revealed weak bilateral radial pulses and mild weakness of the upper
extremities. The rest of the exam failed to show audible carotid bruits, jugular venous distention or
peripheral edema. CT head was obtained which excluded stroke. A suspicion of hypovolemic shock and
septic shock was considered and patient was admitted to the ICU. The patient received aggressive fluid
resuscitation, with no significant improvement in blood pressure. A radial arterial line was inserted
which confirmed hypotension. Consequently, an echocardiogram was obtained to exclude any cardiac
contribution to shock, which revealed a normal ejection fraction of 65‐70%. As patient was mentating
well and the rest of the labs were not consistent with dehydration or infection, inaccurate blood
pressure readings were suspected, and the blood pressure cuff was then transitioned to the lower
extremities which revealed normal pressures: systolic 122 and diastolic 79. To identify the source of
this discrepancy arterial and venous duplex studies of the upper extremities were obtained, which did
not show thrombosis but revealed bilateral subclavian proximal stenosis. This was confirmed with a CT
angiogram. The patient was evaluated by cardiology and cardiothoracic surgery, and it was decided to
treat with medical management and appropriate blood pressure control. Patient was set up for
percutaneous transluminal angioplasty (PTA) by interventional cardiology at a later time.
This case demonstrates the potential for mismanagement in patients with bilateral artery stenosis
presenting with hypotension which can easily be mistaken as shock. Adequate blood pressure
monitoring beyond the JNC guidelines should include not only bilateral blood pressure measurements
but emphasis should be placed on lower extremity pressure monitoring. Recognition of important risk
factors (arteritis, radiation exposure) can lead to early identification, and allow for early intervention
and prevention of worsening stenosis which can lead to progression of symptoms i.e subclavian steal
syndrome.
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Abstract
Multiple Myeloma usually presents as bone pain, however muscular symptoms although rare have
been previously identified as the initial presentation. We report a case of a patient who presented with
lower extremity weakness with elevated creatinine kinase suggestive of inflammatory myositis.
Immunofixation revealed IgG Lambda paraproteinemia and a bone marrow biopsy of the iliac crest
revealed significant bone marrow infiltration with plasma cells establishing the diagnosis of multiple
myeloma. (MM). Very few cases reported are evidence of the singularity in the association between
myopathy with high CK and MM.
A 58‐year old man with history of aortic stenosis and gunshot wound to the thoracic spine, reported
falling due to worsening bilateral lower extremity weakness for 3 months. The patient also reported a
60lb weight loss in 6 months. Physical exam showed decreased strength in both legs, normal reflexes, a
negative Babinski sign, normal sensation and non‐pitting bilateral edema. CT of the spine confirmed
bullet fragments with chronic laminar fracture at the T10 level but no evidence of cord compression.
Initial labs revealed acute kidney injury with Cr. 2.95 and macrocytic anemia with hemoglobin of 7.1.
Increased level of muscle enzymes CPK 1576, Aldolase 9.8 and LDH 322 along with increased
inflammatory markers (ESR 150, CRP 6.78), were suggestive of inflammatory myositis. Other more
common causes were ruled out with normal TSH, B12, folate, c‐ANCA and ANA. As a result, SPEP was
ordered which showed an M‐spike in the gamma globulin region confirmed by immunofixation which
revealed high levels of IgG with high levels of lambda light chain (101.4). The diagnosis of multiple
myeloma was confirmed by bone marrow biopsy showing hypercellularity with sheets of plasma cells
confirmed with CD 138 makers. Bone survey was done but did not indicate any lytic lesions. A muscle
biopsy was obtained which showed degenerating/regenerating myocytes without inflammation, with
type 2 selective atrophy, however inflammatory myositis was not definitively ruled out. Congo red
staining was negative for amyloidosis. The patient was then started on CyBorD (Cytoxin, Bortezomib
and Dexamethasone), with significant improvement of his muscular symptoms.
A limited number of studies have connected myopathy with plasma cell dyscrasias. One study reported
3 cases of inflammatory myositis with perifascicular atrophy associated with IgG MGUS. Additionally,
amyloid myopathy and polymyositis has been associated with IgG multiple myeloma, and inclusion
body myositis with monoclonal gammaglobulinemia. In our case polymyositis was very likely, which
could have been confirmed with direct immunofluorescence showing IgG linear deposits in the
sarcolemmal basement membrane. Raising awareness about the diversity of muscular pathology
connected to multiple myeloma, is crucial in order to make the right decision about treatment which
could involve immunosuppression, plasma exchange, immunoabsorption, or combination of these
regimens.
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Abstract
Background: Lung cancer is the leading cause of cancer‐related death in the United States. Many
patients report no symptoms whatsoever and the majority of them become symptomatic only with
advanced local or metastatic disease. For clinicians, it becomes a diagnostic challenge at times to have
an index of suspicion regarding lung cancer in patients, particularly smokers, who don't present with
typical respiratory or systemic symptoms. The United States Preventive Services Task Force (USPSTF)
recommends annual low‐dose computed tomography (CT) of the chest in asymptomatic adults aged 55
to 80 years with a 30 pack‐year smoking history for current smokers or those who quitted smoking
within the past 15 years. The purpose of this study was to compare the incidence of Non‐Small Cell
Lung Cancer (NSCLC) in patients who fitted the USPSTF guidelines to those who did not fit the screening
criteria and to assess the prior compliance among those who fitted the screening guidelines.
Methods: We retrospectively reviewed records of all patients with a biopsy proven primary lung cancer
at our hospital from 2011 to 2017. All patients aged 18 to 80 years with available chest CT scans and
histopathological reports were included. Patients were evaluated for baseline characteristics, smoking
history, and prior screening if indicated.
Results: Of the 104 patients included, 55 (53%) fitted the USPTSF guidelines and 49 (47%) did not. None
of this population underwent screening prior to diagnosis. Males constituted 73% of patients who fitted
the guidelines, and 51% of those who did not (p‐value 0.48). Both groups matched for racial
distribution (26% black, 67% white, and 7% other races in the fitted group; and 23% black, 63% white,
and 14% other races in the non‐fitting group; p‐values: 0.49, 0.49, and 0.53 respectively). NSCLC
occurred in 98% of patients who fitted the screening guidelines and in 96% of those who did not (p‐
value 0.47).
Conclusion: All patients who met the screening guidelines were never screened before the diagnosis.
This warrants the need for a strategy as an institution and community to get better compliance for
screening. There was no statistical significance in the incidence of NSCLC between the study groups.
This emphasizes the need for an effective smoking cessation programs in the community and the need
for further studies to determine the usefulness of the current guidelines.
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Abstract
Hypertriglyceridemia (HTG) is the third leading cause of acute pancreatitis (AP) in United States. While
the management of HTG‐associated AP is straight forward, data is inconclusive regarding the
management of asymptomatic severe HTG. Here we report a case of a patient with severe HTG
managed with elective plasmapheresis.
CASE: A 46 years old female with a past medical history of uncontrolled diabetes mellitus type 2 and
hypertriglyceridemia was recalled after her routine fasting lipid panel showed triglycerides of
3784mg/dl. She denied anorexia, nausea, vomiting or abdominal pain. She denied tobacco, alcohol or
drug use. She did report her sister had "high cholesterol" but was unable to provide any other details.
Her outpatient medications included glimepiride, metformin, lovastatin and insulin but she was non‐
compliant with her medications and low fat diet.
On physical exam, her vital signs were normal and her BMI was 34. Her heart, lung and abdominal
exams were within normal limits. There were no xanthomas or xanthelasmas on skin exam. Repeat
blood work confirmed severe hypertriglyceridemia, 2507mg/dl, and plasma glucose of 314 mg/dl with
no evidence of diabetic ketoacidosis. Liver function testing, amylase, lipase, renal and thyroid testing
were within normal limits and serum pregnancy test was negative.
Given the severity of her hypertriglyceridemia, her history of non‐compliance and risk for pancreatitis,
the decision was made to admit the patient for intravenous insulin therapy. However, despite
approximately 15 hours of food restriction and insulin, her triglycerides increased even further to
7407mg/dl. The decision was then made to initiate elective plasmapheresis and after two sessions of
plasmapheresis, her triglycerides decreased to 832mg/dl. She was discharged home on low fat diet as
well as fibrate and statin therapy.
DISCUSSION: The management of HTG associated AP involves lowering triglycerides as quickly as
possible. Intravenous insulin therapy is often used, but plasmapheresis is increasingly being utilized
when patients have life‐threatening symptoms. However, the management of asymptomatic patients
with severe HTG is not as clear. For such patients, options include fibrates, omega‐3 fatty acids,
nicotinic acids and statins. Unfortunately, these drugs do not act quickly enough to significantly
improve severe HTG and prevent complications. One case series reports the use of plasmapheresis
every four weeks in patients with severe hypertriglyceridemia, refractory to conventional treatment,
to prevent recurrent pancreatitis. Such studies support the use of elective plasmapheresis to prevent
pancreatitis in high risk patients, but this treatment is not readily available at all institutions and is
expensive. More research needs to be done to determine if this is a cost‐effective, long term solution
for patients with severe HTG, especially when they are asymptomatic.
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Abstract
INTRODUCTION: Impella technology is based upon a miniaturized axial pump built on a 9‐French
catheter. Pre‐procedural visualization of the LV excluding the presence of thrombus is advisable due to
the likelihood of clot ingestion resulting in embolization.
We present a case of late‐presenting STEMI, requiring emergent circulatory support during PCI with
Impella who was found to have LV thrombus on post‐procedural echocardiogram (ECHO).
CASE: 44‐year‐old male with PMH of HTN, DM2, and polysubstance abuse presented to the ER with
substernal chest pain x 3‐4 days. He was found to have rapid a‐fib with Q‐waves and ST elevations in
antero‐lateral leads consistent with age‐indeterminate MI. He reported no symptoms other than chest
and was taken for emergent left heart catheterization (LHC). On LHC, LAD was 100% occluded that was
managed with aspiration thrombectomy and balloon angioplasty. During LHC, patient went into
cardiogenic shock requiring ionotropic support, chest compressions and later on, intra‐aortic balloon
pump (IABP). Patient’s hemodynamics continued to detoriate even on IABP, necessitating insertion of
impella device. An ECHO was done after procedure which revealed previously unknown thrombus of
about 2 cm in apical LV. Patient was transferred to critical care on milrinone, dobutamine and impella
support. He was gradually weaned off ionotropes and impealla. On day 3, the device was taken out.
Heparin was continued as a bridge to Coumadin. On day 6; patient was successfully extubated and had
no neurological deficit on examination. However, he was noted to have developed gangrene of the left
great toe on day 6 with absent distal pedal pulses from day 1. Peripheral angiogram showed multi‐level
occlusions bilaterally and he underwent balloon angioplasty and AngioJet of left common femoral and
placement of 2 DES to distal popliteal artery with plans to intervene on the right side later on.
Unfortunately, on day 15 of hospital stay, he decided to sign out against medical advice despite
counselling by multiple physicians. Of note, repeat ECHO on day 10 showed resolution of LV thrombus.
Patient was provided with scripts for aspirin, plavix, lopressor, amiodarone, coumadin and statin given
the acuity of his clinical situation despite leaving AMA.
DISCUSSION: Traditionally, an ECHO is performed to exclude LV thrombus before Impella insertion. The
most common result of an Impella ingesting a clot is that the device will stop, resulting in acute
decompensation of patient’s hemodynamics. The likelihood of clot ingestion resulting in embolization is
extremely unlikely. However, in our case, there was systemic embolization resulting in acute limb
ischemia but impella can cause acute limb ischemia independent of the LV thrombus.
Individual assessment of risk versus benefit is crucial and in our case, patient may have expired during
LHC, if not for hemodynamic support provided by Impella.
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Abstract
Introduction: While acute coronary syndromes most commonly occur secondary to unstable
atherosclerotic plaque, coronary aneurysms, also known as coronary artery ectasia (CAE), represent a
less common etiology. Whereas coronary atherosclerosis accounts for about 50% of CAE, the remaining
50% are either congenital or secondary to a host of inflammatory and connective tissue disorders, with
Kawasaki disease being a well‐known association. Patients with CAE have worse outcomes than the
general population regardless of the presence of associated atherosclerotic coronary artery disease.
Case Presentation: A 26‐year‐old man presents to the emergency department with atypical chest pain,
a right bundle branch block on EKG and a positive troponin. His medical history, as well as his social
history, is unremarkable. His family history is notable for hypertension, diabetes and peripheral arterial
disease in his father and paternal grandfather. His BMI is 28. Vital signs are normal. CBC, CMP and a
lipid panel are normal. HbA1C is 5.6%. Echocardiography reveals inferior wall akinesis and coronary
angiography reveals moderately to severely dilated coronary aneurysms in the proximal segments of all
three main coronary vessels with no flow‐limiting lesions and no evidence of coronary atherosclerosis.
The patient has no recollection of any febrile childhood illness that would be consistent with Kawasaki
disease. The patient’s aneurysms are probably congenital. He is discharged on dual antiplatelet therapy
and a high‐intensity statin, in addition to metformin for a new diagnosis of prediabetes.
Discussion: Coronary aneurysms are defined by a dilatation of a coronary artery segment to more than
1.5 times the diameter of the adjacent normal segment. Coronary atherosclerosis is the most common
cause of CAE; accounting for about 50%. The next most common cause is congenital; accounting for 20‐
30%. Coronary vasculitis, connective tissue disorders, mycotic aneurysms and angioplasty have all been
implicated as etiologies of CAE. There is a strong association between familial hypercholesterolemia
and CAE with the incidence about 6‐fold. Reported prevalence of CAE varies widely between
angiographic studies from 0.3% to 12%. In the absence of atherosclerotic coronary artery disease, CAE
could cause chest pain via the coronary slow flow phenomenon or via aneurysm thrombosis secondary
to stagnant non‐laminar flow that is not related to plaque rupture. Medical management of CAE in
adults is largely anecdotal. Antiplatelet agents are used on the premise of an increased risk of aneurysm
thrombosis and anticoagulation is suggested for larger caliber aneurysms. Percutaneous intervention is
sometimes challenged by the large and non‐uniform caliber and tortuosity of the lesions. Solitary
bypass grafting is suggested as the intervention of choice for non‐giant aneurysms by some authors.
Other surgical options include aneurysm ligation, resection or marsupialization with interposition
grafting.
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Abstract
Introduction: Anchoring bias is one of the cognitive biases that could lead to a delay in diagnosis. It
is the tendency to fixate on one piece of information, oftentimes the first presented, which
overshadows other parts of a patient’s clinical picture.
Case Presentation: An 84‐year‐old lady presents to the emergency department with epigastric
abdominal pain. Her EKG on presentation shows ST segment depressions in the lateral leads and her
troponin level is elevated. She is transferred to our facility for primary coronary intervention.
Coronary angiography reveals a high‐grade stenosis in the left anterior descending artery which is
successfully revascularized with a drug‐eluting stent. The patient develops new‐onset atrial
fibrillation during her hospital stay which is treated with rate control, rhythm control and
anticoagulation. Despite coronary revascularization, the patient continues to have abdominal pain
which is primarily postprandial and does not respond to acid suppressant therapy. EGD reveals mild
esophagitis. CT angiography of the abdomen shows a plaque at the origin of the superior
mesenteric artery. The patient’s abdominal pain was probably secondary to chronic mesenteric
ischemia presenting as abdominal angina. This diagnosis was made 6 days after her initial
presentation to the hospital with abdominal pain.
Discussion: Awareness about anchoring as a type of cognitive bias is important when physicians
assume the care of patients for the first time, especially when patient care has been handed to
them from another team or department. We suggest that residency programs adopt modules on
cognitive biases and the ways to avoid them, as well as modules on medical error reduction
strategies in their curricula.
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Abstract
Introduction: Fibromuscular dysplasia (FMD) is a non‐inflammatory, non‐atherosclerotic disorder that
results from proliferation of fibrous tissue in the smooth muscle layer of small to medium sized arteries
and leads to arterial stenosis, occlusion, aneurysm, or dissection. It is an important cause of renal
artery stenosis (RAS) in younger patients. Several case reports and series present examples of
unilateral stenosis with contralateral Focal Segmental Glomerulosclerosis (FSGS) and postulate that it
results from hyperfiltration in the non‐ stenosed kidney. In our Pubmed review, we found only one
case of bilateral RAS due to FMD and FSGS in a premenopausal woman. In that case report, the
authors postulated that lower estrogen levels may have provoked FSGS due to loss of estrogen's
protective effect. Here we report a case of 27 year old female with bilateral RAS due to FMD and
perihilar primary FSGS.
Case Presentation: This is a 27 year old female with a past medical history of hypertension, cocaine
abuse and stroke without residual deficit. The patient is homeless and taking no medication. On
admission, she presented with syncope after cocaine use, a frontal headache and hypertensive
emergency. Evaluation showed a blood pressure of 220/137 with an increase in creatinine to 3.3 from
a baseline of 1.3. A kidney biopsy revealed perihilar FSGS with tubulointerstitial fibrosis and moderate
arteriosclerosis. A renal duplex ultrasound was consistent with moderate bilateral RAS. A
comprehensive autoimmune and hypercoagulability workup was negative. HIV and RPR were both
negative. An MRA brain obtained two months prior for stroke demonstrated multiple areas of stenosis
involving both internal carotid arteries, both middle cerebral arteries, both anterior cerebral arteries,
the left posterior cerebral artery (PCA) and occlusion of the right PCA. A twenty‐four hour urine
collection showed protein excretion of 7.5 grams.
Given the above findings, a diagnosis of FMD with primary FSGS was made. Though an ace inhibitor is
the antihypertensive drug of choice in renal artery FMD with RAS, the decline in our patient's
glomerular filtration eliminated this as an initial option. The patient responded well to amlodipine and
hydralazine and was continued on these at discharge. She was referred to our outpatient clinic for
follow up.
Discussion: When FSGS is found on biopsy in patients with nephrotic syndrome, it is important to
differentiate between primary and secondary causes as it has an important implications regarding
management. Further studies are needed to explore the underlying pathophysiology in FSGS associated
with bilateral renal artery stenosis.
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Abstract
Introduction: Accidental ligation of major coronary arteries might require either surgical relief of the
suture or endovascular recanalization depending upon the clinical situation. To our knowledge, only a
few cases of iatrogenic coronary artery obstruction (found postoperatively) have been reported; one of
which required immediate percutaneous intervention while the other was found years after
cardiorrhaphy and was observed. We present a case of iatrogenic distal coronary artery obstruction
which was considered not to be safe for endovascular intervention because of risk of coronary artery
rupture, and thus managed conservatively.
Case Presentation: A 44‐year‐old man presented to the emergency department after sustaining
multiple stab wounds to his chest. He was found to have left sided hemothorax for which a chest tube
was immediately placed. Despite fluid resuscitation, he remained hypotensive. A computerized
tomography scan revealed significant hemopericardium for which the patient was emergently taken to
the operating room for pericardial window. Upon incising pericardium, there was a gush of bright red
blood and an immediate median sternotomy was performed. A 3.5 centimeter, full thickness laceration
was found in the right ventricle leading to a loss of approximately four liters of blood during the
procedure. Multiple attempts were made to control bleeding; including digital pressure, staples and
suturing around the balloon of Foley catheter. Patient received 5 liters of crystalloids and 10 units of
packed red blood cells intraoperatively and then was transferred to critical care. The patient had an
uneventful postoperative course with resolution of hemopericardium on transesophageal
echocardiogram done a few days after the procedure. A chest X‐ray also showed resolution of
hemothorax after removal of chest tube.
Two weeks after hospital discharge, he presented again with a new onset typical chest pain. A cardiac
stress test showed apical perfusion defect and dyskinesia. An elective cardiac catheterization showed a
suture obstructing the apical left anterior descending artery which was being filled distally by
collaterals. No intervention was done due to small caliber of the vessel and metallic nature of the
suture around it. Medical treatment was advised.
Discussion: Staples and metallic sutures can be used for rapid control of bleeding in cardiac stab
wounds. Areas of coronary arteries if stapled should be replaced by the sutures under the vessel.
Intraoperative fluorescence angiography if available, can be used to check the patency of the vessels.
Lacerations of distal coronaries can be ligated safely. Complete transection of proximal coronary
arteries can be either ligated or observed. Off‐pump coronary artery bypass is done in selected cases.
Accidental ligation of major coronary arteries found after cardiorrhaphy might require either surgical
relief of the suture or endovascular recanalization depending upon the clinical situation. Cardiac
function of such patients should be followed while continuing medical management.
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Abstract
Epithelial tumors of thymus generally involve thymoma, thymic carcinoma, and carcinoid. Thymoma
remains the most common primary anterior mediastinal neoplasm with an incidence of 0.15 per
100,000 person‐years. It represents 50% of all anterior mediastinal masses. One third of the patients
are asymptomatic, one‐third are diagnosed during a workup for myasthenia gravis and the remaining
cases present with chest pain, cough, hoarseness, dysphagia, Red Cell aplasia or superior vena cava
syndrome.
Thymic carcinomas account for less than 5% of these cases. Thymomas may cause local symptoms
associated with compression of surrounding structures. Surgical resection remains central to the
treatment, and multimodality therapy, including radiation and/or chemotherapy, is indicated as
adjuvant therapy. Total thymectomy via standard median sternotomy is the standard treatment for
early and advanced stage thymoma. With recent developments in thoracoscopic surgical instruments
and practices, thoracoscopic procedure has been increasingly indicated for thymoma. Thymomas are
indolent with a 10‐year overall survival for resected stage II thymomas of 70%. Late relapses occur in
15% of the cases.
We present a case of 58 YO Pakistani Female having PMH of CAD s/p PCI and CABG, HTN, HLD, mitral
valve repair, status post maximal thymectomy with adjuvant radiotherapy for minimally invasive
lymphocytic thymoma 12 years. Patient on this visit had some abdominal discomfort secondary to
abdominal mass and was scheduled for IR guided biopsy of the mass. During the procedure, patient
developed SOB, Chest pain and palpitations. Patient denied cough, hemoptysis, wheeze, fever, or night
sweats. Physical Examination showed Positive JVD, Crackles at B/L lower lung bases and wheeze, and
B/L pedal edema. Routine lab exams including complete blood count, biochemical analysis, urine
analysis, erythrocyte sedimentation rate (ESR) were within normal limits. ON telemetry patient was
having a brief run of SVT and later EKG revealed Sinus rhythm, LVH and old anterior infarct. CTA done
to R/O PE was negative however it showed Pleural thickening in the left upper posterior chest and Left
retrocrural mass. CXR showed Post‐surgical changes in L hemithorax. 2D showed EF 40‐45 % with global
hypokinesia of Left ventricle and moderate TR and MR. She underwent cardiac catheterization which
showed Patent stents and grafts with no new therapeutic intervention. Patient underwent biopsy of
retrocrural mass that showed “lymphoid‐rich epithelial neoplasm. ICA and CD3 stains confirmed a T‐
lymphocyte population. CYTOKERATIN stain showed an admixed epithelial population. Tumor Staging
was MASOKA STAGE 4”
Once stable Patient was discharged on medical management and scheduled for an outpatient follow up
with haemoncologist, patient however flew back to Pakistan prior to any further care.
Prior case reports showed extra thoracic metastasis upto 10 years post thymectomy and here we see
abdominal metastatic recurrence of thymoma after 12 years of thymectomy.
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Abstract
Introduction: Pneumocephalus, also known as pneumatocele, is defined as the presence of gas within
any of the intracranial compartments of the cranial vault. It occasionally develops in conjunction with
basal skull fractures and head trauma. Pneumocephalus is also a well‐known complication of epidural
anesthesia, but it is extremely rare after diagnostic or therapeutic lumbar puncture (LP). This can
potentially obscure the clinical diagnosis and lead to unnecessary procedures and prolonged patient
discomfort.
Case Report: A 39 year‐old female with a past medical history of migraines, asthma, chronic back pain,
fibromyalgia and Lyme disease presented to our emergency department with a complaint of severe
headache. On questioning the patient revealed that she had undergone a lumbar puncture 3 days prior
as a diagnostic test for the neurologic manifestations of Lyme disease. Following the LP, the patient
developed dizziness, weakness and a 10/10 headache, constant, frontal and temporal in location and
associated with nausea, vomiting, and numbness of her extremities. The patient had chronic
migraines, but she described the current pain as different, and unresponsive to her usual migraine
treatments. She denied fever, chills, chest pain and diarrhea. Surgical and family history were non‐
contributory. On physical exam she was afebrile, BP 111/72, pulse 96, respiratory rate 18 and
saturating 97% on room air. Lungs were clear to auscultation, Heart sounds S1/S2 without any
murmur, Head was normocephalic and atraumatic, pupils were round, reactive to light and
accommodation and equal bilaterally. Neurologic evaluation showed power to be 5/5 with sensation
intact. CN II‐XII were also grossly intact. Reflexes were normal. Laboratory workup was unremarkable.
Her LP had also been normal. Based on the severity of clinical symptoms CT head was performed. This
showed pneumocephalus‐‐air within the basal, suprasellar cisterns, sylvian fissures and bilateral lateral
ventricles. Patient was admitted to our medical floor and started on around the clock pain medications
and anti‐emetics. Neurology started the patient on steroids, and neurosurgery recommended
conservative measures. Over the course of days the patient's symptoms improved with the above
therapies. Repeat imaging studies of brain were ordered to follow resolution of pneumocephalus.
After seven days of intensive symptom management the patient improved and was discharged.
Discussion: After lumbar epidural block, various complications such as hypotension, dizziness, post‐
dural puncture headaches and motor weakness may occur. In rare cases pneumocephalus also may
occur. The headache of pneumocephalus starts immediately and is not relieved by lying down. It is
described as being "unbearable". Treatment however is purely symptomatic. 100% oxygen has been
suggested to be of benefit when delivered in the supine position. Surgery is only recommended if
tension pneumocephalus occurs.
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Abstract
Introduction: OSA is a chronic disorder that results from the functional collapse of the oropharyngeal
or velopharyngeal airways during sleep. This leads to a substantial decrease in airflow despite
persistent efforts by the patient to breath. Chronic OSA can lead to extreme daytime fatigue and
cognitive impairment. We present here an interesting case of a confirmed severe OSA clinically
mimicking cardiogenic syncope and seizure disorder.
Case Description: A 60 years‐old male with a past medical history of hypertension, ethanol abuse,
hypothyroidism, recent coronary artery bypass graft, and degenerative joint disease presented to the
emergency department with three episodes of witnessed syncope, each lasting two to six seconds.
Each syncopal episode was preceded by a warm, clammy sensation. On presentation, vitals were
within normal ranges. EKG showed a normal sinus rhythm. Computed tomography (CT) scan of his head
showed no acute ischemic or hemorrhagic changes and no mass effect. During his hospital course,
several more similar syncope episodes were witnessed. During each episode, the patient's eyes rolled
back in his head, and he appeared to be choking. Telemetry revealed bradycardia and several short
sinus pauses during the patient's syncopal events.
The patient underwent an electrophysiology (EP) study for evaluation of possible cardiogenic syncope,
which revealed no SA or AV nodal dysfunction. His echocardiogram was unremarkable. He also
underwent an electroencephalogram (EEG) study in order to be evaluated for seizure disorder, and it
showed no evidence of seizure activity. However, the EEG revealed the abrupt onset of delta wave
activity with K complexes and vertex sharp waves, which was highly suggestive of stage I to II sleep. The
choking described during the syncopal episodes began abruptly with the onset of the delta wave
activity. Thus, it was concluded that the patient was snoring, rather than displaying seizure‐like activity.
The patient's syncopal episodes were determined to be caused by sudden transitions into stage I or II
sleep most likely due to chronic, severe OSA. An outpatient polysomnography, awaiting results, was
ordered as an outpatient, as acute life‐threatening conditions were rule out.
Discussion: This case of highly suspicious severe OSA displayed clinical similarity to cardiogenic syncope
and seizure disorder. Our patient exemplified a dangerous sequelae of what is thought to be chronic,
untreated OSA, including intermittent daytime loss of consciousness. The patient's bradycardia and
asystole strongly correlated with the hypoxemia and was merely due to his severe sleep as cardiac
investigations remained negative despite extensive workup.
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Abstract
Introduction: Although the incidence of hiatal hernia increases with age, respiratory and cardiac
symptoms caused by it remain uncommon. A large hiatal hernia with intra‐thoracic herniation of
abdominal contents can clinically mimic acute coronary syndrome (ACS), impair physical capacity and
possibly increase BNP (B‐Type Natriuretic Peptide) levels. We report a rare case of a 78‐year‐old female
who presented with typical cardiac chest pain and was found to have a symptomatic large hiatal hernia.
Case Presentation: A 78 years old female with a past medical history of parkinsonism, depression,
hypertension, hyperlipidemia, diabetes mellitus and gastritis presented to our emergency department
with a sudden onset of intermittent, substernal, crushing chest pain of 7/10 intensity, radiating to her
left arm, alleviated by nitroglycerin and associated with diaphoresis and multiple episodes of non‐
bilious, non‐bloody vomiting. The pain started at home after she had her regular breakfast. She denied
fever, cough, shortness of breath or abdominal pain. Clinical examination was significant for mild
epigastric tenderness. ACS was ruled out by serial troponins and electrocardiograms. Transthoracic
echocardiogram showed normal biventricular function with no significant valvular pathology. Chest
radiograph revealed a large hiatal hernia which was confirmed by thoraco‐abdominal CT scan. The
patient refused surgical intervention, and agreed to symptomatic medical treatment with proton pump
inhibitors and antiemetics.
Discussion: Hiatal Hernia can be either sliding or paraesophageal. The latter is uncommon (10% of
cases) and can further be classified into class I to class IV according to its severity. In type I,
gastroesophageal junction (GEJ) moves up into the chest. In type II, some part of stomach rolls upwards
in the chest through hiatus but GEJ stays at its place. Type III is a combination of both types I and II. In
type IV, abdominal organs other than stomach can also herniate into the chest. Hiatal hernia can
present with a wide spectrum of symptoms including nausea, vomiting, epigastric pain, dysphagia or
symptoms similar to gastroesophageal reflux disease (GERD). Literature search showed that advanced
stages of hiatal hernia may present more as an ACS mimic than GERD, with either atypical or typical
chest pain. It is therefore important to keep in mind paraesophageal hernia when assessing a patient
with ACS like presentation. Complications of hiatal hernia include recurrent aspiration pneumonias,
gastrointestinal bleeding, obstruction, gastric volvulus and perforation. Surgical treatment is
recommended for symptomatic Type III or Type IV hiatal hernias, especially if complicated.
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Abstract
Introduction: Symptomatic reexpansion pulmonary edema is an uncommon complication of large
volume thoracentesis, with a <1% incidence rate and up to 20% mortality rate. Risk factors for this
condition include a young age, long duration of lung collapse, and rapid reexpansion. Patients typically
present soon after the inciting event, although presentation can be delayed for up to 24 hours in some
cases. Pulmonary edema typically resolves over 24 to 48 hours and management is largely supportive.
Case Presentation: A 32 years old female with a past medical history of non insulin dependent diabetes
mellitus, seizure disorder and cerebrovascular accident presented to our emergency department with
substernal chest pain rated as 7/10, dull in nature and radiating to her back from 5 days prior to
admission. She also reported progressively worsening exertional and resting dyspnea for 8 months
duration. She reports productive cough, orthopnea, paroxysmal nocturnal dyspnea, and worsening
bilateral lower extremity edema 5 days prior to presentation. Review of systems were negative
otherwise and her last pregnancy was 3 years ago. Physical exam revealed blood pressure of 183/118
mmHg, heart rate 76 bpm, normal S1/S2, with an S3 gallop, bibasilar crackles, and abdominal
tenderness in right upper quadrant. Serial troponins were elevated (0.60, 0.72, 0.71 respectively), BNP
was 33000. ECG revealed sinus tachycardia, with no acute ST‐T changes. Transthoracic echocardiogram
showed severe global hypokinesis, left ventricular ejection fraction of 10‐15%, inferoapical 2x2cm
thrombus, with no significant valvular pathology. Chest radiograph revealed a moderate to large left
sided pleural effusion, small right‐sided pleural effusion and prominent cardiac size. Patient was taken
to interventional radiology for diagnostic and therapeutic thoracocentesis, where 2L of transudative
pleural fluid was removed. Patient tolerated the procedure, but became progressively dyspneic one
hour later with acute pulmonary edema and cardiogenic shock. Patient was intubated, put on
mechanical ventilator and transferred to critical care.
Discussion: The exact pathophysiology of reexpansion pulmonary edema is unclear however proposed
mechanisms include an acute inflammatory response that includes damage to the alveolar–capillary
membrane and changes in the pulmonary lymphatic vessels and in the surfactant resulting from various
factors, including reperfusion of a previously collapsed lung. Clinical course varies from isolated
radiographic changes to complete cardiopulmonary collapse. Typical CT findings include ipsilateral
ground‐glass opacities, septal thickening, focal consolidation, and areas of atelectasis. Treatment is
supportive, mainly consisting of supplemental oxygen and if necessary, mechanical ventilation. The
entity is usually self‐limited. Our patient responded to supportive management and was extubated
successfully.
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Abstract
INTRODUCTION: Vertebral osteomyelitis often results from hematogenous seeding of one or more vertebral
bodies. The incidence rate of vertebral osteomyelitis is 2.2/100,000 per year which has been up‐trending with
increasing rates of bacteremia. Risks include intravascular devices, advanced age, renal replacement therapy,
immunosuppressive drugs. Usually, Transrectal ultrasound guided prostate biopsy (TRUS) predisposes patients to
urinary as well as disseminated infection, but it can also result in vertebral osteomyelitis. These risks were
historically low, given the use of oral ciprofloxacin as prophylaxis but due to increased quinolone resistance, the
incidence of post‐TRUS related osteomyelitis is rising.
CASE DISCUSSION: A 58‐year‐old male with history of chronic alcoholism, CAD post stent and AICD placement,
Hypertension, hyperlipidemia, and prior history of falls; was found to have elevated levels of Prostate Specific
Antigen, and underwent ultrasound guided biopsy. Three days prior to the procedure, prophylaxis was started
with oral Ciprofloxacin. Three days after the procedure the patient returned complaining of high grade fever,
chills, rigors, dysuria, hematospermia and melena.
Urine studies revealed leukocytouria, nitrites, esterase and significant E. Coli bacteremia was found in the urine
culture, which was sensitive to quinolones. Laboratory exams also revealed leukocytosis with 39% band
neutrophils. The patient was at that time treated for urosepsis with intravenous antibiotics for seven days and
sent home. Six weeks later the patient returned to the ER, complaining of new onset of constant severe sharp
back pain, worsened with movement and radiating down to his left lower limb associated with tingling and
numbness. He also reported weight loss and subjective fevers. Physical examination showed a clean AICD surgical
site, and tenderness was appreciated over lumbar spine, decreased range of motion with flexion and extension,
para‐spinal muscle spasms and decreased power and sensation in the left lower extremity.
A CT scan of the lumbar spine showed lytic appearing density at inferior body of L4 and superior body of L5
associated with discitis. An asymmetric density extending laterally to left neural foramen at L4‐L5 was seen as
well. Nuclear scan also revealed increased activity supporting infection. Due to the recent ultrasound guided
prostate biopsy followed by the E. coli urosepsis, and classic CT/ Nuclear scan finding, the clinical diagnosis of
vertebral osteomyelitis was made without need of bone biopsy. Patient was treated with broad spectrum
intravenous antibiotics Vancomycin and Azactam for 6 weeks.
CONCLUSION: Post ultrasound prostate biopsy related sepsis is significantly increasing. The development of
insidious back pain following TRUS requires appropriate investigation for osteomyelitis, and although rare, it
should remain as an important differential diagnosis. The probability of readmission within 30 days of having the
procedure increased 4‐fold in the past decade, and the presence of osteomyelitis should be ruled out in these
patients.
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Abstract
Introduction: Opportunistic Infections (OI) are commonly seen in immunocompromised patients such
as those with uncontrolled diabetes, and malignancies. Members of the genus Rhizopus within the class
Zygomycetes can cause devastating OI. The most common presentation of Zygomycosis is rhinocerebral
(39%) and pulmonary disease (24%). Cutaneous infections are rarely encountered (<10% of cases). We
present here a young female with a history of uncontrolled Insulin Dependent Diabetes Mellitus (IDDM)
who presented with a left gluteal abscess secondary to an unusual infection with Rhizopus.
Case Presentation: A 19‐year‐old female with a past medical history of IDDM presented to our hospital
for management of profound hyperglycemia and a left gluteal abscess. Her gluteal swelling started as a
pimple‐like lesion 2 weeks prior to presentation, and increased in size then after with a central
discoloration of the overlying skin. She denied any history of trauma, use of needles, or a noticeable
bug bite. She also reported that she had similar lesions in the genital area and right leg in the past
which required incisions and drainages.
Review of systems was negative except for aforementioned symptoms. Vitals signs were normal.
Examination revealed a discolored and necrotic skin area overlying a left gluteal cystic swelling.
Tenderness, fluctuation and induration were appreciated on further evaluation.
On further history, it had been revealed that patient had not been taking her insulin for last 2 days.
Laboratory findings were significant for blood sugar of 400 mg/dl, HbA1C of 10%, WBCs of
14.3cells/mm3, and a negative ketones level. She was admitted to critical care unit and started on
insulin and empirical antibiotics. Then after, she underwent an incision and drainage procedure. Blood
cultures remained negative but surprisingly the abscess cultures came out positive for Rhizopus
species.
Discussion: Sites of cutaneous Zygomycosis formation occur at the sites of intramuscular injections,
insulin injections and catheter insertions. Patients usually presents with a firm and painful skin lesion
and a dark eschar. Diagnosis is made by biopsy and culture which reveals the cutaneous fungal. Blood
cultures are rarely positive. Systemic antifungal therapy and surgical debridement is the mainstay of
therapy. Our case is compelling because Rhizopus is rarely found in the skin abscess and should be
considered in the differentials especially in vulnerable populations.
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Abstract
Introduction: Kaposi sarcoma (KS) of the gastrointestinal (GI) tract was very rare before the AIDS
epidemic. GI involvement can precede, be synchronous, or develop without the appearance of skin
lesions. Typically, GI KS is asymptomatic but may present with gastric outlet obstruction,
intussusceptions or bleeding. Here we present a rare case of KS in a female who had no cutaneous
manifestations of KS.
Case Report: A 63 year old female with past medical history of HIV/AIDS (on HAART), CNS
toxoplasmosis, encephalitis, malaria and stroke presented with complaints of altered mental status and
dysphagia to solids and liquids for 4 months. She also reported of a 17 kg weight loss during this time.
Physical exam was normal. Laboratory results revealed anemia and thrombocytopenia along with CD4
count of 70. MRI brain W/WO contrast revealed resolving old ring‐enhancing lesions but new well
defined patchy areas of hyperintense lesions within multiple areas of the brain. An upper GI endoscopy
was significant for gastric polyps. Gastric antrum biopsy revealed spindle/vascular proliferation
demonstrating HHV‐8 and CD34 positivity consistent with KS.
Discussion: The majority cases of KS are asymptomatic and uncommon in females, hence diagnosis of
gastrointestinal KS remains a challenge. Prior to the widespread introduction of ART, the GI tract was
involved in approximately 40% of patients at initial diagnosis and in up to 80% at autopsy. With
continued tumor growth, considerable variation in clinical presentation occurs including abdominal
pain, nausea, vomiting, iron deficiency anemia and rarely mechanical obstruction. Male sex and low
CD4 counts are major risk factors for KS in HIV patients. GI KS lesions as seen on endoscopy are typically
hemorrhagic nodules and may occur in any portion of GI tract. Confirmation for presence of HHV‐8 and
CD34 using immunohistochemical stains on biopsy are crucial diagnostic tools as these patients should
be started on HAART as soon as possible. In recent studies, treatment using combined HAART and
systemic chemotherapy was associated with a significant reduction in morbidity and mortality.
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Abstract
Introduction: First described in 1896, Dieulafoy's lesion is a dilated aberrant submucosal vessel that
erodes the overlying epithelium in the absence of a primary ulcer. Its caliber is 1‐3mm, approximately
10 times the normal caliber of mucosal capillaries. It is usually found in the proximal stomach along the
lesser curvature, near the esophagogastric junction, although they can be seen anywhere in the
gastrointestinal tract. The vessel rupture usually occurs in the setting of chronic gastritis, which may
induce necrosis of the vessel wall. It usually manifests as a bleeding episode in male patients with co‐
morbidities including cardiovascular disease, HTN, CKD, DM2, history of NSAIDs and alcohol use.
Usually the bleeding episodes are self‐limited but they are recurrent and can be profuse.
Case report: 21‐yr‐old male with no significant past or family history presented to the ER after 3
syncopal episodes. These episodes were preceded by lightheadedness, nausea, and vomiting. He fell
down and hit his head. He denied any tongue bite, bowel/bladder incontinence, shaking limb
movements, chest pain, and shortness of breath. He denied smoking, alcohol or drug use. While being
in the ER, he had one episode of coffee ground emesis. After the patient experienced coffee ground
emesis in the ER, his hemoglobin dropped from 11 to 6.4 and he became hypotensive and tachycardic.
He was admitted to the ICU, kept NPO, resuscitated with IVF, given 2 units of PRBCs and provided with
IV Protonix. EGD done showed a bleeding Dieulafoy’s Lesion in the duodenum, which was injected with
epinephrine and 2 endoclips were placed. After 2 more PRBCs, his hemoglobin remained stable; he was
transferred to the general medical floor. Diet was carefully advanced and patient tolerated it well.
Endoscopy repeated 3 days later showed no evidence of bleeding and endoclips were secure in place.
Pt was discharged in a stable condition.
Discussion: Dieulafoy’s lesion is an uncommon cause of upper gastrointestinal bleeding. While it should
be suspected in patients having co‐morbidities like HTN, CKD, DM2, and alcohol use, it can present in
an otherwise young healthy adults as evidenced by our case. It should also be noted that while it
usually does not present as massive hemorrhage, it can present with significant GI bleeding. Endoscopy
is the modality of choice and is particularly helpful if performed during the episode of bleeding.
Endoscopic ultrasound may be useful in non‐bleeding lesions. Endoscopic hemostasis with epinephrine
injection, thermal coagulation or endoclip placement is the treatment of choice.
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Abstract
Introduction: Hemoptysis associated with discrete abnormal findings on chest radiograph usually
results in a diagnosis of neoplasm or Tuberculosis. We present a case of histoplasmosis that presented
with hemoptysis and solitary pulmonary nodule. Histoplasmosis is the most common endemic mycosis
in United States, and is mainly found in Central and Eastern states, especially in areas around
Mississippi and Ohio River valleys. It is also endemic in Mexico.
Case Report: 52 year old female with PMH of hyperlipidemia presented to ER c/o productive cough for
4 weeks. She had been having productive cough with yellowish phlegm with streaks of blood in it. She
also complained of subjective fevers and chills but denied shortness of breath, abdominal pain,
nausea/vomiting and sick contacts. She had intentional weight loss of 5lbs over past few months.
Family history was significant for lung cancer in father. She was a never smoker, did not use alcohol or
drugs. Worked in dry cleaning, born in Mexico and but had not traveled outside of NJ for past 13 yrs.
Physical Exam including cardiovascular and lung exam was unremarkable. Labs including CBC, CMP
were unremarkable. Chest radiograph showed 3cm oval nodule in right lower lobe of lung. CT of Chest
revealed 2.2 cm high density, mineralized posterior right lung base mass which was well circumscribed
along with borderline right paratracheal lymphadenopathy. Differentials included granulomatous
disease, tuberculosis, carcinoid, pulmonary hamartoma and malignancy. Further workup including
Sputum for AFB, Quantiferon Gold, HIV, Histoplasma urine antigen testing and serology for antibodies
was negative. Patient underwent a PET scan which showed the nodule with low metabolic activity most
consistent with carcinoid. To solve this diagnostic dilemma, she was admitted to hospital and
underwent Right lung lower lobectomy. Pathology of mass was consistent with histoplasmosis. Patient
was started on itraconazole with resolution of her symptoms and chest radiograph findings.
Discussion: The differential diagnosis of pulmonary nodules includes malignancy, benign lung nodules,
metastatic lesions and fungal infections. Our case presentation highlights the importance of
maintaining a high index of suspicion for unusual causes of hemoptysis in the absence of obvious risk
factors. Histoplasmosis can also present as mediastinal or hilar lymphadenopathy, mass, cavitary lung
disease. Diagnostic modalities include tissue biopsy, cultures of body fluids, histoplasma antigen
detection, or serologic tests for histoplasma specific antibodies. As in our case, Antigen detection and
serology may be both negative. Mild disease may not require any treatment. Otherwise, the mainstay
of therapy is anti‐fungal agents, either itraconazole or amphotericin B depending on disease severity.
Pulmonary nodules usually require no intervention; however excision may be necessary at times in the
work up of solitary pulmonary nodule as in our case.
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Abstract
Introduction: Cardiac Papillary Fibroelastoma (CPF) is rare primary cardiac tumor, described as small,
well‐defined pedunculated mass with a predilection of valvular endocardium, typically found on
autopsy or resections. As advancement of diagnostic modalities in cardiology, the reporting and
diagnosis of these tumors have been more sporadic with majority as case reports. We present here
case of young patient with recurrent strokes secondary to CPF.
Presentation: 21‐year‐old African American male with the history of Hypertension and past medical
history of 2 strokes and 1 Transient Ischemic Attack was brought to Emergency department with the
compliant of weakness and numbness in right lower leg for 6 hours associated with intractable nausea,
vomiting and photophobia, Vitals signs were within normal limits and on physical examination: patient
had vertical nystagmus of the right eye, loss of fine and deep touch of right lower limb with muscle
strength of 4/5, dysmetria and dysdiadochokinesis were noted on left side. Computed Tomography (CT)
of brain without Contrast was normal, Brain Magnetic Resonance imaging showed multiple new tiny
infarcts in left cerebellar hemisphere and old left frontal and Parietal Infarct, carotid Doppler and
transthoracic Echocardiogram (TTE) was normal and repeat transesophgal echocardiogram (TEE)
showed noted multiple echogenic masses on the right coronary and the noncoronary cusp with mild
aortic regurgitation noted and these masses were removed surgically and biopsy results were
consistent with Cardiac Papillary Fibroelastoma.
Discussion: CPF is benign tumor described as papillary structure arising from any endocardial surface
with predilection for cardiac valves, especially aortic or mitral valves. The left ventricle is predominant
nonvalvular site involved. The majority of clinical observation and data for fibroelastoma reported from
the retrospective studies. The size of the tumor varied from 2 mm to 70 mm. It usually presented with
Transient Ischemic Attack, Cerebrovascular accident, Myocardial Infarction, sudden death, heart failure,
presyncope, syncope, Pulmonary Embolism, blindness, and peripheral embolism. CPF can manifest
symptoms via several different mechanisms:(A) Obstruction of intracardiac flow causing valvular
dysfunctions. (B) Invasion of cardiac tissue can lead to arrhythmia and pericardial effusion and
tamponade (C) detachment of tumor can lead to Stroke, TIA or systemic embolization. Echocardiogram
remains preferred choice of diagnostic modality for presumptive diagnosis of CPF.
Conclusion: Surgical resection along with pathological evaluation remains the gold standard for the
diagnosis and strongly recommended for symptomatic patients to prevent further complication,
surgery should be considered in all symptomatic patients or patients with history of embolic events or
at risk of embolization, Coronary artery disease secondary to the mass, mobile fibroelastoma, size of
tumor >1 cm. Asymptomatic patients could be treated surgically if the tumor is mobile, as the tumor
mobility is the independent predictor of death or nonfatal embolization.

Category
Clinical Vignette

Name
Vinod Kumar

Additional Authors
Scander, Sameh MD,
Kumar, Vinod MD,
Nanavati, Sushant
MDFawzy, Antonious
DO, Paul, Namrata
MD.Michael, Patrick
MD.

Program
Saint
Joseph's
Medical
Center (M.
Anees Khan)

Abstract Title
Malignant Psoas
Syndrome Atypical
Presentation of
primary Sarcoma.

Abstract
Malignant Psoas Syndrome (MPS) first described by Steven Et All in 1990. MPS is the neuromuscular
syndrome of proximal lumbosacral Plexopathy secondary to malignant tumor. MPS is characterized by
ipsilateral Pain hip flexion associated with pathological and radiological involvement of psoas muscles
with malignant tumor. Most common malignant tumor causing MPS syndrome is endometrial cancer,
colon cancer particularly sigmoid cancer, leukemia, lymphoma melanoma, psoas metastasis with tumor
of unknown origin. We present here case of Patient diagnosed with Psoas abscess secondary to primary
Sarcoma.
57‐Year‐old Russian female with no past medical history presented to Emergency Department (ED) with
the compliant of (c/o) Crushing pain in the left lower quadrant of the abdomen for 3‐4 months, the pain
is intermittent, 5/10 in severity worsening with activity and relieved by nothing, radiating to back and
left thigh. She also has c/o night sweats for 3‐4 months, denied any weight loss, fever, chills, nausea,
vomiting, change in appetite, cough, chest pain, shortness of breath any redness or swelling of any joint
of the body. The patient also endorsed some difficulty in walking and some subjective feeling of change
in gait. Examination: Vitals signs were within normal limits, Pertinent Positive findings on abdominal
examination: Positive (+ve) for tenderness in left lower quadrant of the abdomen and Positive for left
Costovertebral angle tenderness and patient preferred to sit with hip in flexed position, patient had
pain with extension and internal rotation of hip (psoas sign). Computed Tomography of abdomen
showed Large necrotic Mass about 8x5.5 cm abutting psoas muscles and also thickened left psoas
muscles compared to right psoas muscles, differential diagnosis can be Psoas Abscess or reminiscent of
a lymph node mass, negative for any lymphadenopathy. Based on radiographic findings CT Guided
Incision and Drainage was performed, only 1 ml of non bloody fluid was drained and core biopsies were
taken, biopsy showed multiple small fragments of fibro muscular tissue infiltrated by cellular spindle
cells neoplasm, cells shows moderate to severe nuclear pleomorphic, findings areconsistent with high‐
grade sarcoma.
MPS is rare complication malignant tumor due to the involvement of Lumbosacral nerves by tumor, this
syndrome is characterized by painful flexion of thigh muscles and radiological or pathological
Involvement of Psoas muscles by tumor. Signs, and Symptoms could be weakness and numbness in leg,
difficulty in walking, abdominal pain, back pain. This syndrome is caused by ipsilateral nociceptive
neuropathic pain and Psoas muscle contraction causing painful hip flexion, the mechanism for this
syndrome is Muscle spasm, muscle contraction, PH and lactic acid level causing mechanical tumor
destruction and inhibition of angiogenesis. Therapy for this syndrome is multidimensional approach
with NSAIDS, opiates, muscles relaxants and physiotherapy and definitive treatment for this syndrome
is according to type tumor.
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Abstract
Acute Esophageal Necrosis (AEN) or, Black esophagus is a rare clinical pathology characterized as
diffuse, circumferential, necrosis of esophageal mucosa mainly in the distal part of esophagus on
esophagogastroduodenoscopy (EGD). It’s usually associated with multiorgan dysfunction with high
mortality rate of 30%.
A 61 years‐old Male with history of DM‐II, Hypothyroidism, and Duodenal perforation transported from
nursing home with accidental extrication of Percutaneous Endoscopic Gastrostomy (PEG), 6 months
prior to present illness, patient was admitted out‐of‐state hospital for duodenal rupture complicated
with sepsis transpiring patient to undergo tracheostomy and PEG placement, as a consequence of his
illness requiring placement in nursing home. His medication included levothyroxine, insulin,
ipratropium‐albuterol, morphine, amino acid infusion and fat emulsion for supplement via PEG tube.
While en route to the hospital, patient had three episode of bloody emesis and reported a brief episode
of hypoxia with Oxygen saturation in 70%, requiring high fraction of supplemental oxygen via trach
collar. On admission, patients Vitals signs were within normal limits. On examination, abdomen was
non‐distended with no stigmata of secretions or blood from patent PEG tube‐insertion site. Initial
investigations showed BUN 54 mg/dl with creatinine 0.9 mg/dl, hemoglobin 10.9 g/dl, leukocytosis
(29.4 K/mm3) with bandemia (11% of WBC count), and INR 1.1, Hypoalbuminemia (2.4 g/dl) was noted
along with elevated alkaline phosphatase (84 IU/L) and Alanine Aspartate (61 U/L). Patient was started
on crystalloid fluids, broad‐spectrum antibiotics for presumptive diagnosis of aspiration pneumonia as
the chest X‐ray showed infiltrate, and intravenous pantoprazole drip. Patient’s vitals signs remained
stable along with hemoglobin ranging above 9 g/dl, was scheduled for Esophagogastroduodenoscopy
(EGD). EGD showed severe esophagitis with diffuse dark mucosal discoloration, erosion and profound
ulceration in entire esophagus suggestive of ischemic necrosis. Following EGD, patient experienced
hypoxia with oxygen saturation dropping 68% on pulse oximetry accompanied with bloody mucoid
secretions. Upon suctioning for hemoptysis and secretions, O2 saturation improved 94% on pulse
oximetry with patient without any shortness of breath or chest discomfort. He was transferred ICU for
close monitoring. In ICU, he remained stable overnight with no urgent intervention requiring, and
eventually transferred to the medical floor. Overnight, patient had glucometer reading of 537 mg/dl
with additional laboratory investigation showing potassium 7.5 meq/L. EKG showed sinus tachycardia
with 121 beats/minute with new right axis deviation. Patient received calcium gluconate, kayelexate,
and Insulin‐D50%, he was awake and communicating. Subsequently within one hour, patient
experienced cardiac arrest and despite best treatment died.
This case illustrates that patients who are 65 years old with multiple co‐morbidities, such as diabetes or
respiratory failure presenting with hematemesis, AEN should be part of differential diagnosis. These
patients will require upper endoscopy for diagnosis and treatment consists of supportive therapy.
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Abstract
Osmotic Demyelination Syndrome (ODS) usually occurs with rapid correction of severe chronic
hyponatremia.ODS commonly present in patients with predisposed with chronic alcoholism,
malnutrition or liver disease. This is a case report of ODS, where the patient had complete resolution of
symptoms and radio graphic evidence of ODS.
54 years‐old male with history of chronic alcoholism presenting in altered mental state and initial
serum sodium concentration of 102 meq/L on admission. Within 16 hours, serum sodium peaked to
112 meq/L after rapid correction patient developed speech problem, confusion, tetra‐paresis with
aggressive behavior .Magnetic Resonance Imaging (MRI) Head demonstrated classic Central Pontine
Myelinolysis with sparring of periphery of pons. Patient was diagnosed with ODS in light of symptoms,
clinical examination and radiological findings. Over the course of next four months after physical
therapy and Supportive care, patient had complete resolution of symptoms and independently
conducting daily activities. This case report is unique where the patient presented with history of
alcoholism and malnutrition developed pseudobulbar palsy with MRI findings of Central Pontine
Myelonolysis had complete resolution of Symptoms.ODS is a unique neurological entity presenting with
symptoms of quadriplegia and pseudobulbar palsy inpatients with alcoholics and nutritional
deficiency, Now it frequently presents after rapid correction of sodium in hyponatremia. Predisposing
conditions are alcohol abuse, malnutrition, diseases, dehydration, liver dysfunction.
Mechanism for this disorder has been postulated that rapid rise in sodium concentration, the
movement of small molecules and water accompanies from glial cells, which leads to the destruction of
myelin. The neurons and axons are typically preserved. There is no inflammatory reaction associated
with osmotic demyelination, differentiating this process from multiple sclerosis, which is characterized
by marked perivascular inflammation. In several reports, central Pontine Myelinolysis(CPM) is well
described complication of rapid correction of severe Hyponatremia.Signs and Symptoms of
demyelination syndrome begin to appear 2 to 3 days after hyponatremia is corrected, include altered
Sensorium, dysarthria and dysphagia. Additional symptoms can be quadriparesis, stiffness of
extremities, impaired sensation and in severe cases can lead to coma, “locked‐in” syndrome and
death.MRI is the imaging modality of choice, demonstrate hyperintensity in central pons, where
demyelination has occurred secondary to increased water content in pontine region, mortality rate of
50% has been reported but with improved imaging techniques and early diagnosis have led to a better
prognosis for many patients. Most individuals improve gradually but still can have some residual
neurological complications.
Because of Severe complication of this disorder watchful correction of hyponatremia is recommended.
Correction of serum Sodium in patients with 2 days history or duration unknown, rate of rise in the
serum sodium concentration should be kept below 10mmol/L during any 24‐hour and 20 mmol/L
within 48‐hour period. Treatment of ODS is supportive.

Category
Clinical Vignette

Name
Ankit Agrawal

Additional Authors
Paris Charilaou

Program
Saint Peter's
University
Hospital
(Nayan
Kothari)

Abstract Title
Sickle cell disease
with sickle‐cell
hepatopathy: An
uncommon
complication of a
common disease.

Abstract
Introduction: Sickle cell syndromes can affect multiple organ systems in the body. We present a case of
sickle cell disease (SCD) causing acute sickle‐cell hepatopathy.
Case presentation: A 30‐year‐old African American male with history of SCD presented with severe left
lower extremity pain for 2 days. Although this pain was similar to his previous episodes, it was not
relieved by his home analgesics, therefore he presented to the hospital. He had no fever, nausea,
vomiting, chest pain, shortness of breath or abdominal pain on presentation. Past surgical and family
history was unremarkable. Home medications included folic acid with inconsistent with hydroxyurea
intake. On physical examination, he was in severe pain and in acute distress. Vital signs were normal, as
well as laboratory values, without elevated hemolysis markers.
During hospitalization, he developed leukocytosis and an acute drop in hemoglobin from 8.3g/dl to
6.8g/dL, requiring transfusion of one unit of packed RBC, without any subsequent drop. On the third
day of hospitalization, he complained of new‐onset, severe, right upper quadrant pain and AST and ALT
levels abruptly increased from normal to 1521UI/L and 1810UI/L, respectively. Alkaline phosphatase
was normal and total bilirubin was elevated to 3.3mg/dL, without jaundice. He had moderate‐to‐severe
right upper quadrant tenderness with negative Murphy’s sign. Abdominal Doppler ultrasound revealed
no acute liver pathologies, but revealed cholelithiasis without choledocholithiasis or cholecystitis.
Common bile duct diameter was 4.7mm with normal serum lipase, ruling out gallstone pancreatitis. A
CT abdomen/pelvis revealed no intra‐abdominal pathology. The patient was temporarily placed in ICU
due to his condition’s severity and need for patient‐controlled analgesia. The mainstay of treatment
was oxygen supplementation and aggressive fluid hydration. By day of discharge, his complete
metabolic panel normalized and his pain improved to minimal severity.
Discussion: SCD can cause vaso‐occlusive crisis in all the organ system of the body. Although not a
common manifestation, hepatobiliary system involvement in SCD is an emergency requiring prompt
evaluation. Hepatic vaso‐occlusive crisis can affect up to 10% of adult patients with SCD. Usual
presentation includes low‐grade fever, right upper quadrant pain, nausea, vomiting and jaundice, with
tender hepatomegaly. Transaminases are usually >300UI/L and bilirubin < 15mg/dL A sudden drop in
Hb/hematocrit, suggests probable hepatic sequestration crisis, as in our patient. In this case,
differential diagnoses included acute cholecystitis secondary to gallstones, acute sickle cell hepatic
crisis/hepatic sequestration crisis or less likely, mesenteric ischemia. In this patient, sickle cell
hepatopathy (acute sickle cell hepatic crisis with likely hepatic sequestration crisis) was diagnosed. If
not monitored and treated early, patients may develop fulminant hepatic failure, which may require
liver transplantation. Therefore, this case resonates the need for evaluating liver involvement in sickle
cell disease, which can help prevent the potential liver failure.
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Abstract
Introduction – Leukocytosis is often a sensitive sign of infection and may be elevated in a reactive or
leukemoid response. Chronic lymphocytic leukemia (CLL) is the most common leukemia in the western
world which accounts for almost 25% of all leukemias. A major cause of morbidity and mortality in
patients with CLL are recurrent infections and can be difficult to interpret considering the natural
presence of leukocytosis. The diagnosis of infection can often be misled by the normal level of white
blood cell (WBC) count in these patients as demonstrated in this case.
Case Description – A 57‐year‐old male with one year of untreated Intermediate grade CLL (Grade I), a
previous history of bilateral pulmonary emboli on Xeralto and recurrent pneumonia presented to the
hospital for a cough and hemoptysis for 2 weeks, unresponsive to levofloxacin therapy as an
outpatient. On physical exam, the patient appeared dyspneic with extensive adenopathy described as
smaller size compared to usual. On pulmonary examination, crepitations were present in the right
upper and middle lobe, and decreased breath sounds at the right lung base was noted. A WBC count of
8.0 cells/mm3 with 92% lymphocytes was seen, compared to his baseline of 38.8 cells/mm3 one month
ago, and 61.9 cells/mm3 six months ago. The patient also confirmed a similar response with prior
infections in the past encounters. Due to the change in WBC, the persistence of cough and hemoptysis,
and chest x‐ray findings suggestive of multifocal pneumonia, the patient was started on empiric
vancomycin and zosyn. His symptoms persisted despite antibiotics, and sputum gram stain and cultures
were negative. Subsequently the patient was scheduled for an open lung biopsy and vasculitis work up
was initiated. The biopsy confirmed diffuse alveolar damage (DAD) likely due to a viral infection as the
vasculitis work up was negative. The antibiotics were stopped after a 10‐day course, which caused a
resolution in the presenting symptoms. Anticoagulation was held in view of the hemoptysis and an IVC
filter was placed. Prior to discharge, his WBC had increased towards his baseline of 24.2 cells/mm3 and
a few months later it was 44.5 cells/mm3. He was discharged with pulmonary and oncology follow up.
Discussion –Commonly, increased WBC count is a marker of infection and leukocytosis signals acute
infectious challenges. Here we present a case of normalization of WBC of a patient with CLL. Although a
normal WBC count is generally interpreted as absence of infection, in our patient with a documented
infection, this was not a reliable marker. This paradoxical decline was likely due to an acute infectious
process, consistent with viral etiology with evidence of DAD, affecting the normal lineage of WBC in this
patient.
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Abstract
Introduction – Leukocytosis is often a sensitive sign of infection and may be elevated in a reactive or
leukemoid response. Chronic lymphocytic leukemia (CLL) is the most common leukemia in the western
world which accounts for almost 25% of all leukemias. A major cause of morbidity and mortality in
patients with CLL are recurrent infections and can be difficult to interpret considering the natural
presence of leukocytosis. The diagnosis of infection can often be misled by the normal level of white
blood cell (WBC) count in these patients as demonstrated in this case.
Case – A 57‐year‐old male with one year of untreated Intermediate grade CLL (Grade I), a previous
history of bilateral pulmonary emboli on Xeralto and recurrent pneumonia presented to the hospital
for a cough and hemoptysis for 2 weeks, unresponsive to levofloxacin therapy as an outpatient. On
physical exam, the patient appeared dyspneic with extensive adenopathy described as smaller size
compared to usual. On pulmonary examination, crepitations were present in the right upper and
middle lobe, and decreased breath sounds at the right lung base was noted. A WBC count of 8.0
cells/mm3 with 92% lymphocytes was seen, compared to his baseline of 38.8 cells/mm3 one month
ago, and 61.9 cells/mm3 six months ago. The patient also confirmed a similar response with prior
infections in the past encounters. Due to the change in WBC, the persistence of cough and hemoptysis,
and chest x‐ray findings suggestive of multifocal pneumonia, the patient was started on empiric
vancomycin and zosyn. His symptoms persisted despite antibiotics, and sputum gram stain and cultures
were negative. Subsequently the patient was scheduled for an open lung biopsy and vasculitis work up
was initiated. The biopsy confirmed diffuse alveolar damage (DAD) likely due to a viral infection as the
vasculitis work up was negative. The antibiotics were stopped after a 10‐day course, which caused a
resolution in the presenting symptoms. Anticoagulation was held in view of the hemoptysis and an IVC
filter was placed. Prior to discharge, his WBC had increased towards his baseline of 24.2 cells/mm3 and
a few months later it was 44.5 cells/mm3. He was discharged with pulmonary and oncology follow up.
Discussion –Commonly, increased WBC count is a marker of infection and leukocytosis signals acute
infectious challenges. Here we present a case of normalization of WBC of a patient with CLL. Although a
normal WBC count is generally interpreted as absence of infection, in our patient with a documented
infection, this was not a reliable marker. This paradoxical decline was likely due to an acute infectious
process, consistent with viral etiology with evidence of DAD, affecting the normal lineage of WBC in this
patient.
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Abstract
Introduction: Autoimmune adrenalitis is one of the commonest causes of primary Adrenal
insufficiency. Adrenal insufficiency results in a lack of mineralocorticoids – which are physiological in
maintaining fluid volume, sodium homeostasis. Aldosterone acts on Mineralocorticoid receptors in the
DCT, resulting in increased reabsorption by affecting the permeability of the cell membranes.
Glucocorticoids maintain sodium homeostasis. Addison’s disease often manifests with hypoglycemia,
hypotension, hyponatremia and hyperkalemia.
Case Presentation: This is a 61 year old Caucasian lady, admitted after developing acute onset vomiting
for one week. She noted having 4‐5 episodes of NBNB, small volume vomitus during the past week with
1 episode of diarrhea. She also noted progressively worsened lethargy and fatigue over the past month.
With daily water intake of 2‐2.5lts to hydrate herself. Her only significant Past medical history was of
COPD. Her FH significant of Hashimoto’s thyroiditis in her mother and daughter. Physical exam was
unremarkable, except for positive orthostasis. Her labs were significant for a Sodium of 107 at
admission, with a potassium of 4.9mEq/L with Metabolic acidosis. An AM cortisol level was low (4.1),
followed by a Cosyntropin test (positive for glucocorticoid insufficiency)‐ Post Cosyntropin, 30 min
Cortisol ‐ 5, 60 min Cortisol ‐ 4.8.
Her serum ACTH (910pg/ml) , Renin (11.91ng/mL/h) were high, with a Low Aldosterone (<1ng/dL). Her
21H Antibodies were positive. Her TSH and Blood glucose levels were normal. These tests are indicative
of Autoimmune Adrenalitis. She was treated with hydrocortisone and NS for correcting hyponatremia.
Discussion: Addison’s disease has a high prevalence of autoimmunity and familial linkage can be as high
as 10% in certain populations. In hypocortisolism, there occurs decreased sodium reabsorption( by 1%),
which is adequate to cause dehydration, hypotension and shock.
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Abstract
INTRODUCTION: Dengue Fever is caused by rapidly spreading mosquito borne RNA virus. Patients
presenting symptoms may range from asymptomatic fever to more complicated course like
hemorrhagic fever and shock including death. The incubation period of Dengue infection ranges from 3
to 14 days and symptoms typically develop between 4 and 7 days after the bite of an infected mosquito
Aedes Aegypti or Aedes Albopictus.
CASE DESCRIPTION: 32 M comes in with history of high‐grade fever and chills for 5 days. He came back
to US from Southern part of India 11 days prior to presentation and his symptoms started 4 days prior
to presentation to hospital. He had severe pain in extremities and abdomen, also had headache,
generalized weakness, nausea, vomiting, diarrhea and sore throat. On presentation, his physical exams
were grossly normal and tourniquet test done was negative. His platelets count dropped to 19 from
152 and also had hemo‐concentration. Malaria smear was negative. He also had mild transaminitis.
Considering him to be a high risk for hemorrhagic conversion, he was transferred to ICU for close
monitoring and managed symptomatically. He received one unit of platelets and intravenous fluids.
Once his platelet count and hemodynamics improved, he was transferred to regular floor. Blood
cultures were negative. ID was consulted and CDC was also informed. His IgM and IgG dengue serology
were positive.
DISCUSSION: Dengue fever is a neglected tropical disease in USA but there has been few instances of
epidemics in some states of USA‐ Hawaii, Florida and Texas. Although it is a self‐limiting condition, but
early and accurate diagnosis is very important to reduce mortality. Our patient was discharged home
with improvement in platelet counts and hemodynamics. This case highlights the importance of
recognizing Dengue fever early, which can easily be mistaken for other infectious cause and if
recognized early can reduce the morbidity and mortality. Also Dengue has the potential to reemerge as
a public health threat in US as well. Health care practitioners in areas with dengue mosquito vector
should be aware of the risk of imported dengue resulting in an epidemic.
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Abstract
INTRODUCTION: Dengue Fever is caused by rapidly spreading mosquito‐borne RNA virus. Patients
presenting symptoms may range from asymptomatic fever to more complicated course like
hemorrhagic fever and shock including death. The incubation period of Dengue infection ranges from 3
to 14 days and symptoms typically develop between 4 and 7 days after the bite of an infected mosquito
Aedes Aegypti or Aedes Albopictus.
CASE DESCRIPTION: 32 M comes in with the history of high‐grade fever and chills for 5 days. He came
back to the US from the Southern part of India 11 days prior to presentation and his symptoms started
4 days prior to presentation to hospital. He had severe pain in extremities and abdomen, also had a
headache, generalized weakness, nausea, vomiting, diarrhea, and sore throat. On presentation, his
physical exams were grossly normal and tourniquet test done was negative. His platelets count
dropped to 19 from 152 and also had hemoconcentration. Malaria smear was negative. He also had
mild transaminitis. Considering him to be a high risk for hemorrhagic conversion, he was transferred to
ICU for close monitoring and managed symptomatically. He received one unit of platelets and
intravenous fluids. Once his platelet count and hemodynamics improved, he was transferred to the
regular floor. Blood cultures were negative. ID was consulted and CDC was also informed. His IgM and
IgG dengue serology were positive.
DISCUSSION: Dengue fever is a neglected tropical disease in the USA but there have been few instances
of epidemics in some states of USA‐ Hawaii, Florida, and Texas. Although it is a self‐limiting condition,
the early and accurate diagnosis is very important to reduce mortality. Our patient was discharged
home with improvement in platelet counts and hemodynamics. This case highlights the importance of
recognizing Dengue fever early in New Jersey due to the high traveling immigrant population. Early
recognition of a disease reduces its mortality. Physicians need to be alert about tropical diseases even
in a temperate zone such as New Jersey. Practitioners in areas with dengue mosquito vector should be
aware of the risk of imported dengue resulting in an epidemic.
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Abstract
Symptoms of early stage gastric cancer may be indistinguishable from those of benign dyspepsia, while
the presence of alarm symptoms may imply an advanced and often inoperable disease.
A 94‐year‐old male from Honduras came in with 12 months of abdominal pain. Initially was mild. It
increased gradually over time, for the past month it has been sharp, intermittent, affecting the
epigastric region. Improves partially with Pepto‐Bismol and aggravated after food ingestion. He also
complained of dysphagia that initially felt as “food getting stuck in the middle of the chest”. Early
satiety, loss of appetite, and loss of 3 holes of his belt during the last 5 to 6 months was present as well.
There was no associated nausea, diarrhea, fever, night sweats or chills. He had seek for help before as
constantly diagnosed with dyspepsia and GERD.
The patient’s history was significant for non‐controlled hypertension.
On physical examination vital signs were stable. Patient appeared cachectic, had diffuse abdominal
tenderness.
Laboratory studies revealed Hgb 10.4, Hct 32.2, Albumin 3.0, Sodium 133 and Potassium 5.4.
A computerized tomography scan of the abdomen demonstrated dilatation and diffuse thickening of
the distal esophagus and irregularity of the stomach with a focal mass along the lesser curvature
measuring 5.0 x 3.2 cm. Widespread metastasis to adjacent organs was also noted. Endoscopic biopsy
showed gastric adenocarcinoma.
This case illustrates the importance of a high index of suspicion when treating patients with clinical
symptoms such as dysphagia and abdominal pain. Recognition of the condition is critical in prevention
of metastasis to other organs.
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Abstract
Background: Isolated spontaneous thrombosis of the right subclavian vein is a rare clinical problem.
Paget‐Schroetter Syndrome or “effort” thrombosis is the name for this rare syndrome that presents
with swelling and pain of the right upper extremity in an otherwise healthy athletic person.
Case Presentation: A 22‐year old African‐American male, with no past medical history, presented with
48‐hour history of right upper arm swelling and pain, without any other symptoms. There was no
history of anabolic steroids use, intravenous drug abuse or family history of thrombophilia. Physical
examination showed edema of the proximal part of the right upper extremity, mildly cyanotic
fingernails and tenderness over the biceps and lateral shoulder areas. The left arm was normal. The
initial laboratory studies including complete blood count, electrolytes, and liver tests were normal. The
thrombophilia panel was normal. Ultrasound venous duplex revealed an almost‐occlusive thrombus in
the right subclavian vein with a free‐floating thrombus at the proximal axillary vein. Heparin infusion
was started for 48 hours with minimal‐to‐none improvement, subsequently receiving catheter‐directed
thrombolysis with tissue plasminogen activator under venography. Catheter thrombolysis by
interventional radiology failed to lyse the clot within 24 hours. Catheter exchange leading to clearance
of the clot burden 48 hours later, was performed. He was discharged on rivaroxaban and scheduled for
decompressive surgery.
Discussion: Primary subclavian vein thrombosis is a rare entity and its true incidence is estimated to be
1‐2 per 100,000 per year. Most commonly found in males (2:1 ratio) and usually reported with a history
of repetitive exercise, with propensity on the dominant side of the patient. All these features were
present in our patient case, pointing by the diagnosis of Paget‐Schroetter Syndrome. The diagnosis of
Page‐Schroetter Syndrome is established by the typical findings of edema of the arm, followed by
simple ultrasound duplex of the upper extremity. Differential diagnosis should include possible occult
malignancy, in this case, testicular cancer. Ultrasound venous duplex of the right upper extremity was
found to be 78%‐100% sensitive and 82%‐100% specific, making it the initial diagnostic test of choice.
The role of venography as a gold standard is seen where the ultrasound studies are indeterminate or
when an invasive intervention is planned. Venography will exhibit an occlusion of the subclavian vein
distal to the costoclavicular junction (Figure). Hypercoagulable states can be seen in up to 67% of
subclavian venous thrombosis, therefore a hypercoagulable workup is indicated as it will further modify
anticoagulation management.
Conclusion: Paget‐Schroetter Syndrome is a rare, yet straightforward diagnosis, where a thrombophilia
workup is indicated and providers should be vigilant for thrombolysis‐catheter failure.
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Abstract
Background: Neurosarcoidosis (NS) is a neuro‐inflammatory disease which presents with diagnostic
challenges. Occuring in 5‐16% of patients with sarcoidosis, NS has protean manifestations with varied
presentations such as uveoparotid syndrome, cranial oligoneuropathy, pituitary and/or hypothalamic
involvement or cauda equina syndrome. Here we present a case of NS presenting as facial droop and
hypothalamic dysfunction and review the varying spectrum of clinical manifestations of NS.
Case Report: A 32‐year‐old Caucasian male presented with acute right facial droop and slurred speech
lasting for 15 minutes. He reported four prior episodes of diplopia, lasting about 30 minutes with
gradual recovery and no weakness or sensory disturbances. Past history includes chronic dry cough for
2 years and testosterone replacement for central hypogonadism for last 6 months. Vitals were normal.
Labs revealed a normal cell count and chemistry. Serology showed low total and free testosterone and
low follicle stimulating hormone and low luteinizing hormone. Spinal fluid showed 39 white cells (97%
lymphocytes), low glucose (29 mg /dl), high protein (109 mg/dl), no oligoclonal bands and normal
angiotensin converting enzyme level. Spinal fluid culture, Lyme molecular testing and acid fast staining
were negative. Contrast magnetic resonance imaging of the brain showed extensive nodular
leptomeningeal enhancement, most prominent along the cerebellar surface and 9mm solid
enhancement within hypothalamus and trace enhancement around optic nerves (figure). On CT
thorax, multiple 1‐2 centimeter paratracheal, subcarinal, hilar and perihilar lymph nodes were seen.
Transbronchial lymph node biopsy demonstrated granuloma formation (Figure). Because history and
imaging was consistent with NS, he was started on prednisone 1mg/kg/day for four weeks with slow
prednisone taper. Patient responded well to the treatment and showed improvement clinically and
radiologically.
Discussion: Intracranial NS has a predilection for the basal leptomeninges, commonly affecting the
cranial nerves, but any part of the brain may be involved, resulting in a wide spectrum of clinical
syndromes. Diagnosis should be suspected in patients with sarcoidosis who develop new neurological
symptoms, those presenting with syndromes highly suggestive of neurosarcoidosis, or neuro‐
inflammatory disease after common causes have been excluded. Symptomatic patients should be
treated with high dose corticosteroids, and if clinically indicated other immunosuppressants such as
hydroxychloroquine, azathioprine, cyclophosphamide or methotrexate should be added. Anti‐TNF
alpha therapies may be considered in refractory disease.
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Abstract
Introduction: Complementary and alternative medicine use is as widespread in the United States today
as it is across the globe. Its use is assumed to be safe and free from side effects. In addition to organic
compounds Ayurveda uses lead, arsenic and mercury as active elements in its formulations. Cases of
lead toxicity have been reported with the use of ethnic remedies when used for the treatment of
haemorrhoids, psoriasis and tooth pain. We report a rare case of chronic lead poisoning from an herbal
remedy used for diabetes management.
Case: A 60‐year‐old Indian male presented with complaints of multiple bouts of squeezing, non‐
radiating abdominal pain all over his belly for the past 5 years which had worsened in intensity and
frequency over the last week. Peaking to an intensity of 10/10 in minutes the pain was often
accompanied by nausea but not vomiting, fever, sweats, chills, rashes, flatulence, photosensitivity or
urinary complaints. He recognized no aggravating factors or relation to food intake. Ibuprofen and
acetaminophen had provided only marginal relief. Extensive testing over the past 5 years including
computed tomography scans, ultrasounds and endoscopies had yielded no answers. His other
complaints were significant for diffuse vague aches and pains, headaches, constipation, tingling in his
feet, recent erectile dysfunction, insomnia and irritability. He was on treatment for diabetes,
hypertension and anemia. His medications included: metformin, insulin (glargine & aspart), aspirin,
simvastatin, losartan, iron and “Madhumehatakvati” – an herbal supplement for diabetes management
from India which he had been consuming for the last 10 years. He lived in a house built in 1985, worked
as a researcher at Colgate, did not drink or manufacture his own alcohol or abuse illicit drugs.
His vitals were stable, conjunctivae were pale, and the junction of the teeth and the gums showed
discolouration (Burton’s Lines). Abdomen was non‐tender with no organomegaly. Both feet showed
decreased sensation to monofilament testing.
Lab analysis showed microcytic anaemia (Hb 8.8 gm/dl; MCV 78.8 fL;), basophilic stippling on peripheral
smear and markedly elevated serum lead (142 mcg/dl) and zinc protoporphyrin levels (718 mcg/dl).
Plain abdominal radiograph showed 5 pill‐sized radiopaque foreign bodies. He was started on chelation
with succimer and poison control was notified.
Discussion: In Ayurvedic medicine, lead is considered an aphrodisiac and its presence in diabetes
preparations may be to counter the impotence associated with diabetic neuropathy. Analyses of some
of these remedies have often found lead concentrations thousands of times the FDA’s upper limit of
normal for water or candy. With the Ayurvedic market projected to grow at 16% over the next decade,
this case questions the need to potentially revisit dietary supplements regulation in the United States.
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Introduction: “I felt a high, an extraordinary degree of pleasure, different from that produced by wine .
. . and yet approaching nearer to it than any other sensation I am acquainted with.”
‐Sir Humphrey Davy
The effects of nitrous oxide (N2O) inhalation have been reported as far back as the 18th century, with
its euphoria described as a brief but vivid intoxication ‐ combining powerful euphoria with distortion of
time, space and sensation. Today much as in Davy’s time, students abuse this easily accessible agent for
its euphoriant properties. We report a case of severe myelopathy culminating in bilateral foot drop
secondary to its abuse.
Case: A 20‐year‐old woman started to feel numb on her soles 2 months prior to presentation. The
numbness progressed in a sock like distribution up to her knees. Subsequently, she experienced
difficulty walking, imbalance and began dragging her toes. On presentation, her debility had progressed
to an inability to raise her feet or wiggle her toes. Prior to symptom onset, she had been inhaling 5‐10
cartridges of “whippets” daily for 2½ months by filling them in balloons. B12 supplements given by a
friend experiencing similar symptoms had halted the progression of her symptoms. On examination,
she had a GCS of 15, bilaterally obtunded fine touch, tactile localisation, 2‐point discrimination and
vibration perception up till the L5 dermatome with foot drop. Lehermitte’s sign was positive, Babinski’s
sign was negative and her gait was high steppage. Investigations revealed hemoglobin: 14.2 g/dl, MCV:
88.8 fL, Vitamin B12 level: 874 pg/ml, homocysteine: 17.3 umol/L and normal methylmalonic acid level.
T2/Short tau inversion recovery (STIR) signal abnormality was seen in the cervical dorsal column
extending from C2‐C6 with concomitant corticospinal tract involvement. A diagnosis of subacute
combined degeneration of the spinal cord (SCDS) was made secondary to Vitamin B12 inactivation by
N2O. She received Vit. B12 injections and by 2 months achieved almost complete recovery.
Discussion: A potent oxidising agent, N2O oxidises the body’s reserves of Vitamin B12. This halts
homocysteine methylation and isomerization of methylmalonyl CoA to succinyl CoA. DNA synthesis is
impaired and accumulated substrate participates in fatty‐acid synthesis that deposit in myelin thus
impairing nerve conduction and precipitating SCDS. Our patient’s normal Vitamin B12 and
methylmalonic acid and low homocysteine levels is explained by toxic Vitamin B12 inactivation with
partial resolution from self‐administered B12 supplementation. Patients with N2O intoxication may
present with normal haematology parameters and low/normal Vitamin B12 levels. This should not
misguide clinical suspicion as sometimes it is the Vitamin B12 activity which may be impaired and not
the levels themselves. It is the elevated homocysteine and normal/elevated methylmalonic acid which
helps clinch the diagnosis.
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Introduction: Complementary and alternative medicine use is as widespread in the United States today
as it is across the globe. Its use is assumed to be safe and free from side effects. In addition to organic
compounds Ayurveda uses lead, arsenic and mercury as active elements in its formulations. Cases of
lead toxicity have been reported with the use of ethnic remedies when used for the treatment of
haemorrhoids, psoriasis and tooth pain. We report a rare case of chronic lead poisoning from an herbal
remedy used for diabetes management.
Case: A 60‐year‐old Indian male presented with complaints of multiple bouts of squeezing, non‐
radiating abdominal pain all over his belly for the past 5 years which had worsened in intensity and
frequency over the last week. Peaking to an intensity of 10/10 in minutes the pain was often
accompanied by nausea but not vomiting, fever, sweats, chills, rashes, flatulence, photosensitivity or
urinary complaints. He recognized no aggravating factors or relation to food intake. Ibuprofen and
acetaminophen had provided only marginal relief. Extensive testing over the past 5 years including
computed tomography scans, ultrasounds and endoscopies had yielded no answers. His other
complaints were significant for diffuse vague aches and pains, headaches, constipation, tingling in his
feet, recent erectile dysfunction, insomnia and irritability. He was on treatment for diabetes,
hypertension and anemia. His medications included: metformin, insulin (glargine & aspart), aspirin,
simvastatin, losartan, iron and “Madhumehatakvati” – an herbal supplement for diabetes management
from India which he had been consuming for the last 10 years. He lived in a house built in 1985, worked
as a researcher at Colgate, did not drink or manufacture his own alcohol or abuse illicit drugs.
His vitals were stable, conjunctivae were pale, and the junction of the teeth and the gums showed
discoloration (Burton’s Lines). Abdomen was non‐tender with no organomegaly. Both feet showed
decreased sensation to monofilament testing. Lab analysis showed microcytic anaemia (Hb 8.8 gm/dl;
MCV 78.8 fL), basophilic stippling on peripheral smear and markedly elevated serum lead (142 mcg/dl)
and zinc protoporhyrin levels (718 mcg/dl). Plain abdominal radiograph showed 5 pill‐sized radiopaque
foreign bodies. He was started on chelation with succimer and poison control was notified.
Discussion: In Ayurvedic medicine, lead is considered an aphrodisiac and its presence in diabetes
preparations may be to counter the impotence associated with diabetic neuropathy. Analyses of some
of these remedies have often found lead concentrations thousands of times the FDA’s upper limit of
normal for water or candy. With the Ayurvedic market projected to grow at 16% over the next decade,
this case questions the need to potentially revisit dietary supplements regulation in the United States.
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Abstract
Case Report: 71‐year‐old female presented to the emergency department referred from her primary
doctor for a raised creatinine. The patient did not report any urinary symptoms, muscle pain, fever, or
symptoms of infection. She has a past medical history of DM, HTN which are well controlled, and no
recent changes in her medication.
On admission her vitals were stable, with a normal physical exam and no signs of dehydration.
Laboratory workup showed a creatinine of 4.57 mg/dl, a BUN of 31 mg/dl, and hemoglobin of 9.
Creatine kinase was elevated to 5403 U/L , with a CK MB fraction of 19.7 ng/mL and a negative
troponin. Electrolytes within normal limits. Urinalysis was consistent with rhabdomyolysis and negative
for infection. TSH 86 mU/L and fT4 was less than 0.25 ng/dL. She was started on a low dose of
levothyroxine (50ug). Her CK MB improved with profuse hydradion.
Discussion: Hypothyroidism is a common endocrine disorder with symptoms ranging from
asymptomatic to the most serious myxedematous coma. It can be associated myopathy when there are
risk factors like advanced age, alcohol intake, DM, liver disease, and kidney disease. Rhabdomyolysis is
a fairly common diagnosis that has multiple causes, which most of the time is caused by muscle trauma
or vigorous exercise. It has also been associated with increase alcohol intake and drugs such as statins.
And in some rare cases, secondary to endocrine disorders like diabetes mellitus. It is a syndrome
characterized by muscle necrosis and the release of intracellular muscle content into plasma. Most of
the time it presents with severe muscle pain, weakness, hematuria, but in some cases, it could be
asymptomatic. Diagnosis is made by laboratory results which elicit elevated levels of creatine kinase.
Different causes for non‐traumatic Rhabdomyolysis are known, such as electrolyte imbalances,
endocrinopathy, infections and heat exposure. Rhabdomyolysis from hypothyroidism however, is rare.
There have been very few cases of rhabdomyolysis caused by hypothyroidism, and in most cases, there
is association with precipitating factors like exercise, trauma, drugs, most commonly statins and
alcohol.
The cause of Rhabdomyolysis secondary to hypothyroidism is unclear. Various hypotheses have been
presented by different authors such as: impaired mitochondrial oxidative metabolism, induction of
insulin‐resistant state, and decrease muscle carnitine levels. Until now, there is no explanation that has
been completely accepted. It has been proven that thyroxine affects energy metabolism and its
deficiency leads to abnormal glycogenolysis. It also affects mitochondrial oxidative metabolism and
triglyceride turnover, which impair muscle function, low myosin ATPase activity and low ATP turnover
in skeletal muscle. This case is another example of an uncommon but possible cause for
Rhabdomyolysis, Hypothyroidism.
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Abstract
Introduction: The IgG4‐related disease is an increasingly recognized immune‐mediated condition
comprised of a collection of disorders. The commonly shared features include tumor‐like swelling of
variable organs, a lympho‐plasmocytic infiltrate with IgG4‐positive plasma cells and a “storiform”
patterned fibrosis. Focal chronic pancreatitis and autoimmune pancreatitis are the two benign
processes that are most commonly mistaken for pancreatic malignancy on CT or ultrasound. Here we
described a case of IgG4 related pancreatic mass.
Case Description: A 48‐year‐old male with diabetes mellitus presented with yellowish discoloration of
urine and skin for one month. This was associated with generalized itching and pale stool. Within one
year prior to presentation, the patient lost almost 70 pounds of weight. No history of fevers, chills,
abdominal pain, change in bowel frequency or blood transfusion.
Vitals on admissions were within normal limits. Initial physical examination showed a thin male with
icteric sclera, temporal wasting, thin extremities with yellow‐colored skin and excoriation from
scratching.
Initial investigations on admission showed T. Bilirubin 18.1 with ALP 255 and normal AST, ALT, Lipase
and PT/INR. MRI abdomen showed intrahepatic and extrahepatic biliary duct dilation. Hepatitis B,
Hepatitis A, Antimitochondrial antibody and Anti‐smooth muscle antibody were negative. CA 19‐9 was
41. EUS showed hypoechoic irregular 30 mm X 20 mm pancreatic head mass with celiac
lymphadenopathy. The patient underwent ERCP and sphincterotomy and stent placement. Cytology
showed benign glandular cells without malignant cells. Even after stenting patient’s bilirubin was
increasing, therefore patient was scheduled for surgery for removal of the mass. Before the surgery
IgG4 level was requested which was 539 mg/dl and biopsy was obtained which showed intrahepatic
and intracanalicular without fatty changes or Iron deposition and it was positive for IgG plasma cells
with IgG4. We canceled the surgery, the patient was started on oral glucocorticoids and discharged. On
follow up, patient improved significantly and T. Bilirubin was 0.4
Discussion: This patient presented with biliary tract obstruction. The diagnosis and management
represented a challenge. Although high initial suspicion for pancreatic cancer on further investigation,
the raised IgG4 and response to therapy guided us towards the diagnosis of this rare entity. Because
the epidemiology of IgG4 is not well understood always consider this entity on the investigation of a
pancreatic mass, therefore EUS‐guided biopsy is recommended if a diagnosis of chronic or autoimmune
pancreatitis is suspected.
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Abstract
Case Description: A 77 year‐old female with hypertension and myasthenia gravis (MG) presented with
two weeks of worsening diplopia and nasal speech. She reported no shortness of breath, dysphagia, or
increased extremity weakness. She has had no fevers, chronic cough, or urinary complaints and had
never been intubated for her MG. Home medication included metoprolol, Mestinon and prednisone,
with a prednisone increase one week prior due to worsening nasal speech. She also reported addition
of Mirabegron for her overactive bladder one week ago.
Physical exam was remarkable for bilateral ptosis, hyponasal speech, neck flexion motor weakness, and
proximal arm motor weakness. CBC, BMP, and urinalysis were all within normal limits. Chest x‐ray
showed no infiltrates or effusions.
She was admitted to the intensive care unit for monitoring and continued on her home dose of
mestinon and prednisone, and started on intravenous immunoglobulin (IVIG).. Metoprolol was
switched to Norvasc, and. Mirabegron was held. With IVIG and discontinuation of mirabegron,
symptoms resolved.
Discussion: This case highlights a rare, atypical cause of myasthenia crisis. Myasthenia crisis is a
complication of MG. Mysethenia Gravis is an autoimmune disorder in which antibodies form against
acetylcholine nicotinic postsynaptic receptors at the neuromuscular junction of skeletal muscles, fixing
complement, and reducing the number of AChRs over time. The cardinal feature is fluctuating skeletal
muscle weakness, often with true muscle fatigue. Myasthenia crisis is characterized by worsening of
muscle weakness, which may result in respiratory failure severe enough to require intubation and
mechanical ventilation. Precipitating medications commonly include multiple antibiotics classes
(penicillamine, quinolone derivatives, macrolides, etc.), cardiovascular agents (Calcium channel
blockers, beta blockers, anti‐arrhythmics), and corticosteroids (1). There is little to no discussion of
mirabegron being the source of a myesthenic crisis. Mirabegron is a beta‐3 agonist used for treatment
of overactive bladder, via relaxing the detrusor muscle, and proposed as an alternative, as first line
antimuscarinics, are contraindicated in MG. However, we offer an association between Mirabegron and
MG crisis, and further studies are needed to ascertain a causal link.
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Abstract
Introduction: Infective endocarditis (IE), has increased in incidence in last decade from 11 in 2001 to 15
cases in 2011 per 100,000 population with 10,000 to 15,000 cases in USA annually.[1] Embolization
occurs in 13‐49% of patients with IE and approximately 35% patients manifest cerebrovascular
complications of IE, of which embolic stroke is one of them.
Case Description: 66 year old female with history of COPD, Hypertension, and hyperlipidemia presents
to ED with complaints of generalized body aches, fever, chills and sweats for 2 weeks associated with
fatigue, nausea and decreased appetite. On admission, vital signs were significant for blood pressure of
76/50 mmHg, arterial oxygen saturation 90% on room air and physical examination was normal except
poor dentition and rales on bilateral lung bases. Pt was started on Ceftriaxone empirically. On day 2 of
admission, 1st blood culture was positive for Streptococcus Gordonii that was pan sensitive and
Ampicillin and Vancomycin was started to treat bacteremia. However, on day 4 of hospitalization,
patient complained new onset left sided numbness in upper and lower limbs which resolved in 90
minutes without medical intervention. Echocardiogram revealed large (>20 mm) mobile mass adherent
to the posterior leaflet of the Mitral Valve(MV) in the left atrium and moderate mitral valve
regurgitation. MRI of brain with and without contrast was performed as similar numbness recurred
within 3 hours of first episode. MRI revealed multiple bilateral supratentorial and infratentorial foci of
decreased diffusibility, suspicious for cerebral septic emboli. Patient underwent cardiac catheterization
before valve replacement that revealed she has 90% Right Coronory Artery(RCA) stenosis. Patient's 7
teeth with perioapical pathology were extracted before she underwent CABG for 90% stenosis in RCA
with eventual Mitral Valve replacement.
Discussion: This case highlights that streptococcus gordonii, a member of viridans group streptococci
can be associated with cerebral septic emboli and increases morbidity and mortality in IE. The
proportion of IE due to Streptococcus species increased from 24.8% in 2000 to 27% in 2011, a relative
increase of 10.6%.[1] Embolic events occur in 13‐49% patients and in hospital mortality in IE is as high
as 16 to 35%.[2] New embolic events (EE) are observed in almost 7.5% patients with native valve IE. On
echocardiogram, visible vegetation is associated with 31% mortality and valve regurgitation is
associated with 37.2% mortality with Odds ratio significant for 2.09 and 2.67, respectively.[2]
Therefore, it would be prudent from this case to perform early echocardiogram in patients with
bacteremia for risk stratification based on vegetation mobility and size; and performing brain MRI and
head CT scan to uncover asymptomatic cerebral emboli and reduce mortality and morbidity, before
clinical embolic strokes occur. [2,3]
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Abstract
L‐ transposition of the great arteries in adults is very rare and is usually associated with multiple cardiac
malformations which usually causes a clinical picture unveiling its diagnosis. In the rare case of an
isolated picture with minimal cardiac malformations, the patient can live through the younger years
relatively healthy, but eventually may develop heart failure due to natural progression of the disease.
Here, we discuss a case of a patient with a background of L‐ transposition of the great arteries that had
no other congenital anomalies, who presented with NSTEMI but his complicated background increased
the dilemma in management.
A 53‐year‐old male presented with a history of central chest pain for a day. He had a background of
chronic atrial fibrillation (on warfarin), hypertension, hyperlipidemia, HFrEF (EF 30%) and L type
(corrected) TGA, a congenital heart disease diagnosed one year priork.
His physical exam was unremarkable except for an irregularly irregular pulse and trace pedal edema.
On labs, his troponins were significantly raised with an increasing trend of 0.12à 2.58à6.64 for which
the patient was started on an ACS protocol and cardiology was consulted. The echocardiography
revealed the complicated anatomy along with global hypokinesis and severe systolic dysfunction.
The patient continued to be symptomatic despite medical management and, initially cardiac
catheterization was delayed due to the complex coronary anatomy that may be present during the
procedure. He underwent cardiac catheterization which showed no obstructive lesions, but did show
unusual anatomy from the coronary cusps due to the L‐Transposition of the ventricles. The patient was
discharged pain free and was asked to follow up.
This is one of the few cases that illustrates a patient with L type TGA, with no other associated cardiac
lesions living a healthy life into late adulthood. The catheterization, although unremarkable for
obstructive lesions, was a good demonstration of the “inversion” aspect of the disease. With the
advent of more advanced pediatric cardiac surgeries and increased life expectancy, these conditions
may begin to increase in prevalence and understanding of their existence and presentation will be
important to improve morbidity and mortality
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Abstract
Introduction: Furosemide is a common medical drug prescribed for symptoms of both pulmonary and
peripheral edema. All medical drugs have the potential to cause dermatological adverse reactions.
Acute generalized exanthematic pustulosis (AGEP) is an immunological reaction that can be life
threatening and is important to be aware of considering the prevalence of medicines like furosemide
used in clinical practice.
Case: A 63 year old female with a past medical history of rheumatoid arthritis and epilepsy, but on
current medications, was seen in an urgent care panel at her primary doctor’s office for a three day
history of a skin rash that started 8 days after being prescribed furosemide for lower extremity edema,
whilst the cause was investigated. The patient complained of a rash that started on her chin abruptly
and neck and spread to involve her cheeks and upper chest. She described pruritus, but no fevers, pain,
fatigue or shortness of breath. She did not report any change to cosmetic products, bites or sick
contacts. She did however, note that the skin rash had started to improve. On examination, the rash
was warm, erythematous and swollen with scattered pustules over the face, neck and chest. She had
no lymphadenopathy, wheezing or mucosal involvement. Due to the timing of the rash and clear
history of a common trigger, a clinical diagnosis was made and a decision to delay further tests but to
monitor closely was made. The patient recovered from her rash within a few days and further
medicines were held whilst the edema was investigated further.
Discussion: AGEP is an immunological reaction that is due to an adverse reaction from a medicine in
the majority of cases. Usually an etiology can be explained from the clinical history as seen in this case
report and in the majority of cases this can resolve with discontinuation of the offending agent.
Furosemide is a very common drug used in both the outpatient and inpatient setting, and has been
implicated to cause AGEP in some cases. It is important to be aware of furosemide and its
dermatological adverse reactions in order to identify a side effect that can cause unnecessary
treatment and angst for the patient.
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Abstract
Introduction: We present a rare case of bacteremia associated with spontaneous bacterial peritonitis
(SBP) to review the importance of a detailed social history, including pet and animal exposures. We
also offer the diagnostic and management review, a rare cause of SBP, and highlight the importance of
timely initiation of antibiotics in suspected SBP.
Case: A 73 year old male with Hepatitis C and Alcoholic liver disease presented with two days of
worsening dyspnea and confusion. Two days prior to presentation, he was feeling weak, tripped, and
fell in the kitchen but did not lose consciousness or sustain injury. He was unable to stand by himself
and denied preceding fever, chills, or abdominal pain. Vitals were stable on admission, and physical
exam revealed a soft abdomen without any obvious fluid thrill. Laboratory exam revealed
hyponatremia of 123 g/dL and transaminitis consistent with alcohol induced liver injury, (AST 211: ALT
89: ALP 121) lactic acid 4 mmol/L, white blood count 23K c/mm3. Blood cultures grew gram negative
rods in less than 12 hours. Based on the history, a diagnosis of spontaneous bacterial peritonitis was
suspected an ultrasound guided paracentesis was performed. The patient was given 1L fluid bolus and
started on pipercillin‐tazobactam and one dose of gentamycin. Peritoneal fluid was positive for
Pasturealla multocida. After furthering questioning, the patient mentioned he had recently been
around his neighbor’s puppy the past one week and it had licked a cut on his arm several times.
Discussion: P. Multocida a gram negative rod, and part of the normal oral flora isolated in 25% of dog
bites and 60% of cat bites (II) It is rare cause of SBP in cirrhotic patients and patients receiving
peritoneal dialysis. Disseminated infection with p. multocida has shown to have a mortality rate of 20‐
30% in immunocompromised hosts, there are less than 20 cases described in the literature. Early broad
spectrum empiric antibiotics, with prompt narrowing to targeted treatment along with treatment of
the underlying liver disease is important in management of this severe infection. This case highlights
the severe effects an infection with p. multocida can have on an immunosuppressed patient and the
importance of prompt paracentesis and blood cultures to obtain the causative agent of infection and
targeted coverage.
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Abstract
Introduction: Achromobacter Xylosoxidans is a non‐glucose fermenting gram negative bacilli,
frequently associated with nosocomial infections, especially intravascular catheters. [1] Often patients
are immunosuppressed due to cancer or HIV infection. [2] We present the case of a febrile neutropenic
female with pancreatic cancer and Achromobacter port infection and discuss management challenges.
Case Presentation: A 50‐year‐old Female with recently diagnosed metastatic pancreatic cancer and
mediport placement was referred by her oncologist for a Hemoglobin of 5.5 g/dL. She related 2 tarry
black stools over two days and twice daily naproxen use for a month for suspected tumor fever.
Physical examination revealed an afebrile normotensive patient with pallor and abdominal distension.
Chemistry showed a white count of 34.8 K cells/microliter (86% neutrophils) and platelets of 625K
cells/microliter.
On day 2 patient had a temperature of 103o F; therefore, cultures of blood, urine, stool and sputum
were obtained before starting empiric piperacillin‐tazobactam and Vancomycin. Serous drainage and
erythema were noted at the mediport site, and cultured, which grew Achromobacter Xylosoxidans
susceptible to Ceftazidime, piperacillin‐tazobactam and Imipenem‐cilastatin, a pattern similar to
Pseudomonas species. The mediport was removed and patient completed a course of Ceftazidime.
Discussion: Description of this bacterial infection dates back to 1980 with a description of
Achromobacter associated with a pancreatic abscess. [3] Since then, as in this case, it has been
implicated in infections of immunocompromised hosts, often associated with pancreatic abscess or
cancer and central venous catheter infusions. [4] It should be an expected pathogen in nosocomial
infections, in previously described high risk patients, as it has been shown to contaminate saline and
disinfectant solutions. [5] A high index of suspicion is required as the only symptom is usually fever, and
inflammatory changes at the site may be absent. Once the infectious agent is confirmed, targeted
antimicrobial treatment is necessary, as resistance to beta‐lactams are common.
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Abstract
Case 1: A 21‐year old male with asthma presented with two days of fever, chest pain with deep
breathing, and progressive dyspnea. No cough or wheezing was reported. Social history revealed sexual
intercourse with men and women. Presenting temperature was 100.1o Fahrenheit, blood pressure
142/81 mmHg, pulse 116 bpm, respirations 18 breaths per minute, and oxygen saturation (SaO2) 88%
on room air. He was ill‐appearing with inspiratory crackles on exam. Chest x‐ray showed opacities
bilaterally. Arterial blood gas (ABG) revealed a moderately elevated alveolar‐arterial (A‐a) gradient.
Intravenous ceftriaxone and azithromycin were started. Two days later antigen/antibody testing
confirmed HIV/AIDS with CD4+ T‐cell count of 38 cells/uL, and viral load of 1078 copies/uL.
Bronchoalveolar lavage washings confirmed Pneumocystis pneumonia. Trimethoprim‐
sulfamethoxazole (TMP‐SMX) and prednisone were started, and hypoxia on ambulation progressively
improved.
Case 2: A 24‐year old man with no medical history presented with two weeks dyspnea on exertion.
Symptoms gradually worsened and became associated with productive cough. After having a fever
recorded at 103.4o Fahrenheit, he arrived for evaluation. He had no chest pain, and reported loose
stools. Social history included recent sexual intercourse with fifteen men and women. On presentation
temperature was 103.0o Fahrenheit, blood pressure 128/74 mmHg, pulse 125 bpm, respirations 19
breaths per minute, and SaO2 93% on room air. He appeared uncomfortable with thrush in the
oropharynx on exam. White blood cell count was 4.1 cells/uL with an absolute lymphocyte count of
0.45 cells/uL. Chest x‐ray showed diffuse bilateral opacities, and ABG revealed a moderately elevated
A‐a gradient. He was started on intravenous ceftriaxone and azithromycin along with oral fluconazole.
Antigen/antibody testing confirmed HIV/AIDS with CD4+ T‐cell count of 2 cells/uL, and viral load of
6130 copies/uL. Bronchoalveolar lavage staining confirmed Pneumocystis pneumonia. TMP‐SMX and
prednisone were started, and dyspnea on ambulation subsequently improved.
Discussion: These cases are classic for pneumonia caused by Pneumocystis jirovecii. A high index of
suspicion is required for diagnosis as nonspecific symptoms of fevers, dyspnea, and fatigue with or
without cough in young patients may be mistaken for community‐acquired pneumonia. Keys to
successful management are early recognition, and appreciation of the mortality associated with
inadequate treatment. As respiratory failure is an imminent concern, Infectious Disease Society of
America guidelines recommend adjunctive corticosteroids for patients with an A‐a gradient > 35 mmHg
or PaO2 < 70 mmHg on room air. This strategy may preclude the need for invasive ventilation in
patients with Pneumocystis.
The workup of these young patients illustrates the importance of a comprehensive approach for
patients diagnosed with lower respiratory tract infections, including HIV testing when indicated.
Pneumocystis remains an important opportunistic infection in this era of HIV‐infection as a chronic
illness, and requires clinical acumen and recognition for appropriate management.
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Abstract
Introduction: Phentermine is an atypical amphetamine analogue that acts mainly to increase
norepinephrine in the central nervous system (CNS), this drug is used to suppress appetite and it has
been approved for the treatment of obesity. Common side effects include dry mouth, insomnia,
headache, dizziness, fatigue, tachycardia, and palpitations. This drug is contraindicated in patients with
history of cardiovascular disease (e.g. coronary artery disease, stroke, arrhythmias, congestive heart
failure, uncontrolled hypertension). Two case reports have described an association between
phentermine and valvular heart disease or pulmonary arterial hypertension. Here we present a case of
cardiomyopathy and atrial fibrillation associated with use of phentermine.
Case Description: A 42‐year‐old Hispanic male with history of atrial fibrillation s/p cardioversion
presented with shortness of breath and palpitations. In the initial assessment the patient was found to
have a heart rate of 160. ECG was done which showed atrial fibrillation with rapid ventricular response
heart rate of 165. Patient was in his usual state of health and two days prior to this visit he developed
mild shortness of breath and palpitations. This has been associated with malaise and lack of energy.
Patient didn’t experienced resolution of symptoms therefore he decided to come to the ED.
On physical examination, BP: 130/80 mmHg, HR: 160 x min. RR: 12 x min O2 Sat: 95% on room air, BMI:
32.9. Patient was alert and oriented in time, place and person. Pulse was irregularly irregular, heart
without murmurs normal s1 and s2; lung examination showed bilateral basal crackles and lower
extremity edema. Past medical history of atrial fibrillation s/p cardioversion two years ago, 3 months
prior to this presentation the patient was in normal sinus rhythm. No electrolytes disturbances.
Echocardiogram showed left ventricular ejection fraction of 25% with severe global hypokinesis.
Patient was treated with diltiazem and carvedilol for rate control, xarelto for anticoagulation, and Lasix
for symptom control. On further investigation, we found that the patient had been taking phentermine
and Lasix for one month to lose weight. Prescribed by a private physician in a weight loss clinic. The
patient reported 17‐pounds weight loss in one month. We recommended him to stop any other
medication and avoid weight loss medications.
Discussion: Phentermine is the most widely used weight‐loss pharmacotherapy in the US. Although this
drug has several well‐known contraindications, we believe that most of these contraindications are
under appreciated by the prescribing physicians. Obesity pharmacotherapies must present no adverse
cardiovascular risks, and if present, should be outweighed by their other cardiovascular‐related
benefits. Further research in inappropriate prescribing practices in the US is needed.
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Abstract
INTRODUCTION: Pancoast's syndrome manifests commonly as a constellation of characteristic signs
and symptoms like shoulder and arm pain, Horner's syndrome, and also weakness and atrophy of the
muscles of the hand. Superior vena cava syndrome is a less common manifestation. It is caused by local
extension of an apical lung tumor, eponymously called Pancoast tumor, at the superior thoracic inlet,
however, other causes are also reported. We present a 68‐year‐old lady with Pancoast tumor who
presents with apparently acute development of SVC syndrome.
CASE REPORT: 68‐year‐old lady with past medical history of hypertension, chronic kidney disease,
breast cancer came for evaluation of right shoulder pain for 1 month. Pain began after she tried to lift
her suitcase. She mentioned unintentional 10 pounds weight loss over past 4 weeks. She had noticed
her right eye was smaller than the left eye and increased sweating over the right side of her face for 2
weeks. There was no sensation of deviation of angle of mouth or weakness of any limbs. Review of
systems was negative. The patient smoked for past 20 years and currently smoked 3 cigarettes per day.
Her vitals were normal except for a fever of 100.9 and heart rate of 107 beats per minute. On physical
examination, she was found to have right‐sided ptosis and miosis. Chest x‐ray revealed a new well‐
circumscribed right upper lobe opacity. CT scan showed a large right apical tumor measuring at least
4.7 x 5.6 x 4.5 cm in size with local extension and destruction of the adjacent right first and second ribs.
CT scan guided biopsy showed adenocarcinoma of the lung. On the fourth day of admission, she acutely
developed right upper extremity swelling as well as crampy pain, over a period of one day. However,
there was no dilated veins over upper chest, blurriness of vision, headache or stridor. Considering the
acuity of symptoms, we ordered a right upper extremity venous duplex scan. It showed deep vein
thrombosis involving the right subclavian and axillary veins. The patient was discharged on weight‐
based regimen of subcutaneous low molecular weight for further management of lung cancer.
DISCUSSION: It is essential to recognize the difference between a tumor causing Pancoast syndrome
and superior vena cava syndrome. The two entities are separate syndromes, however, Superior vena
cava syndrome can uncommonly be a presentation of Pancoast tumor. Even if present, it takes up to 2
to 3 weeks for symptoms to fully develop. Considering acute development of symptoms, one should
harbor a healthy suspicion of upper extremity vein thrombosis, especially in a patient with active
cancer, as was the case with our patient.
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Abstract
18 y/o female, presented to ED complaining of chest pain that began suddenly 1 night prior to
admission. It progressed from a 3‐4/10 to 6‐7/10 in intensity within a few minutes. Pain was described
as tightness in the mid‐inferior portion of her chest up to 5 cm from the midline towards the right. It
radiated to the right side of her neck and lower back and varied in intensity over the ensuing 2 days
but was constantly present. It was worse with deep breathing, coughing, and ingesting food. It was
associated with cough with whitish sputum 2 days prior to onset of chest pain. She also noted her
voice sounding progressively raspier concurrently.
On physical examination, her blood pressure was 114/68. Pulse was 98. Temperature was 98.4. She
had thin body habitus with BMI of 20. Subcutaneous crepitus over the chest wall superior to the right
clavicle and right neck were present. WBC count was 14.9. The chest x‐ray showed lucency in the
mediastinum adjacent to the left atrial border on both views. CT scan showed lucency around trachea
and soft tissue emphysema extending into the base of the right neck. The respiratory viral panel was
positive for rhinovirus. On admission, patient was given one dose of ceftriaxone and azithromycin.
Subsequently, patient was given 2 L oxygen via nasal cannula and was managed conservatively with
cough suppression. Serial chest x‐rays were done to ensure resolution. The patient was discharged on
3rd day post‐admission.
Discussion‐ Pneumomediastinum is a rare entity, diagnosed in 1/44,500 of patients coming to the
Emergency Room. It occurs in younger populations as mediastinal tissue is loose and flaccid making air
migration easier. The air after the alveolar rupture travels through the peribronchial‐perivascular
sheath, further rupturing into the mediastinum. The air then typically decompresses into the neck as
the visceral layers of the deep cervical fascia are contiguous with the mediastinum which presented as
neck pain and subcutaneous crepitus in our patient. Common symptoms include chest pain, dyspnea,
cough, neck pain. A plain chest x‐ray is diagnostic in upto 70% of cases. This patient likely had an
uncomplicated spontaneous pneumomediastinum and she responded well to conservative
management. Conservative management includes analgesia, and avoidance of forced expiration.
Breathing 100% oxygen enhances reabsorption of the free air by increasing the gradient of nitrogen
between the alveoli and the tissues. Most patients with pneumomediastinum are clinically well and
follow a benign course. Complications such as tension pneumomediastinum and tension
pneumothorax may occur due to increased pressure in the mediastinum. Esophagogram should be
performed to evaluate for possible esophageal tear if emesis or retching was the precipitating event
which was not present in our case.
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Abstract
Introduction‐Ichthyosis are a heterogeneous group of skin disorders characterized by generalized
scaling. Occurrence of rickets and myopathy in patients of ichthyosis is an uncommon but preventable
complication.
Case Report‐ Here we present a case of 18 years old female with ichthyosis vulgaris since infancy
presented to us with proximal muscle weakness, waddling gait and brisk deep tendon reflexes.
Laboratory investigations revealed hypocalcemia, hypophosphatemia, insufficient vitamin D levels,
raised alkaline phosphatase levels and parathyroid levels, osteoporosis on BMD signifying metabolic
bone disease. X‐ray of long bones showed sub‐periosteal erosions at lower end of radius and upper end
of tibia and rarefaction of dorso‐lumbar vertebrae characteristic of rickets. Skeletal scintigraphy with
99mTc‐MDP showed increased uptake in the mandible (beard sign), sternum (tie sternum sign) and
along the costochondral junction of all bilateral ribs consistent with metabolic bone disease. On the
bases of above clinical, laboratory and radio imaging findings a diagnosis of ichthyosis vulgaris with
secondary hyperparathyroidism due to vitamin D deficiency with rickets and myopathy was made. The
patient was started on Vitamin D supplementation. There was significant improvement in muscle
weakness on follow‐up of the patient.
Discussion ‐ Vitamin D deficiency is rare in patients with Ichthyosis. These patients have increased skin
thickness and it leads to decreased skin penetration of sun light and there is impaired photo‐activation
of 7‐dehydrocholesterol in these patients. This causes vitamin D deficiency.
We should have a low threshold of diagnosing Vitamin D deficiency in patients with Ichthyosis and
there should be prompt treatment to prevent reversible neurological manifestations secondary to
vitamin D deficiency.
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Abstract
Introduction: Aspiration is a common event among healthy individuals, almost one ½ aspirate during
sleep, however, most of the times resolves without detectable sequelae. Here we present a case of
Aspiration pneumonia with complicated parapneumonic effusion and empyema in patient with alcohol
binge drinking.
Case presentation: A 43‐year‐old Mexican (Hispanic) male who presented to the ED with chief
complaint of pleuritic chest pain and shortness of breath for one day. The patient did not report cough,
sputum production, fever or recent illness. Came to US in 2000, last visit to Mexico in 2005. Patient had
been binge drinking for the last 5 years (consumption of more than 25 cans of beer every Saturday). On
presentation he was afebrile, no signs of respiratory distress and hemodynamically stable. White count
18,100 /cumm (4,000‐11,000 /cumm) and CXR showed left lower lung atelectasis and infiltrate. His
CURB ‐65 score was 0 and he was sent home on oral levofloxacin. He came back the next day due to
persistent pleuritic pain. This time patient was febrile and tachycardic. Patient underwent a CT
angiogram to rule out pulmonary embolism. Patient was admitted and initially started on Vancomycin +
Zosyn and supplementary oxygen at 4L/min. Chest CT showed significant left pleural effusion producing
complete collapse of the left lower lobe and near complete collapse of the left upper lobe (Figure). A
chest tube was placed, however, clinical response was not significant and decision for VATS was made
because of possible loculated collections. Patient underwent decortication, adhesiolysis and
pleurectomy and two new chest tubes were placed. Blood and sputum cultures were negative. Pleural
fluid study reported LDH of 1954 IU/L, with 90% neutrophils consistent with exudative effusion but
culture was negative. Evident clinical improvement noted in the following days after VATS. Patient was
discharge 2 days after procedure on oral clindamycin.
Discussion: Aspiration pneumonia develops when host defenses (eg. cough, glottis closure) fail to clear
the fluid into lower airways. Predisposing factors include: reduced consciousness (eg. alcohol abuse),
dysphagia, neurologic disorders and mechanical disruption of the usual defense barriers (eg.
tracheostomy, endotracheal tubes, nasogastric tubes). Parapneumonic effusions are found in at least
40% of bacterial pneumonias. Positive culture is not required for diagnosis of empyema and there are
several reasons why bacteria may not be cultured (anaerobic organisms are difficult to grow, patient
has already received antibiotics when sampling is done, loculated infection). Failure of improvement
after initial thoracostomy drainage may indicate loculated infection in which early thoracic surgical
consultation is appropriate for further interventions.
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Abstract
Introduction: Polymicrobial pneumonia is a risk factor for inappropriate initial antibiotics treatment
that can in turn lead to significant morbidity and mortality. Below we present a case of Community
Acquired Pneumonia (CAP) that was complicated by significant morbidity.
Case: 60 years old caucasian male presented with four days history of productive cough and pleuritic
chest pain despite treatment with cefuroxime and Prednisone in outpatient clinic. He was afebrile, but
tachypnoic with respirator rate of 22 and oxygen saturation of 90% on room air on pulse oximeter.
Physical examination was remarkable reduced air entry, crackles and dull percussion over the left lower
lobe. CBC were significant for WCC 13.9; 86% Neutrophils and 5% bands. CMP was significant serum
sodium level of 127. Chest x‐ray revealed left lower lobe infiltrate and small pleural effusion. Blood and
sputum cultures were sent. Patient was diagnosed with CAP, with severity index of 110. Thus, patient
was hospitalized and treated with intravenous Ceftriaxone and Azithromycin for two days and was
discharged home on oral Azithromycin and Cephalexin for total of five days.
Patient was re‐admitted on day 5 of discharge for fever and persistent productive cough. Sputum and
one out of the two blood cultures from previous admission were positive for MSSA. He was found to
have complicated pnuemonia with moderate left side parapneumonic effusion that required chest tube
insertion and trapped left lung required decortication. Pleural fluid culture grew MSSA, Eikinella,
Bacteroides, Prevotella and Fusobacterium. Trans‐esophageal echocardiogram was negative for intra‐
cardiac vegetation. Patient was treated with triple antibiotics; Dicloxacillin, Doxycycline and
Metronidazole for six weeks.
Discussion: The incident of polymicrobial etiology of CAP in hospitalized patient varies considerably
between studies from about 5%to 38%. It is associated with an increased risk of inappropriate initial
antibiotics treatment, which in turn can lead to significant morbidity, increased length of hospital stay
and mortality.
The Infectious Diseases Society and American Thoracic Society consensus guidelines recommends
extensive work up to identify microbial etiology in critically ill and hospitalized patient with CAP. But, all
tests are not done systematically for every patient, such as, thoracentesis in this case. Therefore,
involvement of Infectious and Disease (ID) specialist is essential early on in the care of patient. Studies
have shown that ID involvement is associated with reduced mortality, early discharge and fever
relapses.
Conclusion: Polymicrobial pneumonia is a risk factor for inappropriate initial antibiotics treatment that
can in turn lead to significant morbidly and mortality. Therefore, patients with CAP that require
hospitalization should be investigated thoroughly and ID should be consulted early in the case
management.
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Abstract
Background: Colchicine, a microtubule polymerization inhibitor, is known to occasionally induce
myopathy. We describe a case of an interaction between Atorvastatin and Colchicine resulting in acute
myopathy, and we conclude that their combined use should be avoided.
Case Report: A 61‐year‐old female with past medical history of coronary artery disease, chronic kidney
disease (CKD) and gout presented with chief complaint of heaviness in legs for 2 days. Patient was
apparently normal 8 days prior to presentation when she started having pain and burning sensation
affecting her right foot. Her PMD treated her for gout flare with Colchicine. The leg heaviness worsened
gradually to the extent that she needed help to get out of the bed and even walk on flat surface. On
arrival to ED, vitals were normal, neurological examination revealed generalized muscle weakness,
decreased sensation of the lower extremities and bilateral symmetric hyporeflexia. Initial laboratory
data revealed a WBC of 3.1 cells per µL (4.0 – 11.0), hemoglobin of 10.5 g/dL (13.0 – 17.0) and platelet
count of 140,000/cu mm (150,000‐ 400,000). BUN was 39 mg/dL (6 – 20), serum creatinine was 1.89
mg/dL (0.66 – 1.25) and serum potassium was 4.3 mmol/L (3.5‐5.1). Urinalysis demonstrated deep
brown, turbid urine, large amount of blood but with 0‐2 RBCs on microscopy. Creatinine kinase (CK)
was 8579 U/L with CK MB fraction of 8.9 ng/mL (0.6 – 6.3) and lactate dehydrogenase ‐ 5542 U/L. It was
suspected that the patient was suffering from a drug‐induced neuromyopathy, and colchicine and
atorvastatin were discontinued. On day 2, Electromyography showed polyphasic motor unit potentials
with low amplitude and short duration, indicative of myopathy, with no evidence of demyelinating
polyneuropathy to suggest Guillain‐Barré syndrome. Muscle biopsy showed vacuolar myopathy with
multiple small vacuoles in the center of the muscle fiber. Electron microscopy showed lysosomes filled
with autophagic material (Figure). These observations were consistent with colchicine toxicity. No signs
of statin‐induced myopathy, such as myonecrosis, were seen. After the discontinuation of colchicine, a
rapid decrease CK levels and recovery of pancytopenia occurred. Her muscle weakness recovered
gradually in two weeks.
Discussion: Although colchicine has been used for centuries, its neuromuscular toxicity in humans is
largely unrecognized. In patients with CKD, co‐administration of colchicine with atorvastatin may
accelerate the onset of myopathy because CYP3A4 (part of cytochrome P450) is crucial in the
breakdown of both drugs. For patients with renal insufficiency, when adding colchicine to a regimen
with HMG‐CoA reductase inhibitor, drugs that are metabolized outside the CYP3A4 system (e.g.,
fluvastatin and pravastatin) should be selected. Colchicine Myopathy usually presents with proximal
weakness and is always present with an elevation of serum CK; both features remit within two to four
weeks after the drug is discontinued.
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Abstract
Introduction: Osteomyelitis can present itself from any number of infectious causes, but rarely do we
see these complications from a human bite. We present a case where a patient suffered such a fate to
highlight this rare complication and the complexity in treating such a case.
Case Description: A 28‐year‐old male presented to the hospital with pain in the left 3rd digit. He was
assaulted two weeks prior and bitten by his attacker. He experienced sharp pain and noted blood. He
cleansed the wounds with soap and water, applied over the counter antibiotic cream and a bandage.
He returned to work as a landscaper without limitation. However, over the next few days, he noted
edema, increased pain, and erythema with white purulent discharge. He did not report foul odor,
fevers, chills, or diaphoresis.
On presentation, he was afebrile and normotensive. His left 3rd digit had fusiform swelling but no
fluctuance. Several small, clean laceration sites were noted with surrounding erythema, without visible
tendons or bone. There was pain on palpation and loss of flexion at the proximal and distal
interphalangeal joints. Pulses and sensations were intact. There was no lymphadenopathy, and labs
were normal, without leukocytosis. MRI showed osteomyelitis of the middle and distal phalanx with a
pathological fracture of the distal phalanx and multiple abscesses.
He received empiric vancomycin and pipercillin‐tazobactam and required opioids for adequate pain
control. Blood cultures were negative. Aerobic wound culture grew Streptococcus constellatus. The
abscesses were drained and deep cultures grew Clostridium bifermentes and Peptostreptococcus
micros. Vancomycin and pipercillin‐tazobactam were discontinued secondary to acute kidney injury,
and he was started on clindamycin, daptomycin and levofloxacin. Patient ultimately underwent a distal
amputation of the digit to clean margins and intact bone, and the bone cultures grew MSSA. He was
discharged on oral clindamycin and doxycycline.
Discussion: The case described underlines the complexities in treating a human bite, as the human oral
microbiome contains over 600 bacterial species and has a higher complication rate than animal bites.
More common species include Streptococcus, Fusobacteria, Bacteroides, Actinomyces, and
Proteobacteria. Early cultures grew non‐group D streptococcus. Pending identification and
susceptibility, however, empiric coverage with vancomycin and pipercillin‐tazobactam needed to be
discontinued due to acute kidney injury, likely acute tubular necrosis. Clindamycin, daptomycin, and
levofloxacin were continued until definitive cultures, abscesses drainage, debridement and eventual
amputation occurred.
Because our patient waited two weeks prior to seeking medical attention, his infection progressed to
osteomyelitis, and antibiotic therapy was limited, thus requiring eventual amputation. As described,
the clinician must have a high suspicion for significant injury with human bites resulting in crush injuries
and subsequent osteomyelitis.
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Abstract
Objective: Drug interactions caused by Cytochrome P450 [CYP450] inhibitors and inducers are rarely
recognized by general internists in clinical practice. So we would like to present our experience with an
interesting clinical presentation of drug interaction.
Background: Severe hypoglycemia and elevated international normalized ratio[INR] from the
interaction of clarithromycin and other drugs.
Case Report: A 77‐year‐old female with past medical history of well‐controlled diabetes mellitus type II,
hypertension, prior cardiac stenting and gallstone pancreatitis with pseudocyst presented with malaise,
dizziness, sweating, and nausea. The patient reported decreased appetite for two months prior to
starting Helicobacter pylori treatment with clarithromycin, amoxicillin, and omeprazole. She continued
to take antidiabetic medications without dose adjustments, despite reduced appetite. Physical exam
was unrevealing including no abdominal tenderness. On admission, her blood glucose was 30 mg/dl.
Interestingly, her international normalized ratio was elevated to 7.1. During the hospital course, the
hypoglycemia and INR improved. The patient was discharged on insulin regimen and coumadin.
Recommended to follow‐up with the primary care physician within one week of discharge.
Conclusion: Patient was started on triple Helicobacter pylori treatment without regards to the
concomitant medical regimen including coumadin and sulfonylureas. She presented with dizziness and
hypoglycemia and was incidentally found to have a supratherapeutic international normalized ratio.
This is due to increased levels of active metabolites of sulfonylureas and coumadin due to inhibition of
CYP450 by clarithromycin.
Discussion: An estimated 56% of elderly population >65 years age are hospitalized for the peptic ulcer
disease are positive for Helicobacter pylori infection. This age group has a high prevalence of diabetes
and cardiovascular disease. The sulfonylureas and warfarin are the main drugs to be prescribed by the
physicians. These drugs are metabolized in the liver by CYP450 to inactive metabolites. Clarithromycin
inhibits liver CYP450, thereby increasing the levels of active sulfonylureas and warfarin. This potentiates
the hypoglycemic effect and the risk of bleeding by increasing INR. Internists must be cautious before
prescribing drugs which are inducers or inhibitors of CYP450. It is advised to adjust the dose of these
drugs within 7 days of prescribing clarithromycin.

Category
Clinical Vignette

Name
Shweta Kumar

Additional Authors

Program
Saint Peter's
University
Hospital
(Nayan
Kothari)

Abstract Title
Poor oral hygiene
leading to Facial
Cellulitis by
Extended
Spectrum Beta‐
Lactamase
producing
Klebsiella
pneumoniae

Abstract
Neutropenic patients are prone to focal and generalized head and neck infections. They receive
intensive myelosuppressive chemotherapy, resulting in long duration of neutropenia, and frequent
hospitalizations. These conditions favor microbial colonization and increased risk of mucosal infection.
Various microbes like Staphylococcus aureus, Streptococcus sp, Pseudomonas aeruginosa, members of
enterobacteriaceae and anerobic bacteria have been implicated.
A 73 year old woman with acute myelogenous leukemia and diabetes mellitus received the first cycle
of consolidation chemotherapy. About three weeks post‐chemotherapy, ulcers developed on her
gums which oozed blood often. She also noticed gradual swelling of her lips and bilateral cheeks. In
about 5 days, the swelling progressed on to her neck along with diffuse erythema and pain and fever
spikes with chills. There was no dysphagia, odynophagia, shortness of breath or stridor. On
examination, there was diffuse firm swelling of her lips, bilateral cheeks, extending to the neck on both
sides with tense erythematous overlying skin. Mouth opening was limited making it difficult to examine
the oral cavity. No cervical/supraclavicular lymphadenopathy was noted. Hemoglobin 8.8gm%, white
cell count 0.2 cumm, platelet count 5X 103cumm, no blast cells seen, Absolute neutrophil count
44cells/microliter. Basic metabolic panel was normal. CT scan of head and neck showed diffuse cellulitis
of facial soft tissues from inferior of cheeks to chin and edema of neck and supraclavicular region. No
drainable subcutaneous fluid collection was present. Blood cultures grew Klebsiella pneumoniae which
produced extended spectrum beta‐lactamase, rendering the organism resistant to most beta lactams
including penicillins, cephalosporins and monobactam Aztreonam. She was admitted to intensive care
unit and intubated for airway protection. She was started on Meropenem. Over the period of
hospitalization, the fever resolved, neck swelling gradually decreasing and she was finally extubated.
Her white blood cell count and platelet count trended up and her condition improved. Our patient had
multiple risk factors as she had neutropenia status post chemotherapy, prior hospitalizations, diabetes,
oral ulcers indicating mucositis. Infections caused by extended‐spectrum beta‐lactamase (ESBL)‐
producing gram‐negative bacteria complicate therapy and limit treatment options. Effective strategies
include the use of carbapenems and, possibly, the fourth‐generation cephalosporin cefepime. An
inadequate empirical therapy for serious infections caused by these organisms is independently
associated with increased mortality.
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Abstract
Spinal dural arteriovenous fistulas are the most commonly encountered vascular malformation of the
spinal cord and a treatable cause for progressive para‐ or tetraplegia. However they remain rare and
underdiagnosed entities. Following occlusion of the fistula, the progression of the disease can be
stopped and improvement of symptoms is typically observed.[1] This is a case of bilateral lower
extremity weakness with bladder retention.
A 65‐year‐old man with past medical history of hypertension and hyperlipidemia presented with
progressive weakness of the bilateral lower extremities for 17 days associated with paresthesiae.
Sudden onset urinary retention prompted his visit to the emergency room. Of note, his symptoms were
preceded by a productive cough. MRI of the lumbar spine demonstrated abnormal signal within the
conus. The patient was initially treated for transverse myelitis with methylprednisolone and
plasmapheresis without significant improvement. He then underwent a spinal angiogram,
demonstrating the presence of a right L3 dorsal root ganglion spinal dural arteriovenous fistula, which
was embolized using n‐butyl cyanoacrylate glue and successfully occluded.
Spinal dural arteriovenous fistula is an uncommon cause of lower extremity weakness. In this case, the
patient was misdiagnosed with transverse myelitis before making the diagnosis. Despite the rarity of
the condition, clinicians would be remiss to exclude it as a diagnosis.
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Abstract
“Atypical” pneumonias include a non‐productive cough with a low frequency of grossly purulent
sputum.1 In Legionnaires’ disease, fever is almost universal. The symptoms and signs may range from a
mild cough and a slight fever to stupor with widespread pulmonary infiltrates and multisystem failure.
Shortness of breath is reported by one‐third to one‐half of patients.
Case 1: A 53‐year‐old woman with past medical history of asthma on chronic steroids, obstructive sleep
apnea, diabetes, hypertension, and kidney stone status post right ureteral stent insertion 6 weeks prior
presented to the emergency department with fever of 105ºF, productive cough with streaks of blood,
and shortness of breath. Right flank discomfort had been present since her recent procedure. She had a
history of sick contacts as well as recent travel. Chest X‐ray showed a right upper lobe airspace opacity.
The patient was found to be in severe sepsis. Urinary Legionella antigen was positive and sputum
culture grew Legionella pneumophila. Urine and blood cultures were positive for enterococcus faecalis.
She was discharged home to complete a course of levofloxacin and ampicillin.
Case 2: A 59‐year‐old woman with no medical comorbidities presented to the emergency department
with productive cough and diarrhea, as well as non‐specific symptoms such as fever of 103ºF,
generalized weakness, and altered mental status. Chest X‐ray showed an airspace opacity in the left
lung field and minimal patchy opacity in the right. Despite intravenous fluids and empiric antibiotics,
her clinical status worsened. She was diagnosed with septic shock with multiple organ dysfunction
syndrome, acute hypoxic respiratory failure requiring mechanical ventilation, acute renal failure with
rhabdomyolysis, and hyponatremia. Despite classic presentation, urinary Legionella antigen was
negative. Blood cultures were positive for E. coli. Infectious workup included negative urinary
pneumococcal antigen, sputum culture, respiratory viral panel, and stool culture.
Clinical manifestations often considered classic for Legionnaires’ disease include diarrhea, high fever,
numerous neutrophils in the sputum, hyponatremia, failure to respond to beta‐lactam drugs and
aminoglycosides, occurrence of illness in an environment in which the water supply is known to be
contaminated with Legionella, and recent hospitalization. However studies have shown that
Legionnaire’s disease usually has a nonspecific presentation. The test for urinary antigen detects only
Legionella pneumophila serogroup 1, which accounts for most community‐acquired cases of
Legionnaires’ disease in the United States. The sensitivity and specificity of the urinary Legionella
antigen test are as high as 90% and 99%, respectively. Clinicians should be cognizant of this insidious
presentation of Legionnaires’ disease and recognize that urinary Legionella antigen does not check for
all Legionella species.
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Abstract
A 28‐year‐old Brazilian‐American male initially presented to our hospital with chest pain for several
days. His precedent history was notable for night sweats, intense fatigue, and 20‐pound weight loss
over nine months. The patient had diminished ability to perform daily activities, and had gone from
being a multi‐sport athlete to primarily home isolation. He reported no significant family history.
During the first of two admissions, his vital signs on presentation were notable for a temperature of
103 degrees Fahrenheit. Physical examination only revealed visible diaphoresis and axillary
lymphadenopathy. Lymphopenia was present on labs, but HIV screen and PCR were both negative. CT
Pulmonary Angiogram was performed in light of the chest pain, which revealed pulmonary emboli and
diffuse lymphadenopathy. Congenital thrombophilia studies (Factor V Leiden, Prothrombin gene
mutation) were negative. He underwent surgical axillary lymph node biopsy to search for a possible
malignancy etiology of the embolic phenomenon, and was discharged home on therapeutic Lovenox.
Cytology and pathology were followed on an outpatient basis – simply showing a “reactive process,”
with no evidence of malignancy. Flow cytometry and markers were unrevealing. Three weeks later, the
patient returned to our hospital with worsening chest pain; repeat CT Pulmonary Angiogram showed a
higher burden of emboli with pulmonary infarcts. Lab review now revealed proteinuria and hematuria
on urinalysis, with subsequent spot urine protein: creatinine ratio estimated at 6 grams of protein
excretion/24 hours – consistent with nephrotic‐range proteinuria. BUN and Creatinine were within
normal ranges. ESR and CRP were elevated at 75mm/hr and 200mg/L, respectively. Serology showed a
positive ANA titer of 1:20,000. Anti‐dsDNA was negative, while Anti‐Smith and Antiphosolipid
antibodies were positive. C3 was normal at 88mg/dL, while C4 was decreased at 11mg/dL. CD4 was
247 cells/mm3. Other autoantibodies, nephrotic syndrome serologies, and infectious workup were
unremarkable.
DISCUSSION: Systemic Lupus Erythematosus (SLE) clinical presentations are heterogeneous, as virtually
any organ system may be affected. Fatigue is the most common subjective complaint. Our patient met
four of eleven American College of Rheumatology (ACR) criteria for lupus (renal, hematologic,
immunologic, and ANA). We felt that his presentation was unique, as pulmonary emboli in the initial
encounter of a young Brazilian‐American adult male was the result of SLE. SLE patients are at risk for
both venous and arterial thrombosis. Thromboembolic disease in our patient was likely the result of
positive Antiphospholipid antibodies, along with urinary loss of antithrombin III in nephrotic‐range
proteinuria. Renal involvement in SLE is variable, ranging from asymptomatic hematuria and/or
proteinuria, to nephrotic syndrome or rapidly progressive glomerulonephritis.
Although a renal biopsy was warranted, it was deferred due to the high thromboembolic burden and
inability to interrupt anticoagulation. He was empirically treated for SLE / Lupus Nephritis with
Prednisone, Hydroxychloroquine, and Mycophenolate.
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Abstract
Background: Pituitary apoplexy is a rare endocrine emergency. Extent of contribution of uncontrolled
diabetes as a risk factor in precipitation of pituitary apoplexy is not known. Here we present a case of
uncontrolled diabetes presenting as Pituitary Apoplexy.
Case Report: A 38 years old male with history of poorly controlled Diabetes mellitus for 15 years
presented with acute onset headache, vomiting and drooping of right eyelid. He also complained of
fatigue, hair loss and loss of early morning erections. On examination, orthostasis was positive. There
was ptosis in the right eye and it was shifted down and out with absent pupillary reflex. Rest of the
neurological examination was unremarkable. Cardiovascular, respiratory and gastrointestinal systems
were normal. In view of acute onset third nerve palsy with absent pupillary reflex, symptoms of raised
intracranial tension, an intracranial pathology was suspected. Visual field testing showed superolateral
quadrantanopia, however, right eye could not be assessed due to ptosis. Investigations showed central
hypothyroidism with cortisol and gonadotropin hormone deficiency. Growth hormone axis was not
tested as with more than two hormonal deficiencies, it is expected to be present earliest. MRI brain
showed pituitary adenoma with peripheral enhancement and central necrosis, impinging on optic
chiasma and involving cavernous sinus with involvement of the right oculomotor nerve suggestive of
pituitary apoplexy. Patient was started on intravenous fluids, insulin infusion, levothyroxine and
hydrocortisone. Patient improved over next 48 hours and was shifted on premixed insulin (70/30).
Trans‐sphenoidal removal of the pituitary macro adenoma was performed. The histopathological
examination of the removed tumor was suggestive of non‐functioning pituitary tumor.
Discussion: Pituitary apoplexy is a rare endocrine emergency to be suspected when the presentation
includes features of raised intracranial tension along with acute ophthalmoplegia, visual field defects or
altered sensorium. In about 80% of the cases, an apoplectic episode usually uncovers the presence of
an adenoma. Although pituitary apoplexy may occur without any precipitating cause, various
precipitating factors for an apoplectic episode are hypertension, sudden changes in arterial blood
pressure, anticoagulant therapy, head trauma, dynamic testing of pituitary functions especially with
TRH and GnRH, estrogen, dopamine agonist, somatostatin analogues and radiation therapy. Symptoms
in our patient initially resulted from enlarging pituitary adenoma impinging upon optic chiasma and
extending into cavernous sinus with tumor necrosis precipitating acute cortisol deficiency. In our
patient absence of pupillary reflex in presence of sudden onset ptosis made us to think about
intracranial pathology as a cause of third nerve palsy rather than his uncontrolled diabetic status.
However, it is likely that uncontrolled diabetes might had precipitated the apoplectic episode in this
patient as hyperosmolarity and dehydration caused by uncontrolled diabetes leads to changed pituitary
microvascular environment, which may precipitate pituitary apoplexy.
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Abstract
Introduction: Elevated serum IgG4 (sIgG4) levels are characteristic but not diagnostic of IgG4‐related
disease (IgG4‐RD). Peripheral eosinophilia (PE) (an increased serum eosinophil count (SEC)) has also
been described in IgG4‐RD; however, the diagnostic significance of the combination is unknown. We
assessed the diagnostic utility for IgG4‐RD of elevated serum IgG4 concentration alone and in
combination with peripheral eosinophilia.
Methods: From the Mayo Clinic, Rochester electronic medical record database we identified 585
patients between 1/2008 and 4/2017 with above normal levels of sIgG4 (reference range 121‐140
mg/dL). Of these the 409 patients who had serum IgG4 measured to differentiate IgG4‐RD from
another disease were included in this study. SEC (reference range 0.05‐0.5 x 10 9 / L) was available in
379/409 (92.6%) patients at the time of diagnosis. The study subjects were divided into Group 1:
Elevated serum IgG4 without PE and Group 2: Elevated serum IgG4 and PE. Group differences were
tested with the student t test for continuous variables and chi‐squared test for categorical variables.
Receiver operative characteristic curve was used to illustrate the predictability of IgG4‐RD using serum
IgG4 and SEC levels.
Results: Among 409 patients with any elevation in sIgG4 levels 129 (31.5%) had a definite diagnosis of
IgG4‐RD. Compared to prevalence of IgG4‐RD in subjects with sIgG4 1‐2 XULN (n=281, IgG4‐RD (n= 59,
20.9%)), the prevalence of IgG4RD was higher (p<0.0001) at 2X (n=128, IgG4‐RD (n= 70, 54.7%)), 3 X
(n=55, IgG4‐RD (n= 45, 81.8%)) and 4 X ULN (n=28, IgG4‐RD (n= 26, 92.8%)) of sIgG4. Age, gender,
serum IgG4 levels, SEC, and history of allergy were significantly different in IgG4‐RD vs non IgG4‐RD
groups. In subjects with elevated sIgG4, PE was more likely to be seen in subjects with IgG4‐RD vs non‐
IgG4‐RD at 1X (29.7% vs 8.9%, p < 0.0001), 2X (35.9% vs 9.2% p < 0.0004) and 3X (42.8% vs 0% p <
0.002) of sIgG4 respectively. Receiver operating characteristic curve (using any elevation of serum IgG4:
x axis: the false positive rate for elevated serum IgG4; y axis: the sensitivity of elevated serum IgG4)
showed the area under curve for serum IgG4 cut off 3.52g/l (> 2XULN) in group 1=0.74 (p < 0.001) and
group 2=0.77 (p = 0.06). Area under the curve for serum cut off level of IgG4 4.75g/l (> 3XULN) in group
1=0.67 (p < 0.01) and group 2=0.87 (p < 0.004) respectively. Conclusion: Even in subjects in whom IgG4‐
RD is suspected, only a minority (~30%) with elevated sIgG4 levels have IgG4‐RD; sIgG4 is more specific
at higher levels, though never diagnostic. Peripheral eosinophilia increases with increasing sIgG4 and
adds diagnostic value at higher sIgG4 levels.
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Abstract
Introduction: Increased eosinophil count can occur in various conditions such as parasitic infections,
allergy, malignancy, and collagen vascular disease. Marked eosinophilia (>1500/ml) can also infiltrate
tissues and leads to end organ damage. Eosinophil count during pregnancy is generally decreased due to
increase in adrenal steroids in the setting of increased pituitary gland and placental secretion of
ACTH(1). We present a case of full term pregnant woman with eosinophilia and review differential
diagnosis and treatment options.
Case description: 32 y old G3P2 at 38 weeks of gestation presented in early labor of an uncomplicated
pregnancy and delivered a healthy full term infant. Internal Medicine was consulted on postpartum day
1 for eosinophilia. Patient reported no fever, rash, diarrhea and pre or post natal complications. Her
social and epidemiological history revealed recent emigration to US 1 year ago from Honduras. She lived
in a city in Honduras. She had no pets at home but did report working at a factory. She used to get
routine prophylactic anthelminthic treatment with Albendazole in Honduras. She was afebrile and her
physical exam was only remarkable for uterus corresponding to her gestational age. She had elevated
white blood cell count at 13,500/cubic mm with absolute eosinophil count of 2200/cubic mm and
serology was strongly positive for Strongyloides IgG. Her first stool sample was negative for
strongyloides. Patient was advised re‐treatment after the breast feeding as risks for fetus outweighs the
benefits of progression of disease.
Discussion: This patient likely had remote infection given lack of recent symptoms and stool ova
negative. She was also on albendazole q6monthly in Honduras. Her first stool sample was expectedly
negative for strongyloides. Multiple stool samples were ordered as the sensitivity of stool sample
approaches 50% after 3 samples and approaches 100% with 7 stool samples(2). Her lack of
symptomatology could also be explained by low larvae density (2). Although this patient was taking
albendazole every 6 months, albendazole has lesser efficacy in treating chronic strongyloides infection.
Ivermectin should be used in breast‐feeding women only when the risk to the infant is outweighed by
the risk of disease progress in the mother in the absence of treatment (3).
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Abstract
Case Description: A 43‐year‐old female presented with pressure like central chest pain of two days. It
was aggravated on inspiration and was relieved on leaning forward. She also reported associated fever,
dyspnoea and reduced exercise tolerance. She has intermittent pain and stiffness in hand joints for
approximately one year. She did not have any rash and had no sick contacts. Vitals on admissions were
notable for tachycardia (107 bpm) and tachypnoea (25 respirations/minute). There was normal JVP and
heart sounds with a pericardial rub. There was no obvious rash or joint swelling. Initial investigations
on admission showed a low hemoglobin (8.2mg/dl) with a positive coombs test and elevated ESR
(113mm/h). EKG showed low voltage and a large pericardial effusion was confirmed on
echocardiogram. Analysis of pericardial fluid following pericardiocentesis consisted of 96% polymorphs
and LDH of 2573 U/L. No malignant cells were observed. ANA had a high titer of 1: 5120. Other tests
including viral panel, blood culture, was unrevealing. She was started on colchicine and ibuprofen. She
continued to have fever and chest pain despite this regime. Prednisone was started, her symptoms
improved, and she was discharged. She was followed up in outpatient clinic and was placed on a
tapering dose of steroids. On repeating autoimmune profile, the ANA titer was 1: 1280 and anti‐DNA
was positive. Radiographs of the hands were normal with no erosions are present. She was continued
on taper steroids and she was subsequently started on Hydroxychloroquine 200mg twice a day.
Discussion: Myocardial involvement is a known complication of SLE. However, pericardial effusion is
not a common initial presentation1,2,3. Our case presentation is of a patient who presented with
pericarditis associated with pericardial effusion and was subsequently diagnosed with SLE. The patient
had 5 of the diagnostic criteria4 for SLE (pericarditis, non‐erosive arthritis, positive ANA, anti‐DNA and
anemia). SLE should always be consider when a patient presents with pericarditis/pericardial effusion.
SLE associated pericarditis can be difficult to treat. Treatment regimens include NSAIDs and colchicine.
The use of corticosteroids can be employed especially when improvement is not observed. The
combination of steroids and hydroxychloroquine is also effective 5. Tocilizumab, can also be used in
treatment of refractory cases6
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BACKGROUND: Understanding the causes associated early readmissions (within 90 days) following
atrial flutter (AFL) ablation is critical to reduce the cost and improving the quality of life in AFL patients.
METHODS: Patient population was selected using nationwide readmission database 2013‐14.
International classification of disease, 9th Revision (ICD‐9‐CM) diagnosis code 427.32 and procedure
code 37.34 were used to identify AFL and catheter ablation respectively. Early readmission was defined
as any hospitalization within 90 days following index admission. Readmission causes were identified by
ICD‐9‐CM code in primary diagnosis field of readmissions.
RESULTS: Readmission rate of 18.19% (n‐1010) was noted among AFL patients undergoing catheter
ablation (n=5552). Common etiologies for early readmission were heart failure (12.23%), atrial
fibrillation (11.13%), atrial flutter (8.93%), respiratory complications (9.42%), infections (7.4%),
Bleeding (7.39%, including GI bleed ‐ 4.09% and intracranial bleed ‐ 0.79%) and stroke/TIA (1.89%). A
total 1396 readmissions were identified. 50% of readmissions happened within 30 days of discharge
from index admission.
CONCLUSIONS: Cardiac etiologies account for most of the readmissions in AFL patients who underwent
Cather ablation. Among cardiac causes heart failure, atrial fibrillation and a‐flutter were the most
common etiologies. Close follow‐up is warranted during first month after discharge after catheter
ablation.
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Abstract
Introduction: Ventricular septal rupture (VSR) is a rare mechanical complication of acute myocardial
infarction (AMI) in the era of PCI, but patients who suffer VSR carry extraordinarily high mortality risk.
Incidence of VSR is 1‐3% without reperfusion therapy, 0.2‐0.34% with Fibrinolytic therapy and 0.23 with
primary percutaneous intervention. Common predictors of VSR are advanced age, anterior location of
infarct, female sex and hypertension. Patients who develop VSR mostly present with new onset systolic
murmur, ST segment elevation, initial positive cardiac biomarkers, cardiogenic shock or cardiac arrest.
Management of the patient who is in acute decompensated cardiogenic shock should be directed at
reducing left to right shunt with afterload reducing agents and IABP placement. There is no clear
evidence to guide the surgical management in haemodynamically unstable patients as all approaches
have shown extremely high mortality. Surgical repair usually involves excision of all necrotic tissue and
patch repair of VSR together with coronary artery grafting.
Case description: A 53‐year‐old male presented to the emergency room (ER) with a history of chest
pain and dyspnea for 7 days. Prior to this, his history was only notable for hypertension. On arrival to
the ER, his blood pressure was 69/54 mm Hg, Jugular Venous Pressure (JVP) was not elevated and
auscultation revealed a normal S1 and S2 with loud 4/6 holosystolic murmur radiating to axilla. EKG
showed ST elevations in V1‐V5 leads. Lab tests showed elevated liver enzymes: AST 1481 units/L (10‐40
units/L), ALT 2018 units/L (7‐56 units/L); impaired renal function with creatinine: 6.4 mg/dL (0.6‐1.2
mg/dL); and elevated troponin: 16.7 ng/ml (<0.04 ng/ml). Bedside Echo demonstrated hypokinesis of
the anteroseptal wall with diminished ejection fraction (45%) and serpiginous tear of the
interventricular septum. Emergency cardiac catheterization showed 100% of mid LAD and 90% of RCA
occlusion. He was given supportive care with vasopressors and placed on an Intra‐Aortic Balloon Pump.
He was transferred to a tertiary care center where he underwent successful CABG with VSR repair.
Conclusion: Mortality due to AMI has fallen substantially over the past three decades. Nevertheless,
patients who suffer VSR represent a subgroup with extraordinarily high mortality. The management of
VSR is complicated and requires substantial critical care, imaging, interventional and surgical expertise.
It is therefore advisable, when clinically feasible to transfer these patients to regional centers with
adequate individual experience in the care of patients with VSR. Insertion of IABP and prompt surgical
referral along with invasive monitoring and judicious use of inotropes and vasodilators to maintain
optimal haemodynamics are recommended.
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Abstract
Hemobilia is a rare cause of gastrointestinal bleeding (GI). Trauma, inflammatory conditions and
iatrogenic injury are some causes; however it can also be a presenting manifestation of hepatobiliary
malignancy. Diagnosis relies heavily on visual confirmation from various non‐invasive and invasive
imaging modalities.
Case Report: A 59‐year‐old woman with a history of hepatitis C, cirrhosis and hepatocellular carcinoma
treated with Sorafenib, presented with abdominal pain, jaundice, and melena for five days. She denied
hematemesis or fever. On presentation she was hemodynamically stable. Her hemoglobin had fallen to
7.5 g/dL from 11.1 g/dL six months earlier. Liver transaminases, total bilirubin and prothrombin time
were all elevated. An abdominal computed tomography scan revealed liver cirrhosis with esophageal
and gastric varices. Multifocal hepatic masses were also present without any radiographic findings of
superimposed hemorrhage. Esophagogastroduodenoscopy demonstrated large non‐bleeding
esophageal varices with no red wale or nipple signs. Close examination of the ampulla demonstrated
active bleeding from the papilla. Variceal banding was not performed. After discussion with
interventional radiology, conservative management including reversal of coagulopathy was the
mainstay of treatment. She was discharged two days later in stable condition.
Conclusion: Quincke's triad consisting of biliary colic, melena and obstructive jaundice is
pathognomonic of hemobilia. The etiology of hemobilia includes trauma, iatrogenic injury,
inflammatory conditions and coagulopathy. Depending on the rate of bleeding, obstruction of the
biliary tree can occur by clot formation. Transarterial embolization is the first line of therapy while
endoscopic retrograde cholangiopancreatography best manages biliary obstruction. Complications of
transarterial embolization include tumor necrosis, hepatic decompensation and post‐embolization
syndrome. Given our patient's hemodynamic stability, embolization was thus avoided. The importance
of examining the papilla in this case was also demonstrated. Failure to identify the cause of bleeding
and unnecessary variceal banding was avoided with a thorough endoscopy. Hemobilia is an uncommon
cause of GI bleeding and a challenge to recognize. Early recognition can be facilitated with a thorough
endoscopy.
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Abstract
Introduction: Pancreatitis is a common clinical condition, however, is rare during pregnancy, with an
incidence of 3 in 10,000. Most common causes in pregnancy include gall‐stones, alcohol use and
idiopathic pancreatitis. We describe a rare presentation of a common clinical entity.
Case Description: A 24‐year‐old female, 38 weeks pregnant multi‐gravida of Puerto Rican origin
presented with acute upper abdominal pain starting 7 hours prior to presentation. It was sharp, severe
with radiation to back, worsened with deep breaths and movement. She was nauseated with episodes
of clear vomiting. Her pregnancy was uncomplicated thus far, including only controlled gastro‐
esophageal reflux and asthma. Physical exam was significant for epigastric tenderness and a gravid
uterus. Serum lipase (584 U/L; normal 11‐82 U/L) and amylase (467 U/L; normal 30‐131 U/L) were
elevated over five times upper normal, alkaline phosphatase was elevated at 311 U/L (normal 42‐98
U/L), transaminases were mildly elevated. Right upper quadrant ultrasound was limited, and
computerized tomography scan of abdomen not done due to pregnancy. Triglycerides were normal and
blood alcohol was zero. Patient was diagnosed as acute pancreatitis presumably secondary to gall
stones and was managed with aggressive intra‐venous hydration, pain control and liquid diet which
improved her symptoms. BISAP score (Blood urea nitrogen, Impaired mental status, Systemic
Inflammatory Response Syndrome criteria, Age >60 years and presence of pleural effusion) was 0
indicating very low in‐hospital mortality. She underwent induction of labor and normal vaginal delivery
with a healthy full‐term male, 24 hours after presentation. One week later, patient underwent
laparoscopic cholecystectomy, and pathology revealed chronic cholecystitis with cholelithiasis,
confirming our diagnosis of gall‐stone pancreatitis during pregnancy.
Discussion: Pancreatitis is diagnosed based on two of three criteria: (i) clinical presentation of acute
onset upper abdominal pain, (ii) elevated serum amylase or lipase, at least three times upper normal
limit and (iii) characteristic findings on imaging. Our patient met earlier two diagnostic criteria, given
imaging was difficult due to pregnancy. However, pregnancy itself and hyperemesis gravidarum can
cause elevated pancreatic enzymes. Thus, clinical correlation is important. Although rare, the incidence
of pancreatitis increases with advancing pregnancy, with 53% being diagnosed in third trimester.
Gallstone disease is most common cause in pregnancy, and immediate management is similar to non‐
pregnant individuals with intra‐venous fluids and pain control. Laparoscopic cholecystectomy is
procedure of choice. Pancreatitis in pregnancy has excellent outcomes. In a small percent of patients, it
has been associated with increased risk of pre‐eclampsia, preterm birth when occurs in early
pregnancy; intrauterine death and multiorgan failure in late pregnancy. It is imperative for us to be
aware of pancreatitis in pregnancy and its management involving a multidisciplinary team of
Obstetricians, Internists and Surgeons as two lives i.e. patient and fetus are involved.
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Abstract
Introduction: Ticagrelor, a non‐thienopyridine P2Y12 receptor inhibitor, is widely used to treat acute
coronary syndrome. Among its various side effects, hypersensitivity skin rash has been rarely reported
(<1%) first reported by Quinn and Connelly [1]. Furthermore, literature for cross reactivity between
non‐thienopyridine and thienopyridine (Clopidogrel) is sparse. Herein, we report a case of
erythematous skin reaction to oral Ticagrelor which resolved on switching over to Clopidogrel.
Case Report: A 64‐year‐old diabetic and hypertensive female, presented to the hospital with
complaints of itching and rash over her abdomen and face. She had a history of angioplasty of right
coronary artery six days back, following which she was started on oral Ticagrelor 90mg twice
daily.Soonafter, she experienced epigastric discomfort and reflux followed by rash and itching on 6th
day of the start of ticagrelor. There was no history of fever. The rash was erythematous and macular
distributed over her face and entire anterior abdominal wall. There was no other significant finding on
general physical examination. The laboratory investigations were within normal limits. EKG showed no
new changes. Her medication list was reviewed and Ticagrelor was switched over to Clopidogrel.
Subsequently, her rash and itching improved.
Discussion: Ticagrelor (Non‐thienopyridine) is a reversible P2Y12 receptor inhibitor and thienopyridines
belong to irreversible inhibitors of the same receptor. In the past, existence of cross reactivity between
various thienopyridines, namely Clopidogrel, Ticlopidine and Prasugrel has been studied [2]. However,
not much literature is available comparing the reactivity of non‐thienopyridine and thienopyridines
group of drugs.This case highlights hypersensitivity rash as a rare side effect(<1%) of oral Ticagrelor.
The case also shows absence of cross‐reactivity between Non‐thienopyridine and Thienopyridines.
Thus, Clopidogrel (thienopyridine) can be used as an alternate antiplatelet agent in patients showing
adverse reaction to Ticagrelor. Although, Ticagrelor represents an advanced P2Y12 receptor inhibitor in
terms of faster onset of action and better potency, a thorough understanding of its pharmacodynamics
remains to be elucidated.
.
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Abstract
Introduction: Thyrotoxicosis is usually treated using either radioactive Iodine,thionamide drugs and
beta blockers. However, treatment in pregnant and postpartum lactating female patients is challenging.
The goal of treatment in such cases is to maintain persistent but mild hyperthyroidism in the mother in
an attempt to prevent fetal hypothyroidism. On the otherhand, poorly controlled hyperthyroidism
during pregnancy can cause transient central hypothyroidism in infants presumably due to suppression
of fetal pituitary‐thyroid axis. Taking into consideration prevention of thyroid abnormalities in the fetus
and newborn treatment regimens need to be chosen wisely.
Case Report: Eighteen‐year‐old pregnant female with past medical history of Grave’s hyperthyroidism
and depression delivered at 7th month of pregnancy. During her antenatal period, anti‐thyroid drugs
were stopped by her gynecologist. After delivery she did not resume any medication for
hyperthyroidism. At 4 weeks postpartum, she was admitted to the hospital for evaluation of anxiety,
palpitations and syncope. She did not have complains of increase perspiration, change in bladder or
bowel habits. She did not have any visual changes. On general physical examination, she had a thin
body habitus with BMI of 18.7 kg/m2.Thyroid gland was significantly enlarged, non‐tender and firm in
consistency. The overlying skin had normal temperature and no bruit was heard. Her extraocular
movements were normal. Her vital signs were stable, orthostatic negative, pulse rate was increased
140/min but regular. The serum levels of T4 was elevated (5.53 IU/ml) and TSH decreased (< 0.01
IU/ml). Other laboratory investigations were within normal limits. EKG showed sinus tachycardia. She
was started on oral Propranolol for control of autonomic symptoms, and was advised to take
Methimazole half hour after lactation. Gradually, her autonomic symptoms improved. She has now
been set to follow‐up, and will need repeat T4 and TSH levels in three months.
Discussion: The treatment of hyperthyroidism in lactating and pregnant patients poses a great
challenge. The regimes need to be tailored in view of maintaining appropriate balance between mild
persistent hyperthyroidism in the mother and prevention of thyroid abnormality in the fetus and new
born. The selection of drugs is of utmost importance. Among all available beta blockers only
Propranolol and Metoprolol have minimal transfer to breast milk. Among the anti‐thyroid agents,
Propylthiouracil does not get transferred to breast milk but causes hepatic injury whereas Methimazole
does not. In view of prevention of hepatic injury, even though Methimazole gets transferred to breast
milk, it is preferred over Propylthiouracil as an anti‐thyroid drug in lactating mothers. The precaution to
be taken is to ensure breastfeeding half an hour after taking methimazole to prevent the transmission
to the baby.
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Abstract
Case 1: Ms. NB, a 28 y/o African American woman presented with progressive swelling of her upper
lip. She did not give any history of choking sensation, difficulty in swallowing, breathlessness,
palpitations, light headedness, nausea, vomiting, diarrhea, insect bite, travel or exposure to any
allergens. She did not have any allergies. She also mentioned having swelling of her tongue a few days
prior, which subsided by itself. Patient had hypertension and was taking lisinopril 20mg once daily since
the last 1 year. O/E: Vitals: Stable; Swelling of the upper lip ‐ Hospital Course: Patient was admitted to
the ICU with a diagnosis of ACE‐Inhibitor induced angioedema and was started on methylprednisolone
40mg every 8 hours, diphenhydramine 25mg twice daily and famotidine 20mg twice daily for
angioedema and amlodipine 5mg once daily for hypertension. Overnight, patient had worsening of the
angioedema with involvement of the bridge of the nose and periorbital area. Patient was administered
Complement C‐1 inhibitor concentrate with improvement in symptoms.
Case 2: Mr. CG, a 53 y/o African American man with hypertension came with progressive swelling of
lips after taking an extra dose of lisinopril. He did not give any history of choking sensation, difficulty in
swallowing, breathlessness, palpitations, light headedness, nausea, vomiting, diarrhea, insect bite,
travel or exposure to any allergens. He did not have any allergies. O/E: Vitals: Stable; Swelling of both
upper and lower lips ‐ Hospital Course: Patient was admitted to ICU with a diagnosis of ACE‐Inhibitor
induced angioedema and was started on methylprednisolone 30mg every 6 hours, diphenhydramine
25mg every 6 hours and famotidine 20mg twice daily for angioedema and amlodipine 5mg once daily
for hypertension.
DISCUSSION:
Epidemiology ‐ Angioedema occurs in 0.1% to 0.7% of patients on ACE‐Inhibitors. Although two thirds
of the episodes of angioedema occur in the first 3 months of initiation of therapy, they can occur
anytime after initiation of therapy. Several studies show that African Americans have a substantially
increased risk of ACE inhibitor‐associated angioedema.
Mechanism ‐ Mechanism has been postulated to be due to the vasoactive molecules bradykinin and
possibly substance P. Concomitant therapy with dipeptidyl peptidase inhibitors increases risk of
angioedema.
Clinical Presentation ‐ ACE‐Inhibitors usually cause angioedema without urticaria. The orofacial region
and upper airways are the most commonly involved sites.
Treatment ‐ The mainstay of treatment is to avoid further intake of ACE‐Inhibitors, and supportive
measures, including airway and fluid management. Since angioedema can progress rapidly, patients
should be observed in a hospital setting for at least 12 to 24 hours or until improvement. Bradykinin
receptor antagonist, icatibant has been used effectively in severe cases. Complement C1 inhibitor
concentrate has also recently been implemented in the French national guidelines for treatment.
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Abstract
Pulmonary Embolism(PE) is a common cause of morbidity and mortality worldwide, responsible for
approximately 70% of cardiopulmonary arrests in the emergency departments. In the early phase of
Pulmonary Embolism mortality is high, with approximately 50%of deaths occurring within 2 hours of
the onset of symptoms. We report a case of the total dose of 100mg of tissue plasminogen activator
being administered as a bolus dose as opposed to the recommended two hours, that led to successful
resuscitation.
A 57‐year‐old male, presented to the Emergency Department(ED) with a two week history of
generalized weakness, associated with shortness of breath and dry cough. Two hours after
presentation to the ED, he started complaining of chest pain and became diaphoretic. His vitals were
suggestive of tachycardia, tachypnea and hypoxia. The rest of his exam was normal. An EKG performed
showed evidence of the classic SI,QIII,TIII pattern consistent with PE. Within minutes the diagnosis of
bilateral segmental PE was established with a CT angiogram. Subsequently while in the ED, he went
into cardiac arrest and was resuscitated with cardiopulmonary resuscitation per ACLS guidelines. Due
to lack of response, he was administered a higher than recommended 100mg of alteplase in less than
one hour, leading to return of spontaneous circulation. After a short ICU admission the patient
completely recovered and was discharged to a rehabilitation facility.
Review of literature suggests that thrombolysis during cardiopulmonary resuscitation can help reduce
the effect of the embolus and improve the chances of restoration of spontaneous circulation. However,
there is a paucity of data on dose or time of administration of thrombolysis. Current American Heart
Association guidelines recommend the use of the tissue plasminogen activator (alteplase) in the
treatment of massive pulmonary embolus (with hemodynamic instability) as a first intravenous bolus of
10mg followed by 90mg given over 2hours. The current case is an exception to this rule and we believe
that 100mg rtPA given as a bolus instead of being given slowly over two hours, was a crucial step in the
successful resuscitation of this patient. In agreement with some reports, we conclude that the
recommended dose given entirely as a bolus dose on a case‐to‐case basis of massive PE (suspected or
confirmed) induced cardiopulmonary arrest may be an acceptable and life saving treatment option.
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Abstract
Introduction: Pseudoachalasia is the dilatation of the esophagus which mimics achalasia, with
narrowing of the distal esophagus but from reasons other than primary denervation. Paraneoplastic
pseudoachalasia has been reported in cases of small‐cell and adenocarcinoma of the lung, carcinoma of
the gastric cardia, pleural mesothelioma and bronchial carcinoid but never from the ovary. Here we
report the first such case.
Case: A 78‐year‐old Caucasian female with stage IIIc ovarian cancer diagnosed 1½ years ago presented
with the complaint of persistent vomiting that began 8 months ago but which had acutely worsened
over the week preceding presentation. The frequency of episodes had increased from 3‐4 a day to 10‐
12 a day. She had also unintentionally lost 15 lbs. over the last 2 months. On evaluation, she appeared
pale and cachectic. Mucous membranes were dry. Her abdomen was distended and revealed scars of a
previous TAH‐BSO. She was not tender to the touch and had normoactive bowel sounds. Lower
extremities exhibited pitted edema up to the ankles. A plain radiograph of the chest revealed a
widened mediastinum. CT scan showed a megaesophagus with an air fluid level but without obvious
stricturing at the cardio‐esophageal junction. This was compared with a CT scan done 1 year ago which
showed a normal appearing collapsed esophagus. Esophagogastroduodenoscopy revealed an
aperistalitic, uniformly dilated esophagus filled with 3 liters of fluid and undigested food. The scope was
navigated through the lower esophageal junction without much resistance and biopsies were taken.
Given the rapidity of onset of her symptoms, her advanced age, diffuse involvement of the esophagus,
lack of esophageal denervation (characteristically seen in achalasia cardia and absent in
pseudoachalasia) and no visible mural pathology, in the setting of active malignancy ‐ she was
diagnosed with paraneoplastic antibody mediated pseudoachalasia from the ovarian cancer.
Paraneoplastic antibody panel tested positive for ANNA‐1.
Discussion: On rare occasions, as seen in our patient, malignancy can give rise to paraneoplastic
antibodies which interfere with the neuromuscular transmission at the myenteric plexus leading to
pseudoachalasia. In such cases, no gross anatomic pathology can be detected along the esophagus. The
most common antibody associated with this kind of paraneoplastic motility disturbance is ANNA‐1
(Anti‐Hu). Molecular mimickery and subsequent cross reactivity between onco‐neural antigens and
neurons in the myenteric plexus is responsible for esophageal dysfunction and achalactic
transformation. Ovarian carcinomas are known to produce ANNA‐1. However ovarian carcinomas have
never been linked to Pseudoachalasia, making this case a first of its kind. Rapidly progressing achalasia
like symptoms (mean duration of 10 months) in an older population, with evidence of weight loss and
in the setting of active malignancy such as in our patient should always raise suspicion for
Pseudoachalasia.
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Abstract
Introduction: Smoking is classified as the most important behavioral risk factor for gastric carcinoma
(GC) emphasizing the importance of preventive efforts. We assessed qualitative and quantitative
implications of smoking on survival among primary GC patients in a population level data.
Methods: The Florida Cancer Data System (FCDS) registry (1981‐2009) was linked with the 2000 US
Census and the American community survey to obtain data on incidence of primary GC in Florida, based
on the WHO Histological Classification. The overall, smoking status, and smoking intensity stratified
survival, defined as the elapsed time from diagnosis to death or last follow‐up for alive patients, was
the primary outcome. Patient’s smoking status (never, history, and current) and intensity (light (<1
pack/day), moderate (1‐2 packs/day), and heavy (>2 packs/day)) were primary predictors.
Sociodemographic factors (age, sex, race, ethnicity, socioeconomic status (SES), rural/urban locality,
insurance, and marital status) and Clinical characteristics (histology, stage, grade, and treatment
modalities) were co‐variables. Cox proportional hazards model was used to assess survival using
adjusted hazards ratios (aHR), and 95% confidence intervals (95% CI). Data management and statistical
analysis was performed with SAS v9.4.
Results: Using inclusion and exclusion criteria, 31,260 patients were diagnosed with primary GC in
Florida from 1981 through 2009. Most cases were cardia GC (29.03%), adenocarcinomas (74.05%),
poorly‐differentiated (46.15%), had regional stage (36.06%), and received surgery alone (38.47%).
Overall, the mean age at diagnosis was 69.28 ± 13.02 years. Most were male (64.50%), White (86.39%),
non‐Hispanic (88%), middle‐high (31.40%) and middle‐low SES (28.55%), urban residents (94.34%),
insured (55.41%), married (61.93%), and had never smoked (46.96%). As compared to never smokers,
patients who quit smoking presented a statistically non‐significant improvement in survival (aHR: 0.980,
95% CI: 0.951‐1.010). However, active smokers had statistically significant worse survival (1.047, 1.013‐
1.083). Subgroup analysis comparing active with never smokers revealed higher mortality among heavy
(1.196, 1.104‐1.297) and moderate smokers (1.051, 1.006‐1.098).
Conclusion: Most GC patients never smoked by the time they are diagnosed. However, active smokers,
especially heavy and moderate intensity smokers, were found to have higher mortality. When
combined with the mortality benefits of quitting smoking, our study reinforces the need to implement
triaged primary and secondary prevention measures to reduce prevalence of smoking.

Category
Clinical
Research

Name
Vivek Singh

Additional Authors
Andrew Korman, MD
and Tulay Koru‐Sengul,
PhD MHS

Program
Saint Peter's
University
Hospital
(Nayan
Kothari)

Abstract Title
Socioeconomic
Disparities in
Anatomical Site‐
Based Likelihood
and Survival in
Primary Gastric
Carcinoma:
Population Based
Study

Abstract
Introduction: Socioeconomic status (SES) has shown to be a risk factor for anatomical site‐specific
primary gastric carcinoma (GC). We assessed socioeconomic disparities by further exploring impact of
SES on site‐based incidence and survival among primary GC patients in a population level data.
Methods: The Florida Cancer Data System (FCDS) registry (1981‐2013) was linked with the 2000 US
Census to obtain data on incidence of primary GC in Florida, based on the WHO Histological
Classification. The overall and anatomical site (cardia and non‐cardia) stratified survival, defined as the
elapsed time from diagnosis to death or last follow‐up for alive patients, was the primary outcome. SES
was calculated by linking FCDS data with census track poverty data from the 2000 US census and the
American community survey. Sociodemographic factors (age, sex, race, ethnicity, rural/urban locality,
smoking, insurance, and marital status) and Clinical characteristics (histology, stage, grade, and
treatment modalities) were co‐variables. We used Cochran‐Armitage trend test to assess proportion
and Multivariate Logistic regression model to assess SES based likelihood on site‐specific GC incidence.
Cox proportional hazards model was used to assess site‐specific survival. The adjusted odds ratios
(aOR), hazards ratios (aHR), and 95% confidence intervals (95% CI) were calculated. Data management
and statistical analysis was performed with SAS v9.4.
Results: Using inclusion and exclusion criteria, 24,803 patients were diagnosed with primary GC in
Florida from 1981 through 2013. Most cases were non‐cardia GC (65.41%), adenocarcinomas (70.74%),
poorly‐differentiated (48.82%), had regional stage (36.59%), and received surgery alone (38.19%).
Overall, the mean age at diagnosis was 70.03 ± 13.09 years. Most were male (63.84%), White (84.52%),
non‐Hispanic (86.51%), middle‐high (33.09%) and middle‐low SES (31.50%), urban residents (94.46%),
insured (65.68%), married (58.77%), and had never smoked (37.80%). As SES improved, there was
decrease in proportion of non‐cardia along with an increase in cardia GC (Cochran‐Armitage Z= ‐20.98,
2‐sided p<0.001). On multivariate logistic regression analysis, as compared to highest, lowest (aOR:
1.27, 95%CI: 1.14‐1.42) and middle‐low (1.20, 1.10‐1.31) SES groups represented statistically significant
higher likelihood of non‐cardia vs. cardia GC. Using multivariate cox proportional hazard model, as
compared to highest, patients belonging to lowest (aHR: 1.19, 95% CI: 1.13‐1.25), middle‐low (1.15,
1.10‐1.20), and middle‐high (1.08, 1.03‐1.12) SES groups represented worse survival. This trend was
similar among both anatomical sites.
Conclusion: There is a gradient effect of SES as demonstrated by increased proportion of cardia GC as
SES improved and vice‐versa. This was further supported by comparative higher likelihood of non‐
cardia GC among lower SES groups. Regardless, a worse survival among lower SES groups in both
anatomical sites suggest disparities requiring interventions targeting the access to management and
utilization of preventive and treatment services among all SES groups.
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Abstract
Case History: A 54 year‐old female of African American origin with a history of schizoaffective disorder
and COPD presented with episodic 10/10 sharp, non‐radiating pain generalized abdominal pain
described as “heavy and moving”. The pain has persisted the previous two years and was not
associated with food or positional changes. This was not alleviated by a proton pump inhibitor. During
the last two years, the patient described frequent episodes of diarrhea, constipation, and vomiting. Her
diarrhea is episodic and is non‐watery without blood. She could have up to eight loose stool
movements per day, including nocturnal episodes. The patient describes unprovoked bilious non‐
bloody vomiting about once per week. Her carer stated that she had unceasing psychotic episodes
recently where she would call out to non‐existent people or dial the police which was unusual behavior
for her.
Her abdominal pain symptoms began two years prior when she became menopausal at age 52. She also
noticed over this period she was becoming increasingly tired and lost much of her appetite. The patient
recalls thirty pounds of weight loss; two years prior she was 140 pounds and weighed 110 pounds on
presentation. She had no other constitutional symptoms. Her medications included benztropine,
clozapine, and divalproex.
Upon presentation, her vital signs were normal and her BMI was18.3. Her physical examination was
normal including a mini‐mental status. There were no palpable lymph nodes nor masses. A CT scan of
her abdomen and pelvis revealed innumerable hepatic lesions consistent with metastatic disease,
retroperitoneal lymphadenopathy, and enhancing densities in the pelvis consistent with
lymphadenopathy and extensive pelvic ascites. Her CA‐125 was 264, CA19‐9 was 41. A retroperitoneal
lymph node biopsy was performed. Cytology returned positive for a neuroendocrine tumor. Stains
were positive for chromogranin and synaptophysin; CK7, CK20, and LCA were negative. The patient was
discharged and referred to medical oncology for further management. No further psychiatric symptoms
were observed during her admission.
Discussion: Neuroendocrine carcinoid cancers typically occur in the fifth to sixth decade of life and
most are asymptomatic. Interestingly this patient was taking clozapine, an atypical antipsychotic with
partial agonist at 5‐HT1A receptors with a potency equivalent to the blockade of D2 receptors; a
property other antipsychotics lack. The patient’s symptoms do not correlate with carcinoid syndrome;
however the unexplained diarrhea, nausea, and vomiting over a two year period may represent
increased serotonergic activity. The mechanism of psychotic episodes could possibly be explained by
clozapine use and hormone production from the tumor resulting in increased serotonin levels.
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Abstract
Introduction: Creutzfeldt‐Jakob Disease (CJD) is a type of transmissible spongiform encephalopathy
(TSE) or human prion disease that can be categorized into three types: (1) sporadic, (2) familial, and (3)
acquired. Sporadic CJD (sCJD), or CJD with absence of known risk factors, accounts for 85% of all cases
of CJD. CJD has an estimated incidence of 1–2 cases per 1 million people a year worldwide. The mean
age at disease onset is about 64 years with a mean duration of the disease at approximately 8 months.
There is no known cure for CJD, hence, this neurodegenerative disorder often proves fatal.
Case Presentation: A 64 year old Caucasian man was sent to our hospital by his Nursing Home for
akinetic mutism and myoclonic movements of his face and arms. He has a history of end stage renal
disease, multiple cerebrovascular accidents (CVAs), meningioma resection when he was a child, seizure
disorder, hypertension, hyperlipidemia and diabetes mellitus. He was recently admitted 2 weeks prior
for uremia after missing several dialysis sessions, during which he was noted to be belligerent and
socially inappropriate. On further probing of his history, his behavioral changes had already started 6
months prior to being admitted.
Brain MRI showed scattered tiny foci of restricted diffusion in the left cerebellar hemisphere, left
occipital lobe, left parietal cortex, and right posterior parietal parasagittal cortex which on
retrospective analysis qualified as cortical ribboning. Video EEG showed diffuse background slowing
indicative of diffuse cerebral dysfunction. Cerebrospinal fluid studies were normal with PCR studies
negative for infection. Antibiotics were discontinued as patient did not show any signs of improvement.
The patient eventually expired within 8 days from admission. CSF 14‐3‐3, which came back post‐
mortem, was elevated. Oligoclonal bands were also positive. The patient’s family declined autopsy.
Discussion and Conclusion: Patients with CJD typically present with rapidly progressive dementia,
cerebellar dysfunction, visual abnormalities, and pyramidal and extrapyramidal symptoms. Myoclonus
is seen in about 90% of cases.
The most commonly used clinical diagnostic criteria for probable sporadic Jakob‐Creutzfeldt disease are
the UCSF and European criteria which combine clinical findings, brain MRI findings, EEG and CSF 14‐3‐3
to make CJD a probable diagnosis. Histopathologic analysis of a brain biopsy together with
identification of the misfolded protein remains the gold standard in diagnosis of CJD which is most of
the time not feasible in most institutions.
Transmission of prion proteins poses a public health risk. However, there is no available screening test
that can aid in identifying this pathogenic condition in the general population. Hence, physicians should
always maintain a high index of suspicion for CJD and not easily dismiss behavioral changes when faced
with a patient with rapidly progressive dementia.
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Abstract
Introduction: Functional bowel disorders including constipation, fecal impaction, and fecal
incontinence are common gastrointestinal [GI] diseases in the elderly and a major source of morbidity.
Fecal impaction has an incidence of 42% in the geriatric ward, with a greater prevalence those with
neuropsychiatric illnesses such as Alzheimer's disease and Parkinsonism. However, management of
fecal impaction in elderly people with colostomy has not been extensively discussed. With this case
description, we emphasize the need to study management of fecal impaction in view of it’s ability to
lead to mechanical obstruction in elderly population.
Case Presentation: A 82 year old Caucasian female nursing home resident with a past medical history
of quadriplegia, hypothyroidism, multiple infected decubitus ulcers, and a diverting colostomy was
brought to emergency room with dyspnea and tachycardia. On presentation, she appeared
malnourished, dehydrated and was confused. She was afebrile but was tachycardic and tachypneic. On
physical examination, she had wheezing, rales and reduced air entry bilaterally. Abdomen was
distended with diminished bowel sounds and a left colostomy bag with no stool, but there was no
guarding or rigidity. Chest X ray showed bibasilar pneumonia. An abdominal X ray was obtained which
revealed significant gaseous distention of the small bowel and fecal matter in non‐distended colon
confirmed with subsequent obstruction series and computed tomography scan revealing fecal
impaction. She was admitted to the intensive care unit. Nasogastric tube was placed to decompress
small bowel and intravenous antibiotics were started for aspiration pneumonia. A variety of laxatives
were tried including bisacodyl suppository, lactulose, tap water enema, polyethylene glycol, senna,
psyllium, and manual extraction attempt was unsuccessful. Surgical management was deferred in view
of patient’s age and underlying co‐morbidities. After all of these didn’t help the patient, we gave her
GoLYTELY® which resolved the impaction.
Discussion: Approximately 100,000 people undergo surgeries for colostomy or ileostomy each year in
the United States. We are not sure of the prevalence of mechanical GI obstruction from stool impaction
in colostomy patients. The complications related to stoma have been extensively discussed in the
literature, but more studies need to be done to address lower GI disorders in colostomy patients.
In our patient, there are several risk factors including hypothyroidism, dementia and dehydration. All of
these risk factors should be addressed optimally. Interestingly, there are several studies which suggest
that regular irrigations of colostomies can promote bowel evacuation. However, more studies need to
be done to establish guidelines for standard of care for colostomies. With the increasing number of
colostomies in the country and worldwide, it is pertinent that health care providers should understand
the risk factors, preventive strategies and management of fecal impaction in patients with colostomy.
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Abstract
Introduction: Chryseobacterium meningosepticum is a gram‐negative rod‐shaped bacterium widely
distributed in nature (e.g. fresh water, salt water, soil). Chryseobacterium meningosepticum has been
internationally reported as an emerging cause of hospital‐acquired infections and bacteremia in
immunocompromised or critically ill patients. Here we present a case of a 51 year old Male with
peritoneal catheter associated peritoneal infection with Chryseobacterium meningosepticum. Through
this case report, we aim to emphasize that Chryseobacterium meningosepticum should be suspected in
a patient who has peritoneal catheter associated infection and hence antibiotics should be chosen
accordingly.
Case Presentation: 50 yo Caucasian Male with past medical history of End Stage Renal Disease on
Peritoneal dialysis at home was brought in to E.D for increasing lethargy, altered mental status,
diarrhoea for 1day. Patient was admitted and was found to have tachypnea and altered sensorium.
Patient looked very malnourished with temporal wasting. His blood pressure was stable and labs
showed WBC count of 21.5. Patient was initially started on Vanc, zosyn, flagyl. Blood cultures,
peritoneal cultures and stool C.diff was sent. Peritoneal Dialysis catheter was removed the next day
and patient was dialyzed on Continuos Veno‐veno Hemofiltration through left IJ shiley. Peritoneal fluid
cultures grew P. aeruginosa, Chryseobacterium meningosepticum, Candida Albicans, Vancomycin
resistant Enterococcus faecium. Patient was started on meropenem for pseudomonas), micafungin for
yeast , bactrim for chryseobacterium and linezolid for VREF. Patient also had a cardiac arrest on the
same day requiring CPR for 10min . He regained consciousness later and also required lower doses of
pressors and also got intubated . Over the course of hospitalization, patients WBC counts trended
down to the normal range. No temperature spikes were noticed. There was a suspicion for Heparin
induced Thrombocytopenia, as the patients platelets dropped from 320000 on admission to 51000 over
the course of few days. Argatroban was used instead of heparin and linezolid was discontinued and
replaced by daptomycin. Serotonin release assay result was negative, excluding Heparin Induced
Thrombocytopenia as a reason for acute platelet drop. Platelets continued to increase over the next
few days. Patient continued improving over the next few days and was successfully able to complete
the full course of antibiotics.
Discussion: In 1997, there was a case series done on sensitivity testing of 15 isolates from Harvard
institute, which revealed the most efficacious antibiotics to be minocycline (100% sensitive), rifampin
(93%), trimethoprim‐sulfamethoxazole (67%), and ciprofloxacin (53%). Sensitivity testing from our
institution revealed the only effective antibiotic against Chryseobacterium meningosepticum is bactrim
for this patient . These findings have important implications for the clinician when choosing empiric
antibiotic regimens for patients with risk factors for C. meningosepticum infection.

Category
Clinical Vignette

Name
Chandula
Seneviratne

Additional Authors
Lewis Musoke MD,
Delyse Garg MD, Carlos
Remolina MD

Program
Trinitas
Regional
Medical
Center

Abstract Title
Rare Instance of
Rituximab as the
Culprit for Diffuse
Alveolar Damage–
A Case Report

Abstract
Rituximab, an anti‐CD20 monoclonal antibody, is the standard of care in the treatment of B‐cell Non
Hodgkins Lymphoma and has also been used with increasing frequency in a wide range of autoimmune
diseases. While Rituximab is generally a well tolerated regimen, there is a reported 0.01‐0.03%
occurrence rate of pulmonary toxicity in the form of severe and potentially fatal interstitial lung
disease. It is important for clinicians to consider these adverse effects in the differential diagnoses of
dyspnea and cough in patients receiving this chemotherapeutic agent, as the toxicity resolves with
discontinuation of the drug and appropriate treatment.
Our case involves a 51‐year‐old Hispanic female with a history of splenic marginal zone lymphoma who
presented to the emergency department with a one month history of progressively worsening cough,
dyspnea and pleuritic chest pain. She had received one cycle of Rituximab and Bendamustine one week
prior to symptom onset. On physical examination, she was hemodynamically stable with oxygen
saturation of 98% on ambient air. Venous duplex confirmed bilateral lower extremity venous
thromboses. CT chest angiogram showed left subsegmental pulmonary embolus and bilateral
interstitial infiltrates which were not present on previous chest CT performed 3 months ago.
Transthoracic echocardiography revealed no evidence of right ventricular strain or chronic pulmonary
hypertension.
The presence of new interstitial infiltrates raised suspicion for Rituximab‐induced pneumonitis. In
addition to anticoagulation for the PE and DVT, she was also treated with a short course of intravenous
steroids, with improvement in symptoms. She was transitioned to oral steroids taper upon discharge.
Follow up pulmonary function tests were essentially normal.
Given her adequate performance status, she was resumed on the initial chemotherapeutic regimen one
day following discharge. Eight days after her second cycle of chemotherapy, the patient was re‐
admitted with dyspnea. CT chest angiogram showed no pulmonary embolism but increased interstitial
infiltrates bilaterally. To further characterize the pattern of lung injury, she underwent robotic wedge
resection of the right upper, middle, and lower lobes. Final pathology showed lung injury pattern most
consistent with acute diffuse alveolar damage (DAD). No evidence of significant chronic interstitial
fibrosis was seen.
The Rituximab/Bendamustine were discontinued permanently. She was restarted on maintenance
steroids followed by a taper with complete resolution of symptoms. Follow up CT chest without
contrast five months later revealed resolution of diffuse alveolar infiltrates.
Despite having an alternate explanation for dyspnea in the form of pulmonary embolism, it is evident
that the drug induced pneumonitis was an important factor contributing to this patient’s symptoms.
This case highlights the importance of considering drug induced pulmonary toxicity in the differential
diagnosis of dyspnea in patients receiving Rituximab so that appropriate interventions can be initiated.
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Abstract
Pasteurella multocida endocarditis is gram negative microorganism that can rarely cause infective
endocarditis. Our patient is 71‐year‐old male with left shoulder arthroplasty who presented to the
Emergency department after he was found covered with urine and feces. He reported six weeks history
of fevers, chills, loss of appetite and severe pain in his left shoulder. On physical exam; temperature
was 97.6°F, heart rate was 120 beat/min, blood pressure was 103/68 mmHg. Cardiovascular
examination revealed a faint systolic ejection murmur. Laboratory studies revealed leukocytosis and
acute kidney injury. He was started on aggressive IV fluid hydration. Chest x‐ray showed no acute
cardiopulmonary abnormalities. Urine culture was negative. Blood cultures grew gram negative rods at
48 hours of incubation and pipercillin‐tazobactam was started. However, he continued to have fever.
Repeat blood cultures 48 hours later again revealed gram negative rods, which were identified as
Pasteurella multocida, and antibiotic was changed to ampicillin. Upon further questioning, the patient
revealed that he has 3 dogs, one of which bit him on his left hand about 2 weeks prior to the onset of
his symptoms.
Because of persistent bacteremia; infective endocarditis was suspected, transthoracic echocardiogram
was unremarkable. Transesophageal echocardiogram was performed and was able to visualize 1cm
vegetation on the Eustachian valve, so diagnosis of Eustachian valve endocarditis secondary to P.
multocida was made. Left shoulder MRI showed a small amount of fluid, however culture was negative.
The patient’s clinical conditioned improved and repeat blood cultures were negative. He was
discharged to a sub‐acute rehab facility to complete a total of 4 weeks of antibiotic therapy with
intravenous ampicillin with plans to follow up with the Infectious Disease specialist for further
treatment with oral fluoroquinolones.
Pasteurella multocida is a gram negative coccobacillus found in the upper respiratory tract of cats and
dogs. Transmission to humans occurs through scratches, bites or licking of non‐intact skin by these
animals, and has been associated with seeding of prosthetic knee and hip joints. Endocarditis is a rare
complication, with few cases reported in the literature.
The Eustachian valve is a structure present during fetal life that may persist into adulthood.
Endocarditis of this valve is rare, with very few cases reported. We present what we believe to be the
first reported case of Eustachian valve endocarditis caused by P. multocida.
Though cases of P. multocida endocarditis and Eustachian valve endocarditis are exceedingly rare, this
case illustrates that Eustachian valve endocarditis caused by P. multocida can occur. While TTE can
adequately visualize the Eustachian valve, the persistent P. multocida bacteremia and high clinical
suspicion even with normal TTE should warrant further investigation with TEE to rule out the presence
of P. multocida endocarditis.
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Abstract
Introduction: Systemic amyloidosis is rare condition. In the United States, the incidence is 8.9 per
million person‐ years and approximately 2000‐2500 cases of immunoglobulin light chain (AL)
amyloidosis are diagnosed annually. Cardiac involvement in AL amyloidosis is present in 40‐50% cases
and is associated with worse outcomes. Additionally, AL amyloidosis is even rarer in non‐ white
individuals. This uncommon case delineates the diagnostic, management and prognostic factors in
cardiac amyloidosis.
Case description: 76 year old African‐American male with asymptomatic (smoldering) myeloma was
admitted with syncope. On initial presentation his electrocardiogram (EKG) showed low voltage
complexes with high degree atrioventricular block. Cardiac enzymes and B‐type natriuretic peptides
(BNP) were elevated. Acute myocardial infarct was initially suspected hence coronary artery
catheterization was performed which failed to demonstrate significant stenosis of the coronary
arteries. Transthoracic echocardiography (TTE) showed decreased left ventricular (LV) ejection fraction
and severe concentric LV hypertrophy. Since the TTE showed typical “granular sparkling” appearance of
the myocardium hem‐ oncologist was consulted. Abdominal fat and rectal biopsies were performed
which were unremarkable. Subsequent bone marrow biopsy revealed AL amyloidosis which helped in
diagnosis of cardiac amyloidosis. Patient’s heart failure was eventually controlled by diuretic therapy
and he underwent dual chamber pacemaker implantation. He was assessed to be a non‐ candidate for
autologous stem cell transplantation (ASCT) and chemotherapy was started with bortezomib and
lenalinomide before being discharged to a sub‐ acute facility.
Discussion: Among the various prognostic factors, extent of the cardiac involvement is the most
important determinant of the clinical outcomes. Cardiac amyloidosis is diagnosed by low voltage
complexes on EKG, elevated BNP, troponin levels, typical echocardiogram findings, cardiac magnetic
resonance (CMR) and endo‐ myocardial biopsy. Studies have showed worse outcomes in patients with
cardiac involvement than those without cardiac involvement and the 1‐year, 2‐year and 3‐year survival
of the patients with cardiac involvement was 53.2%, 46.8% and 41.9%, respectively. However with the
advent of ASCT with or without cardiac transplantation the outcomes are getting better in appropriate
candidates. Deaths are more frequent in patients not eligible for high‐dose chemotherapy and
autologous stem cell transplantation. This case demonstrates a multi‐ pronged approach with close co‐
ordination between various specialties required for diagnosis and management of cardiac amyloidosis.
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Abstract
Emphysematous osteomyelitis is a rare but potentially fatal condition that requires urgent diagnosis as
morbidity and mortality is significantly high. In the proper clinical setting, suspicion should be raised as
it usually presents with vague constitutional symptoms such as fever, and malaise along with
leukocytosis.
A virologically suppressed 40 year old Hispanic male with HIV disease, on combination antiretroviral
therapy, developed progressive CD4 decline and new diagnosis of type 2 diabetes mellitus. He
manifested with worsening dyspnea, non‐productive cough, fevers, and weakness for over a month.
Diagnostic tests revealed varying cytopenias, transaminitis, elevated alkaline phosphatase, azotemia,
and left basal patchy, non‐cavitary infiltrates. He modestly improved while on broad spectrum
antibiotics for suspected bacterial pneumonia. Mycobacterial blood cultures are negative. A bone
marrow aspiration with biopsy disclosed normal karyotype, Reed Sternberg cells, and
hemophagocytosis. He received multiple blood product transfusion via a peripherally inserted central
catheter due to ongoing gastrointestinal bleeding. Twenty days into admission, he developed septic
shock with Klebsiella pneumoniae recovered from quantitative blood cultures requiring catheter
removal. Carbapenem was de‐escalated to ceftriaxone based on in‐vitro susceptibility studies. A
contrast CT of the abdomen and pelvis did not show evidence of colitis, but incidentally revealed new
foci of gas involving the osseous structures of pelvis, bilateral femurs and soft tissues. An Interventional
Radiology‐guided aspiration of sacral ala grew Klebsiella pneumoniae with the same susceptibility as
the blood isolate. Despite intravenous immunoglobulin, corticosteroids, rituximab, and brentuximab,
he succumbed to death with multi‐organ failure.
Our case highlights the fact that the radiologic finding of intraosseous gas in extra‐axial skeleton is
pathognomonic for emphysematous osteomyelitis. Most cases of emphysematous osteomyelitis are
believed to be secondary to hematogenous spread; other sources include contiguous spread from
intra‐abdominal, soft tissue or skin infections, or spinal surgery. It is usually caused by polymicrobial
infections, but is usually monomicrobial in hematogenous spread. The causative organism can include
an anaerobe, particularly fusobacteria, or an Enterobacteriaceae. Literature suggests diabetes and
underlying immunocompromising conditions, including malignancy and AIDS, is a common association.
Studies have not defined an optimal length of antibiotic regimen therefore aggressive surgical
debridement is an important part of management. Although there have only been few reported cases,
the high morbidity and mortality associated with the disease makes early radiological diagnosis critical.

