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Research - Medical Students
Factors Facilitating Academic-Community Research Partnerships with
African-American Churches

Background: African-Americans (AAS) continue to be underrepresented in
medical research and clinical trials. This can lead to inadequate access to
novel medical therapies and innovations among this population, thus
undermining health equity. AA churches are valuable partners in
implementing health promotion interventions to combat disparities. This
study evaluates church characteristics associated with enrollment into the
FAITH! Trial, a community-based, cluster randomized trial for cardiovascular
health (CVH) promotion among AA churches.

Methods: Churches attending recruitment events in Minneapolis-St. Paul and
Rochester, MN were invited to complete an electronic survey and telephone
interview. These instruments assessed church characteristics and readiness to
engage in health promotion programming (HPP) as determined by the Brand's
PREACH (Predicting Readiness to Engage African American Churches in
Health) assessment tool. The primary outcome of interest was church
enrollment in the FAITH! Trial. Key predictors of interest included
congregation size, average congregation member age and church readiness to
engage in HPP as defined by PREACH scores and stage classifications (1-3),
denoting low to high capacity for engagement.

Results: Of the 30 churches attending recruitment events, 26 (93%) completed
the screening survey and follow-up interview, and 16 (53%) enrolled into the
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intervention study had greater infrastructure for HPP, larger congregations
and members of younger age. Institutions seeking to increase accessibility to
clinical trials and medical therapies to AA communities by partnering with
AA churches must provide greater support to smaller congregations with
members of older age through adequate personnel and funding for optimal
outcomes.

Regional Clustering of Financial Hardship in the United States Among
Cancer Survivors by Age, Sex, and Race/Ethnicity

Background: Innovative treatments have improved cancer survival but also
increased financial hardship for patients. While demographic factors
associated with financial hardship among cancer survivors are known in the
United States (US), the role of geography is less clear.

Methods: We evaluated financial hardship (self-reported foregoing care due to
cost within 12 months) by US Census region (Northeast, North
Central/Midwest [NCMW], South, and West) in combination with
demographic factors (age, sex, race/ethnicity) among 217,981 adult cancer
survivors aged 20 to 82 years who participated in the 2015-2019 Behavioral
Risk Factor Surveillance System survey. We summarized region-and group-
specific prevalence of medical financial hardship and used multivariable
logistic regression models to compare financial hardship by region.

Results: Financial hardship was most prevalent in the South (19-38% among
those aged <65 years; 4-
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mental status, weakness, increased urinary frequency, mood changes, gait
changes, fatigue, constipation, and shoulder pain coinciding with the timing of
his recent COVID-19 infection. On physical examination, he was afebrile
with a heart rate of 51-58 beats per minute and blood pressure of 173/70
mmHg. He endorsed myalgias and arthralgias. Lab workup revealed
phosphorus 1.7 mg/dL and PTH 167 pg/mL; the free light chain ratio was
normal. CT chest angiogram demonstrated evolving pulmonary fibrotic
changes consistent with a previous COVID-19 pneumonia and noted mild
thoracic lymphadenopathy that was atypical for COVID-19 pneumonia.
Following admission, he was given IV fluids, calcitonin, and zoledronic acid,;
he was started on a low calcium diet, his home thiazide diuretic (which may
have contributed to his presentation) was discontinued, and a sestamibi scan
was ordered to evaluate for parathyroid adenomas that may be amenable to
surgical intervention.

Discussion: When hypercalcemia is noted on lab work, the first step is to
confirm the diagnosis with a repeat measurement and to correct for albumin.
Once severe hypercalcemia is diagnosed, it is important to initiate prompt
treatment with 1V fluids, calcitonin, and bisphosphonates. Lactated Ringers
(LR) is preferred over normal saline (NS) for fluid resuscitation; although it
contains calcium, LR is less likely to exacerbate hyperchloremic acidosis
compared to NS. For most patients, prompt treatment with an 1V
bisphosphonate, zoledronic acid, is preferred because it is more potent than
other agents, particularly for hypercalcemia of malignancy. However, for
patients who have renal impairments, IV pamidronate is the next best option.

Amid the COVID-19 pandemic, many generalized symptoms of primary
hyperparathyroidism overlap with those of the post-COVID-19 syndrome
including weakness, fatigue, confusion, and muscle and body aches.
Clinicians must therefore have a high level of clinical suspicion in ruling out a
patient for hypercalcemia.
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the hospital, and can lead to life threatening sepsis. Cuts, scrapes, and
puncture wounds are all potential entry points for an infection and can be
caused by a variety of traumatic mechanisms that disrupt the skin barrier.
Diabetics with neuropathy and poor vascularity are at increased risk of
unidentified foot wounds, but the hands also remain at risk for injury
secondary to activities of daily living.

Case Presentation: A 69 year old male with history of uncontrolled type 2
diabetes mellitus, hypertension, atrial fibrillation, and bilateral transtibial
amputations secondary to chronic foot ulcers, presented to the hospital with
altered mental status. Non-con CT of the head did not reveal acute intracranial
hemorrhage, electrolytes within normal limits, but labs were notable for
elevated white count, CRP, ESR, lactate, and hyperglycemia. Patient was
febrile, tachycardic with irregularly irregular rhythm. Right thumb markedly
swollen, erythematous, and warm with redness extending into the thenar
eminence and paronychia. The patient is unable to recall any injury to his
thumb. A clinical diagnosis of sepsis secondary to right thumb cellulitis was
made. Blood cultures were obtained and broad-spectrum antibiotic coverage
with vancomycin and zosyn was started. Xray of the thumb was negative for
gas, foreign body, or osteomyelitis. Orthopedic surgeons performed bedside






Methods: The patient received her first infusion of pembrolizumab, an
immune checkpoint inhibitor (ICI), two weeks prior to presentation and) after
progression of her malignancy on other therapies. She presented to the
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106 beats per minute, respiratory rate 19 to 30 per minute, and saturating 89%
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Methods: Echocardiogram revealed moderately reduced global systolic
function with an estimated EF of 35% and multiple segmental wall motion
abnormalities, suggestive of takotsubo cardiomyopathy. Coronary CT
angiography showed patent coronary arteries with no evidence of an ischemic
event.

She was medically managed for her takotsubo cardiomyopathy with beta
blockers, and isosorbide dinitrite in addition to her chronic aspirin, ranolazine,
and rosuvastatin for comorbid CAD. She improved and was discharged to
home after three days. One month post discharge her echocardiogram was
normal with no wall motion abnormalities and EF of 55%.

Upon further chart review, it was discovered that this was the patient’s 8th
documented episode of takotsubo cardiomyopathy. She reported that she
typically has one to two episodes of cardiomyopathy per year that are linked
with significant emotional stressors in her life (her brother’s death, daughters’
marital trouble, dog’s illness etc.). To our knowledge, this is the highest
number of recurrent episodes of takotsubo cardiomyopathy documented in the
medical literature.

Conclusion: Takotsubo cardiomyopathy is an important clinical diagnosis
whose incidence is increasing. A JAMA study found that incidence of
takotsubo cardiomyopathy has increased by roughly 8% in the setting of the
COVID-19 pandemic. Takotsubo cardiomyopathy disproportionately impacts
women and one study found 55.8% of patients with takotsubo
cardiomyopathy had psychiatric or neurological disorders compared to 25%
of patients with ACS. This case demonstrates that although stress
cardiomyopathy recurrence is rare, it should be included in the differential.
Additionally, these patients should have multifactorial management that treats
not only the physiological symptoms of the cardiomyopathy, but also targets
the psychological stressors that caused the pathology. Proper management of
patient’s symptoms may help prevent recurrence.
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A Rare Case of Severe Cardiomyopathy Associated with Myotonic Dystrophy
Type 2

Background: Myotonic dystrophies (DM) are multisystemic diseases
characterized by muscle weakness and myotonia. DM2 (myotonic dystrophy
Type 2; proximal myotonic myopathy; PROMM) is an autosomal dominant
multisystemic disorder caused by a microsatellite repeat expansion within
intron 1 of the zinc finger protein 9 (ZNF9; also known as CNBP) gene. DM2
is generally characterized by a less severe phenotype than DM1 (myotonic
dystrophy type 1). Despite a growing appreciation for the cardiovascular
manifestations in DM1, cardiac involvement in DM2 has been less well
characterized. In patients with DM2, cardiomyopathy has rarely been
described.

Case Presentation: This clinical vignette describes a rare case of DM2
associated cardiomyopathy in a 56-year-old male with DM2 who presented
with palpitations, fatigue, reduced exercise tolerance, atypical chest pain, and
lower extremity edema. He also reported proximal progressive muscle
weakness for the past 20 years. Genetic testing confirmed DM2 due to a
ZFN9 mutation. Physical exam showed normal vital signs, no jugular venous
distention or edema, clear lungs, regular heart rate and rhythm without
murmurs, and mild proximal muscle weakness. He additionally had
hypertension, dyslipidemia, prior tobacco use (15 pack-years), well-controlled
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fibrin thrombi and extravasation of red blood cells consistent with warfarin
NEecrosis.

With a de
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conditions, seeing multiple subspecialists, and poor medical record keeping in
the healthcare system. To help improve outcomes in patients with excessive
polypharmacy in our resident clinic, we enrolled patient’s with >10
medications to undergo a series of comprehensive medication reviews with
our pharmacist and their primary care provider (PCP) in an effort to maintain
an accurate medication list.

Methods: Patients could be included in the study if they were on >10
medications between October 2020 and August 2021. A comprehensive
medication review was completed by our clinic pharmacist and total number
of medications and any medication discrepancies were noted. The patients
then completed a clinic appointment with their primary care provider
dedicated to medication list review and education. Medications were again
reviewed via pharmacist phone visit at 1 month and 6 months following PCP
visit and discrepancies and total number of medications were noted again.
Frequency of medication discrepancies, common categories of medication
discrepancies and change in total number of medications were compared over
the series of follow ups.

Results: 45 patients are actively enrolled in this study. 51% of these patients
did not complete their dedicated PCP visit immediately following their initial
pharmacist visit, 57% of them due to needing an acute visit (clinic, ED or
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lung and was initially treated with nivolumab (PD-1 inhibitor) and later
impilimumab (CTLA-4 inhibitor). He developed autoimmune cutaneous
toxicity so impilimumab was stopped. Nivolumab was continued for an
additional 11 cycles before he was hospitalized for ongoing nausea, vomiting,
and a 40 Ib weight loss. The second case was a man with merkel cell
carcinoma admitted to the hospital with fatigue, anorexia, and nausea with
vomiting after receiving 7 cycles of pembrolizumab (PD_1 inhibitor). In both
cases laboratory evaluation was consistent with secondary adrenal
insufficiency and hypophysitis from CPI therapy. The CPI therapy was
stopped. Both patients were started on glucocorticoid replacement therapy
with complete resolution of symptoms at follow up visits.

Conclusion: These cases demonstrate an increasingly common development
of irAEs associated with CPIs. Given the growing number of patients treated
with CPlIs, providers will need to be aware of potential irAEs such as adrenal
insufficiency which can be severe and potentially life threatening.
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Pulmonary ATTR Amyloidosis: Clinical, Radiologic and Pathologic Features
and Outcomes

Introduction: Transthyretin amyloidosis is a disorder characterized by
deposition of a misfolded conformation of the transport protein transthyretin
(ATTR) most commonly in cardiac and nervous tissue causing clinical
disease. Pulmonary amyloidosis, or deposition of ATTR in lung tissue, is a
poorly characterized manifestation of this disease. We present the clinical
course, imaging characteristics, pathology results, and outcomes of a cohort of
patients diagnosed with pulmonary amyloidosis at an academic institution.

Methods: We performed a retrospective descriptive review of 28 patients at
Mayo Clinic between 2005 and 2020 with pulmonary ATTR amyloidosis
(89% male, age at diagnosis 50-99 years). Data collected included patients’
demographics, subjective symptoms, tissue biopsy results, and pulmonary
function testing, imaging, and treatment data.

Results: Patients were typically diagnosed after persistent dyspnea and
abnormal chest imaging resulted in bronchoscopy yielding ATTR amyloidosis
on biopsy. Most had a pre-existing diagnosis of cardiac ATTR amyloidosis. A
similar number of patients had wild-type and hereditary disease. Patients
typically had mild restrictive lung dysfunction with moderate reduction in
diffusion capacity for carbon monoxide. Ninety-three percent had chest
computed tomography imaging most commonly showing diffuse nodularity.
Several patients had pulmonary cysts, pleural effusions, or noncalcified
lymphadenopathy. Almost all patients had pulmonary vascular involvement
and half had interstitial involvement on tissue biopsy. One-third received
either anti-amyloid pharmacotherapy or organ transplant. Half of patients died
by the time of study inclusion [Jan. 1, 2005-Dec. 31, 2020].

Conclusion: Pulmonary disease is a less common, but clinically important
manifestation of ATTR amyloidosis. While there is heterogeneity in the
presentation of these patients, there is a common symptomatology and disease
course. Anti-amyloid therapies are a promising development with associated
mortality benefit.

Outcomes and Clinical Characteristics of COVID-19 in Patients with
Tuberculosis

Introduction: COVID-




certain comorbidities, such as increased age, diabetes, cardiovascular disease,
and chronic obstructive pulmonary disease. Tuberculosis (TB) disease
severity and outcomes correlate with similar comorbidities. Literature on
COVID-19 infection in patients with TB is limited. This study evaluated the
clinical characteristics, illness severity, and mortality of COVID-19 infection
in patients with TB compared to patients without TB.
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he denied any symptoms of polydipsia, polyuria, vision changes or weight
changes. He was adamant that his fasting glucose was 100-130 at home,
which did not correlate with the elevated Alc. A fructosamine was therefore
obtained which was mildly elevated at 312, correlating to an Alc of roughly
7.5%. As the Alc and fructosamine were discordant, the conclusion was the
Alc was an unreliable test in this patient. An initial workup to evaluate for
cause of falsely elevated Alc included thorough medication review and social
history, lipid panel, BMP and CBC. As the workup proceeds, the patient is
being evaluated for possible continuous glucose monitor and will have
fructosamine testing done in the future instead of Alc.

Conclusion: The Alc is often a reliable test, but this case demonstrates the
potential imperfection of the test. The Alc relies on a non-enzymatic reaction
between hemoglobin and glucose, so there are many factors that may impact
hemoglobin and therefore Alc accuracy. These factors include inherited
thalassemias, acquired anemias, certain supplements/medications, renal
disease and several other causes. Although false Alc is relatively uncommon,
it may be underdiagnosed. It is therefore important to correlate Alc with
fasting glucose measurements and use alternative laboratory biomarkers as
another measurement if there are any underlying disease processes that may
interfere with Alc accuracy.
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A Case of MALT Lymphoma Masked as Gastric Varices Confirmed by EUS

Introduction: Gastric varices (GV) can cause gastrointestinal bleeding and
increase morbidity and mortality in patients with cirrhosis. Upper endoscopy
with direct injection of tissue adhesive glue or sclerosing agents is commonly
utilized whenever there is no endoscopic ultrasound (EUS) expertise.
However, alternative diagnoses can masquerade the endoscopic appearance
and presentation of GV leading to suboptimal management and delays in
diagnosis. We present a case of MALT lymphoma masked as GV on
endoscopy and later correctly identified by Doppler EUS. This case highlights
the importance of EUS in the evaluation of GV to aid appropriate
management.

Case Presentation: A 60-year-old male with a history of alcohol and NSAID
use was admitted following a pre-syncopal episode. Physical exam was
significant for tachycardia and hypotension. Labs were significant for a
hemoglobin of 6.9 g/dL. Upper endoscopy showed isolated large gastric
varices with stigmata of recent bleeding. However, there were no signs of
cirrhosis with portal hypertension or gastric varices on CT scan. He was
referred for EUS-guided coil/glue embolization during which he was found to
have a large subepithelial lesion (SEL) in the gastric fundus. Doppler
interrogation excluded underlying varix but revealed a large intramural
hypoechoic mass. Two smaller SELs were also found, one with a deep
ulceration and a visible vessel. Hemostasis was achieved with injection of
Epinephrine and placement of hemostatic clips. Ulcers on biopsy with
immunohistochemistry showed neoplastic CD 20 positive cells consistent
with low grade B-cell lymphoma such as mucosa-associated lymphoid tissue
(MALT) lymphoma. H.pylori was negative. He was subsequently referred to
oncology for radiation treatment.

Discussion: EUS exploration should be offered in cases where direct visual
diagnosis of gastric varices with endoscopy is unclear or when there is no
evidence of portal hypertension on cross-sectional imaging or in the absence
of cirrhosis to exclude alternative diagnosis. EUS can distinguish varices
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located in the submucosa from other causes for prominent gastric folds. In this
case, EUS aided in making a timely diagnosis of gastric SEL masquerading as
varices which further impacted management. EUS should be preferred over
conventional endoscopy for GV as it offers many conceptual diagnostic and
therapeutic advantages including real-time imaging that enables detection and
precise targeting of perforating and collateral vessels which often accounts for
uncontrolled or recurrent bleeding.
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Severe Methemoglobinemia After Sodium Nitrite Ingestion

Introduction: 39-year-old female presented after an intentional sodium nitrite
ingestion in an attempt to kill herself.

Case Description: A 39-year-old female with a history of major depressive
disorder, post-traumatic stress disorder, and borderline personality disorder
presented to the ED by EMS after a suicide attempt. She reported
intentionally ingesting 4 tablespoons of sodium nitrite and quickly after that
called 911. She arrived to the ED about 20 minutes after the initial reported
time of ingestion. The medic reported that she looked blue/gray and “dead”
but was sitting up talking to him, so he rushed her to the ED. On arrival she
was briefly awake and speaking but became lethargic and then began to have
a seizure. She received lorazepam and Keppra and was intubated for airway
protection. She initially received activated charcoal for the ingestion. Her
methemoglobin level came back at 73 so she received methylene blue (2
doses total). Her skin was bluish gray on presentation and when the ED
physicians placed an arterial line her blood was dark brown. Her blood
pressures began to drop and she required at one point up to 3 pressors to
maintain adequate blood pressure. Her lactate was 11.7, pH 7.15, and bicarb
11 initially. The SpO2 persistently read in the 60s. In the ED after receiving
methylene blue, her methemoglobin level was improved to 29.

She was admitted to the ICU and remained intubated. When sedation was
stopped, she began to have occasional and focal myoclonus, so propofol was
restarted. This developed into full body myoclonus vs seizure activity. She
was started on a versed drip at that time with concern for seizure. An EEG
was obtained that did not show any seizure activity. About 36 hours after
admission she was weaned from sedation and able to follow commands. She
was extubated successfully. She continues to have suicidal ideation and is
pending admission to inpatient psychiatry. She does not appear to have
significant neurologic damage.

Discussion: A methemoglobin level reports the percentage of hemoglobin that
has been oxidized to the ferric state and cannot carry oxygen. She presented
with an initial level of 73% which means only 27% of the hemoglobin in her
body was capable of carrying oxygen. With this high of a level it is interesting
that she did not have any kidney or liver damage on admission. She appeared
to initially have hypoxic brain injury with the myoclonus and non-
responsiveness of of sedation, although this now appears to be a toxic effect
of the sodium nitrate more so than a hypoxic injury as she demonstrated good
neurologic recovery.
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That Blood Pressure, You Gotta be Kidney-ing Me!

Case Presentation: A 50 year old female with history of bilateral renal cell
carcinoma (RCC) s/p partial left nephrectomy, ESRD on hemodialysis, and
hypertension was admitted for hypertensive emergency with a blood pressure
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diagnosis can be challenging and a broad differential of headache in patients
who present to ambulatory clinic is essential. Classic signs and symptoms
(pain, Horner syndrome, cranial nerve palsy, cerebral ischemia) or a high
index of suspicion as in this case should prompt angiography for diagnosis.
The management of carotid artery dissection is focused on preventing
thromboembolic complication. Our patient was treated with daily aspirin
325mg and clopidogrel 75mg with a follow up MR angiogram in three months
to determine duration of therapy.

Momen Alsayed

I Broke my Heart in Connecticut; A Case of Lyme Carditis with High Degree
AV Block

Introduction: Lyme disease is the most common vector-borne disease in the
US. It is caused by the bacterium Borrelia burgdorferi and rarely, Borrelia
Mayonii which is transmitted to humans through black-legged ticks (1). In
2019 alone, there were 23,453 per 100,000 confirmed cases in the US (2).
Lyme carditis remains an uncommon complication in the early disseminated
phase of the disease. In this report, we hope to shine a light on the importance
of cardiac workup in this population.

Case Presentation: A 41-year-old female with a past medical history of class 3
obesity, OSA, HTN, PCOS, saphenous vein thrombosis, and splenectomy
post-MVA, presented to the clinic feeling fatigued for 1 month after returning
from a Cabin trip to Connecticut. A week before presentation the patient had
low-grade fevers, a disseminated rash on her abdomen, and low home blood
pressure and heart rate readings. Initially, she denied palpitations, chest pain,
shortness of breath, lightheadedness, or syncope. Her heart rate was in the
lower 50s bpm but her vitals were otherwise normal. Erythema migrans was
noted on the upper abdomen, but the exam was largely unrevealing. Her initial
EKG showed evidence of intermittent high degree AV block. Initial workup
was negative for COVID-19, electrolytes and hepatic derangements, and
thyroid dysfunction. Her WBC count was 11.36k/cmm and her neutrophils
7.99k/cmm.

During admission, serial EKGs revealed progression in the degree of her AV
block to persistent high degree AV block and evidence of intermittent
ventricular escape rhythm. TTE showed borderline increased LV wall
thickness and asynchronous septal-apical motion but was negative for
structural, valvular, or wall motion abnormalities. A temporary cardiac
pacemaker was placed and the patient was started on 3g 1V ceftriaxone after a
presumptive diagnosis of Lyme carditis was made. On the 3rd day, Lyme IgG
& IgM western blots were positive and the patient was continued on IV
ceftriaxone. After 7 days of antibioticcs, the patient was reassessed and the
pacemaker was removed after sustained improvement and resolution of high
degree AV block on repeat EKGs. She was switched to 100mg oral
doxycycline BID on discharge for a total of 21 days of antibiotics. She was
then seen by cardiology 1 day after completing her antibiotic course, was
asymptomatic and her EKG was normal with complete resolution of AV
block.

Conclusion: This case highlights the importance of early recognition and
management of Lyme disease to prevent cardiac complications such as acute
AV nodal disorders which can rapidly evolve to a high degree AV block and
lead to cardiac morbidity and mortality. Having a higher clinical suspicion for
Lyme carditis, especially in patients with travel history to endemic areas who
present with bradycardia or AV block with or without cardiac symptoms,
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allows for timely management which includes temporary cardiac pacing and
antibiotics to prevent negative outcomes.

1. (CDC,2021), https://www.cdc.gov/lyme/index.html
2. (CDC, 2019), https://wonder.cdc.gov/nndss/static/2019/annual/2019-
table2j.html
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Pulmonary-Cutaneous Fistula Associated with Empyema Necessitans due to
M. Avium Complex

Case Presentation: A 67-year-old woman with a history of right breast cancer
status post chemoradiation, recent longstanding right-sided pneumonia
(diagnosed at outside facility, unsuccessfully treated for months with oral
antibiotics), and BMI 13 presented with acute development of a purulent-
draining cutaneous fistula on her right chest wall. CT chest showed a right
pulmonary-cutaneous fistula (PCF), pleural effusion, and pneumothorax.

An occlusive dressing was placed over the fistula and she was started on
vancomycin and piperacillin-tazobactam. Thoracic Surgery was consulted and
recommended creation of an open thoracic window, as her malnutrition
precluded muscle flap creation; the patient declined this in favor of drain
placement. Cultures of the drainage grew Mycobacterium avium complex
(MAC), and she was started on rifampin, ethambutol, azithromycin, and
amikacin with outpatient follow up.

Discussion: To our knowledge, PCFs have not been previously reported with
MAC. Risk factors for PCF development include prior thoracic
surgery/procedures; thoracic radiation; malignancy; malnutrition; and
empyema necessitans associated with chronic lung infections (particularly
with M. tuberculosis, M. abscessus complex, and Actinomyces), wherein
extension of the infected pleural space to the chest wall causes skin/soft tissue
erosion. Patients should initially be placed on airborne precautions given the
association with tuberculosis. CT chest should be obtained to evaluate for co-
existing intrathoracic pathologies. Thoracic Surgery should usually be
consulted for consideration of surgical treatment. If drainage is observed,
bacterial/fungal cultures should be obtained, and broad-spectrum antibiotics
should empirically be started. Although morbidity and mortality can be high
for untreated PCF, prognosis is usually good with appropriate management.

A Tale of Two Blisters

Introduction: Systemic Lupus Erythematosus (SLE) is a chronic autoimmune
connective tissue disorder of unknown origin with wide-ranging clinical
manifestations. In the absence of widely accepted diagnostic criteria,
diagnosis is generally guided by classification criteria, recognition of classic
features, and exclusion of alternative diagnoses. Porphyria cutanea tarda
(PCT) is a metabolic disorder caused by altered activity of the heme
biosynthetic enzyme uroporphyrinogen decarboxylase (UROD) in the liver,
and is much rarer in clinical practice than SLE. Blistering skin lesions are the
predominant clinical manifestation of PCT, and over 80% of cases are due to
an acquired deficiency rather than inborn mutation.

Case Presentation: A 64 year old male with a past medical history of coronary
artery disease presented with a rash beginning on his trunk one month prior to
presentation. A dermatology visit at that time noted a widespread annular
erythematous and edematou

25



interface dermatitis with apoptotic basal keratinocytes, moderately dense
superficial perivascular lymphocytic infiltrate, and no alteration of dermal
collagen. The patient was placed on topical triamcinolone cream which
proved ineffective. The patient presented to the ED three weeks later with
progressive desquamation and mucositis prior to ultimately being transferred
to our hospital with concern for toxic epidermal necrolysis. On admission, he
had a severe erythematous blistering and erosive rash with occasional tense
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requiring eventual ICD placement, recurrent pulmonary edema and
progressive renal failure despite maximal therapies and initial response to
chemotherapy. Ultimately discharged with family on hospice cares on hospital
day 27.

Conclusion: The relatively poor prognosis of primary AL amyloidosis
compared to other fibril types is largely related to the frequency of cardiac
involvement, including a higher incidence of LVH and intracardiac
thrombosis [1]. Unfortunately atypical systemic symptoms can be presenting
features of AL amyloidosis progression. Early goals of care discussions and
involvement of palliative medicine should be considered given higher risk for
sudden fatality.

References: [1] Choukair MO, Halawi A, Nehmeh A, Kazma H. Role of
Echocardiography in the Diagnosis of Light Chain Amyloidosis: A Case
Report and Review of Literature. Cureus. 2020;12(11):e11377. Published
2020 Nov 8. doi:10.7759/cureus.11377

[2] Kastritis E, Dimopoulos MA. Recent advances in the management of AL
Amyloidosis. Br J Haematol. 2016 Jan;172(2):170-86. doi: 10.1111/bjh.13805

A Case of Cartilage-Hair Hypoplasia and Non-Hodgkin Lymphoma
Introduction: Cartilage-hair hypoplasia (CHH) is a rare autosomal recessive

chondrodysplasia often characterized by short-limbed short stature,
hypoplastic hair, combined iCon
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fibrosis and has been found to be quite steroid responsive, however no second
line treatment has yet been established.

Case Presentation: We present a case of a 77-year-old woman with a history
of seropositive rheumatoid arthritis and Sjogren’s syndrome who presented
with unexplained macrocytic anemia noted during routine monitoring labs.
She was seen by her rheumatologist for her autoimmune arthritis which had
been well controlled with methotrexate, adalimumab, and as needed ibuprofen
for many years. Complete blood count was ordered for monitoring while on
methotrexate and she was found to have precipitous drop in her hemoglobin
over the past three months. Gastrointestinal loss in the setting of ibuprofen use
was first considered, however the patient refused endoscopic workup and was
eventually referred to hematology. At that time, she had elevated
inflammatory markers with a significantly elevated sedimentation rate and c-
reactive protein. In addition, she was noted to have an elevated ferritin and
iron studies which showed a mixed picture. Because of this, a broad workup
was ordered including a bone marrow biopsy. The bone marrow biopsy results
showed a hypercellular marrow with moderate reticulin fibrosis consistent
with secondary autoimmune myelofibrosis associated with rheumatoid
arthritis. After obtaining these results she was started on high dose prednisone
for treatment.

Unfortunately, the patient subsequently developed a pseudomonas septic
arthritis of her sacroiliac joint and required prolonged treatment with
intravenous antibiotics, along with discontinuation of high dose prednisone
and adalimumab due to the infection. She was thus started on treatment with
rituximab after discussion between her hematologist and rheumatologist. This
did eventually lead to a modest improvement of her hemoglobin level.

Discussion: Autoimmune myelofibrosis is a clinically rare disease that must
be differentiated from other causes of myelofibrosis. A clonal malignant
disease is seen in patients who have gain of function mutations resulting in
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following 24 hours, she developed ophthalmoplegia, limb ataxia, bilateral
nystagmus, urinary retention, and tremors. Initial differential was highly
concerning for pontine osmotic demyelination syndrome and imaging was
ordered to evaluate.

MRI demonstrated a nonspecific T2 hyperintensity of the medial
hypothalamus and periaqueductal gray, and spinal MRI demonstrated an
abnormal diffuse signal edema. Neurology was consulted overnight due to the
new neurologic findings and this abnormal imaging. Osmotic demyelination
was not consistent with her imaging and was ruled out. A lumbar puncture
was performed by neurology and the cerebral spinal fluid was remarkable for
white blood cell count of 161, and elevated 1gG. Given the absence of
infectious symptoms, there grew an increasing suspicion for an underlying
rheumatologic process.

Approximately one week into admission she developed cranial nerve VII
palsy, and progressive lower extremity weakness. Relevant serology studies
were positive for ANA, anti-Ro, and anti-aquaporin-4. History, imaging, and
serology findings solidified a diagnosis of neuromyelitis optica spectrum
disorder (NMOSD) with possible comorbid Sjogren’s Syndrome. Her initial
hyponatremia was secondary to a combination of hypovolemia as well as
SIADH caused by her NMOSD.

Immediately following diagnosis, she was started on plasmapheresis and 1g
daily of methylprednisolone for five days, followed by a prolonged
prednisone taper over at least six months. She received a Rituximab infusion,
with plans to undergo infusions every six months as an outpatient.

The patient was ultimately discharged to an acute rehabilitation facility after a
four-week admission. Since initiation of treatment she has had moderate
improvement of upper extremity weakness, however continues to suffer from
profound lower extremity weakness, neurogenic bladder, and neuropathic
pain.

Discussion: Though atypical, intractable nausea and vomiting can be the only
presenting symptoms of NMOSD. This progressive disease is characterized
by periods of relapse leading to cumulative disability, which can be fatal. It is
critical to recognize this presentation, given that earlier initiation of
immunotherapy has proven to decrease rate and frequency of relapse, and
improve long-term outcomes. Therefore, it is important to remember that not
all nausea is just nausea, sometimes it’s neurologic.

,IP %DFNHG 8S 5HQDO )DLOXUH DQG O0O\RFD
Bladder Incarceration

Background: Obstructive uropathy can lead to urinary retention and acute
kidney injury. We present a case of obstructive uropathy secondary to
inguinal hernia with bladder incarceration leading to renal failure and
myocardial infarction.

Case Presentation: An 80-year-
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bilateral hydronephrosis. Labs were notable for elevations in creatinine (14.83
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dilemma for internists due to its infrequent clinical presentation and wide
differential diagnosis that includes allergic, infectious, rheumatologic,
neoplastic, and less commonly idiopathic disorders. Eosinophilia is defined as
an absolute eosinophil count (AEC) of =500 eosinophils/pL in peripheral
blood. Related disorders include hypereosinophilia (=1,500 eosinophils/uL)
and hypereosinophilic syndrome (hypereosinophilia plus end-organ
dysfunction). We present a case of hypereosinophilic syndrome with
pulmonary and renal dysfunction.

Case Presentation: A 76-year-old Somali-immigrant was admitted to an
outside hospital with several weeks of progressive dyspnea and wheezing. His
past medical history was significant for ischemic cardiomyopathy, type 2
diabetes mellitus, and chronic Kidney disease. His social history was
significant for having lived in Somalia, Yemen, and Indonesia prior to
immigrating to Minnesota five years earlier. At the outside hospital, he was
treated for community-acquired pneumonia without improvement. Due to his
severe eosinophilia of >10,000 eosinophils/uL, he was administered
glucocorticoids and transferred to our hospital for further evaluation.

During his hospitalization, a broad evaluation was obtained to identify the
etiology of his hypereosinophilia. His evaluation was significant for a peak
absolute eosinophil count of 10.6K eosinophils/uL, sputum eosinophil 21%
(normal <3%), elevated IgE to 817 kU/L (normal <214), positive toxocara
antibodies, and peak creatinine 2.66 mg/dL (baseline creatinine 1.3-1.4). The
remainder of his allergic, infectious, rheumatologic, and hematologic
evaluation was unrevealing. He was treated with albendazole for toxocariasis
and inhaled corticosteroids for his wheezing. His eosinophilia downtrended
and clinical symptoms resolved. Bone marrow biopsy was deferred due to his
clinical improvement.

Discussion: We present a case of hypereosinophilic syndrome secondary to
toxocariasis. The clinical approach to peripheral eosinophilia should begin
with a broad multisystem evaluation to identify the underlying etiology.
Clinicians should also evaluate for evidence of end-organ involvement
bearing in mind hypereosinophilic syndrome most commonly involves the
pulmonary, cardiac, renal, gastrointestinal, central nervous, and/or cutaneous
systems.

33



34



Aoife Feighery

hospitalization, while CT and MRI studies of the cervical spine did not clearly
demonstrate infection, he had been found to have MSSA bacteremia and
leukocytosis of 38 x 109/L prompting osteomyelitis concerns. The patient had
also developed left lower extremity swelling, with negative DVT ultrasound,
thought to be a new cellulitis. While admitted, the patient’s hemoglobin
precipitously dropped from 15.5 to 7.9 secondary to a gastrointestinal bleed
which was treated supportively. He was transferred due to concern for higher
level of care.

After transfer, the patient continued to have significant neck tenderness and
lower extremity pain. He was treated with 1V cefazolin for the MSSA
bacteremia. Reexamination of the prior CT and MRI imaging of the cervical
spine demonstrated evidence of unattached anterior cervical hardware from
the spine. The patient continued to have significant hemoglobin drop,
prompting investigation with EGD and colonoscopy. EGD provided direct
visualization of his cervical hardware eroding into the upper third of the
esophagus, with follow-up esophagram negative for extravasation around this
hardware erosion. TTE showed no evidence of endocarditis or infected
thrombi. He was planned for complex esophageal repair and anterior cervical
plate removal.

Discussion: For patients with indwelling hardware, malfunction always
remains on the differential. For this patient, his chronic inflammatory state
and prednisone use may have contributed to migration of spinal hardware.
While his Gl bleed resulted in escalated care, more subtle symptoms of this
erosion were present such as progressive dysphagia and more recent neck
pain. It is important to evaluate indwelling devices and hardware, especially
in patients with localized symptoms.

The Cecal Bascule: A rare form of large bowel obstruction

Introduction: A cecal bascule is a rare form of bowel obstruction where the
cecum folds upon itself in an anterior-caudal direction along the ascending
colon. Cecal bascules account for only 0.05-0.4% of large bowel obstructions.
In contrast to other forms of mechanical obstruction, the cecum in a bascule
folds along a transverse line, without torsion. This movement is likened to a
see-saw, the French word for which is “bascule”. Symptoms resemble those
experienced in other forms of bowel obstruction: abdominal pain, distension,
constipation, and occasionally respiratory distress due to abdominal
hypertension. Diagnosis usually involves an abdominal Xray showing a
dilated cecum in the right upper quadrant without the axial twisting or the
“coffee bean” sign seen in cecal volvulus. Computed tomography (CT) may
be utilized for further characterization and identification of perforation or
ischemia. Initial management incudes colonic decompression, pain control,
and respiratory support. Ultimately, the treatment of a cecal bascule is
surgical, typically right hemicolectomy.

Case Presentation: An 80-year-old male with a history of COPD, congestive
heart failure, paroxysmal atrial fibrillation, and chronic kidney disease
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for impending bowel perforation.

Upon arrival to the ICU, the patient required bilevel positive pressure
ventilation. His abdomen was firm, distended, and markedly tender in the
right upper quadrant. Bowel sounds were diminished. CT showed a dilated
cecum flipped into the right upper quadrant, consistent with a cecal bascule.
There was no free air, no upstream bowel dilation, and no cecal wall
thickening or mesenteric edema to suggest acute volvulus. A nasogastric tube
was placed for decompression. An aggressive bowel regimen was initiated
without effect. Hypaque enema and endoscopic colonic detorsion were
unsuccessful. After exhausting non-operative options, the patient was taken
for explorative laparotomy, which confirmed a cecal bascule with impeding
rupture. Right hemicolectomy with end ileostomy was performed.

Conclusion: Bowel obstruction is common within both inpatient and
outpatient settings. Typically, non-mechanical or functional obstruction is
managed medically, while mechanical obstruction, such as colonic mass,
volvulus, and intussusception requires surgical intervention. Cecal bascule is
an uncommon form of mechanical obstruction not responsive to aggressive
medical or endoscopic therapy. It is paramount for physicians to identify such
cases early in the clinical course and to involve a surgical team for definitive
intervention to prevent intestinal ischemia, necrosis, or perforation.

When the Patient Reads the Textbook *A Classic Case of Thrombotic
Thrombocytopenic Purpura

Introduction: Thrombotic thrombocytopenic purpura (TTP) is a thrombotic
microangiopathy characterized by thrombocytopenia, microangiopathic
hemolytic anemia (MAHA), and organ ischemia; a medical emergency that
should be recognized quickly to initiate prompt medical treatment. Although
ADAMTS13 activity, which can confirm the diagnosis of TTP takes time to
result, TTP can be recognized clhe
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inhibitor, confirming his diagnosis. He was continued on daily PLEX until
platelet count recovered and was started on high-
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Mexiletine and Amiodarone. An ICD was not placed as per patient
preference. For treatment of the giant cell myocarditis, she was started on
pulse-dose 1V steroids followed by high-dose oral steroids with a prolonged
taper. Cyclosporine and Azathioprine were also initiated for
immunosuppression. She was discharged in improved condition with
appropriate cardiology follow-up.

Conclusion: Though giant cell myocarditis is rare, its diagnosis is important as
the treatment differs from other forms of myocarditis. For giant cell
myocarditis, prompt treatment with a combination of immunosuppressive
medications provides improved prognosis. Even with treatment, the risk of
ventricular arrhythmias remains elevated. Ultimately, cardiac transplantation
is often warranted, though recurrence is common.

EBV Meningitis as Manifestation of Infectious Mononucleosis

Introduction: Although Epstein-Barr virus in the central nervous system has
been well-characterized in immunocompromised patients, CNS involvement
in immunocompetent hosts with primary infection is not. Furthermore, the
significance of detecting EBV by PCR in the cerebrospinal fluid is not always
clear, especially in immunocompetent patients. EBV has been described to
cause a variety of CNS syndromes, including meningitis, encephalitis,
cerebellar ataxia, acute disseminated encephalomyelitis, and myelitis. We
describe here a case of mononucleosis in an immunocompetent adult who
presented with aseptic meningitis which was attributed to EBV.

Case Presentation: Our patient was a 27 year-old woman with minimal
comorbidities (ADHD, chronic sinusitis) who presented with several weeks of
fatigue, myalgias, left-sided abdominal pain, and a severe occipital and retro-
orbital headache with associated neck stiffness, photo- and phonophobia. She
denied any rash, pharyngitis, any new romantic/sexual partners, or high-risk
sexual activity. She had nuchal rigidity on exam, but no lymphadenopathy or
other focal neurological deficits. Laboratory tests showed a lymphocytic
leukocytosis (WBC 14.6 x 109 cells/L with >80% lymphocytes, with smear
showing atypical lymphocytes) with a new transaminitis and
hyperbilirubinemia (AST 324 U/L, ALT 387 U/L, tBili 3.8 mg/dL, dBili 2.8
mg/dL). EBV serologies revealed positive IgM and negative 1gG, indicating
acute infection. Abdominal imaging showed splenomegaly of 17.2 cm. MRI
of the brain was normal without parenchymal changes or hydrocephalus. LP
revealed an elevated opening pressure (>40 cm H20) and lymphocytic
pleocytosis (75 cells with 81% lymphocytes), slightly elevated protein (66
mg/dL), and normal glucose (52 mg/dL). Gram stain and culture were
negative and a broad-range PCR panel was positive only for EBV.

She was initially treated conservat
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meningitis can be considered in patients with primary infection. There is no
good evidence for the use of Acyclovir in patients with CNS involvement.
Therefore, while EBV meningitis is very possible, the tenets of therapy are to
rule out other pathologies and then to treat EBV meningitis with supportive
care.
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lungs and axillary lymph nodes. Biopsy revealed noniopsy revea
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showed atypical lymphocytes.
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squamous cell carcinoma. He then underwent bronchoscopy with
bronchoalveolar lavage (BAL) with the immunocompromised diagnostic
panel. BAL returned positive for pneumocystis pneumonia and he was
transitioned from azithromycin to high dose 1V trimethoprim
sulfamethoxazole and prednisone 80 mg daily with plans for total of 3 weeks
of corticosteroids. The etiology of his immunocompromise was unclear but
initial thought was given to recurrence of his squamous cell carcinoma,
rheumatoid arthritis (or a concomitant inflammatory condition), long-term
methotrexate use, or hematologic malignancy. His initial work up
demonstrated anemia and thrombocytopenia. He underwent bone marrow
biopsy which demonstrated a new large B cell lymphoma which was the most
likely source of immunocompromise and contributed to his dyspnea, fatigue,
and weight loss. After learning of this diagnosis, he elected to pursue comfort
measures and was discharged to hospice, where he passed away surrounded
by his family.

Conclusion: This case demonstrates several key lessons. First, it is important
to maintain a broad differential diagnosis for dyspnea even during the midst of
a pandemic where recency bias (a cognitive bias that favors recent diagnoses
over historic ones) can cloud clinical judgement. Second, any patient
diagnosed with PCP pneumonia needs to undergo evaluation for underlying
immunocompromise, with focus on recent steroid administration, hematologic
malignancy, underlying inflammatory conditions, or other solid malignancies
if the patient has tested negative for HIV. Lastly, it has been demonstrated
that PCP in patients without HIV is more difficult to treat and carries a higher
mortality.

Rheum for Improvement - A Case of Transverse Myelitis and the Need for
Early Rheumatologic Workup

Introduction: Transverse myelitis is characterized by weakness, sensory loss,
pain, and bowel and bladder dysfunction secondary to an inflammatory lesion
of the spinal cord. It is a common initial presentation of systemic lupus
erythematosus (SLE). In fact in 50-60% of patients with SLE and transverse
myelitis, transverse myelitis is the initial presentation, prior to other more
common sequelae of the disease (1,2). Thus, diagnostic evaluation for
rheumatological causes should be pursued when transverse myelitis is
suspected.

Case Presentation: An otherwise healthy 31 year-old woman, with no
significant past medical history, presented to the hospital with three weeks of
worsening nausea and vomiting. On day 3 of her hospitalization, the patient
developed severe weakness in her lower extremities, urinary retention, and
bowel incontinence. MRI showed diffuse inflammation in the spinal cord,
suggesting extensive longitudinal myelitis, defined as transverse myelitis
involving three or more contiguous vertebral segments of the spinal cord.
PLEX therapy and IV steroids were initiated on day 6, given the unknown
etiology of spinal inflammation. On hospital day 8, there was no significant
improvement in her symptoms with CBC notable for worsening pancytopenia.
With the transition of the medical team, further history taking revealed a 6-
month history of joint pain and eye inflammation. The patient was not
successfully diagnosed with SLE until hospital day 10, and treatment was
started on hospital day 12, approximately one week after the development of
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Conclusion: This case highlights the importance of thorough history taking
and pursuing a rheumatologic workup in patients presenting with transverse
myelitis. When considering the differential for transverse myelitis there are a
number of etiologies that must be considered including vascular lesions,
structural lesions, postinfectious, post-vaccination, paraneoplastic,
autoimmune, demyelinating and metabolic causes (3, 4). A detailed history
with questions asking about visual changes, constitutional symptoms,
dermatologic findings, joint and muscle pain, history of pregnancy loss, and
overall timing and onset of symptoms can guide the workup. Imaging is the
first step in the workup and is twofold in its purpose. It provides radiologic
confirmation of the diagnosis and can also indicate whether a compressive
lesion is present. Spinal MR.74 rasrpBidhe®EHeIREY-3Ti)-1(i)-4(s p)9t)-4(he
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replaced with illicit analogs of fentanyl, which are highly lipophilic, distribute
widely to adipose tissue, and lead to protracted excretion. This
pharmacokinetic profile increases the risk of precipitated withdrawal after
starting buprenorphine. Microinduction, also known as microdosing, is an
effective method for starting buprenorphine in the hospital setting that
decreases the risk of precipitated withdrawal while offering acute pain control
with other opioids. With improved symptom control, patients with OUD are
less likely to leave against medical advice, leading to improved clinical
outcomes.
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the patient was transferred to an outside hospital for surgical VSD repair,
aneurysmectomy, and CABG. The patient passed away two weeks later.

Discussion: This case illustrates a typical course for the most common post-
MI mechanical complication: rupture of the IS. Because infarcted
myocardium is not amenable to surgical repair, the prognosis is poor even
with prompt identification. However, early diagnosis can help expedite
clinical decisions and improve the chances of a good outcome. A large
majority of post-MI septal ruptures result in a characteristic holosystolic
murmur, and therefore diligent cardiac auscultation can result in diagnosis
prior to the onset of cardiogenic shock and associated complications.

Taming of the Sprue: Celiac Disease-Associated Neutropenia as Cause of
Prolonged Neutropenia

Introduction: Neutropenia is a hematologic abnormality with a broad
differential diagnosis, and especially in hospitalized patients, can often be
attributable to illness or medication effect. However, prolonged neutropenia
merits extensive workup as it confers increased risk of infection and, with

strict neutropenic precautions, limits patients’ ability to return to normal life.

Physicians should be aware of uncommon etiologies, such as Celiac Disease
(CD), during workup for neutropenia.

Case Presentation:
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infection (Vijayvargiya et al., Blood 2015). In the case of severe infection, G-
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viral panel and COIVD test were negative. Basic labs were unremarkable.
Chest X-ray was negative, CTPA was unremarkable except for mildly
enlarged left hilar lymph nodes most likely reactive. ECG showed nonspecific
subtle diffuse ST-segment abnormalities with normal sinus rhythm, exercises
stress echo was negative for ischemia or pericardial effusion. The patient did
not receive antibiotics and improved with NSAIDs. Impression was a mild
viral illness, and he was discharged with a plan of near follow-up.

On 4/18 presented again to our ER with persistent fever (reaching 102.5),
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Pulmonary HTN, A-fib/A-flutter (was on amiodarone 200 mg daily for 4
months and was then stopped 1 month before presentation), CAD, CKD,
T2DM, and HTN. His home nurse saw him and noted an O2 sat in the 80s,
usually requiring 1-2L but now requiring 4L O2. He presented to the ED
reporting acute on chronic SOB. The patient was tachypneic, and
normotensive. Initial labs with BMP significant for Cr 2.3 mg/dl. VBG
significant for pH 7.42, CO2 of 47 mmHg, Bicarb of 30 mEg/L. CBC
showing Hgb of 6.7 g/dl. NT proBNP of 1720 pg/mL, with unremarkable
troponins. PT of 35.2 sec and INR of 3.0. Initial imaging was consistent with
pulmonary edema. The patient received 1 unit of RBCs and was started on
aggressive diuresis with no response. He went from 4L O2 NC to requiring
BiPAP and was transferred to CMIC for that reason. Cardiology and
pulmonology were consulted. Additional workup included TTE, which was
unremarkable. Follow-up CXRs with worsening opacities. ABG showed a pH
of 7.28, CO2 of 81, and Bicarb of 35. Follow-up VBGs with persistently
elevated CO2 ranging from 70s-90s Bicarb in the 40s. The patient’s SOB,
hypoxia, and worsening CXRs were most likely due to amiodarone
pulmonary toxicity. He was started on glucocorticoids, resulting in
remarkable improvement in SOB.

Discussion: Amiodarone pulmonary toxicity incidence ranges between 5-
13%(2). Typically manifests as diffuse interstitial pneumonitis with varying
degrees of fibrosis. Risk factors for APT include a high dose (>400 mg/day),
duration > 2 months, increased age, and preexisting lung disease(1).
Treatment is stopping amiodarone and initiating glucocorticoids. This case
shows that while it does not have to be at the top of the differential diagnosis,
it should still be relevant in patients exposed to amiodarone. Being a widely
used medication, clinicians should be aware of the possibility that despite
stopping amiodarone, its adverse effects may still present later, resulting in a
need to consider targeted monitoring allowing for early diagnosis and
management, minimizing morbidity and mortality.

References:
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Treatment-Resistant Autoinflammatory Disease: A Unique Case of VEXAS
Syndrome in a 60-Year-Old Male

Introduction: VEXAS syndrome is a newly identified adult-onset
inflammatory syndrome.1 It is characterized by a somatic mutation affecting
methionine-41 in the UBAL gene resulting in diminished cellular
ubiquitylation and hyperinflammation affecting multiple organs, including the
skin, lungs, blood vessels, and cartilage.1-2 VEXAS syndrome is associated
with considerable morbidity and mortality as symptoms are refractory to
typical treatments including steroids and steroid-sparing agents.2

Case Description: A 60-year-old male, non-smoker originally presented to an
outside hospital with chest pain, left-sided spontaneous pneumothorax, and
diffuse ground glass opacities (GGO). He then developed recurrent fever,
thrombophlebitis, urticarial dermatosis, episcleritis and cytopenias with
elevated acute phase reactants. Comprehensive infectious evaluation was
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negative. Bone marrow was hypercellular but did not disclose overt
malignancy. He responded to high-dose glucocorticoids, but symptoms
returned on tapering below 20mg/day. Trials of dapsone and omalizumab
were unsuccessful for control of his rash.

He presented to Mayo Clinic for evaluation with active symptoms while on
mycophenolate 1000 mg twice daily and prednisone 20 mg. A repeat bone
marrow revealed vacuolated erythroid and granulocytic precursors. He was
hospitalized due to worsening dyspnea, fever and rash. Chest CT revealed
progressive diffuse GGO. Bronchoscopy with broad infectious workup was
again negative. Skin biopsy showed neutrophilic dermatosis. The
constellation of symptoms was concerning for VEXAS and genetic testing
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revealed a WBC count of 20,000 k/cmm and a lactate of 3.9 mmol/L.

Imaging studies including an EKG, CXR, and CT scans of the head, chest,
abdomen, and pelvis were unremarkable except for scattered nodules in the
right upper lobe of the lung on CT scan. Patient was treated empirically for
possible community acquired pneumonia. Blood cultures resulted with
methicillin sensitive Staphylococcus aureus and antibiotics were narrowed to
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10.9 cm by 7.3 cm, as well as a large pleural effusion and moderate
pericardial effusion. Laboratory evaluation was notable for hemoglobin 10.1
g/dL and leukocytosis of 23.57/uL with 91% neutrophils. Alpha-fetoprotein
(AFP) and beta-HCG were normal and lactate dehydrogenase was elevated.

Cytology by CT-guided mediastinal biopsy was consistent with large B-cell
lymphoma with extensive necrosis. Pleural fluid was positive for malignant
cells. PET-CT scan showed FDG-avid large anterior mediastinal mass and
mediastinal lymphadenopathy without other FDG-avid disease. Bone marrow
biopsy and lumbar puncture were negative for malignancy. She met with
reproductive endocrinology for fertility preservation prior to starting
appropriate chemotherapy.

Di
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possible hereditary cancer syndrome affecting both male and especially
female relatives, further investigation into HDGC by obtaining prior medical
records and slides, and/or CDH1 genetic testing, should be considered. There
are screening and preventive treatment implications for the rest of the
patient’s family, which include detailed 30-minute upper endoscopy every 6-
12 months with multiple random biopsies and biopsies of subtle lesions,
beginning 5-10 years prior to the earliest cancer diagnosis in the family along
with H. pylori screening, prophylactic total gastrectomy, as well as breast
cancer screening and prophylactic surgery.

REMAPping COVID-19

Introduction: Effective goals of care conversations have become increasingly
important with the onset of the COVID-19 pandemic, particularly considering
that COVID-19 can cause significant morbidity and mortality even in
relatively healthy individuals. The REMAP framework provides guidance for
how to navigate these complex conversations in a patient-centered way.

Case Description: A previously healthy 80 year old male presented with four
days of shortness of breath, dry cough, dizziness, fatigue, decreased appetite,
and low-grade fever. After being found to be hypoxic to 85-80% on room air
during a visit to his primary care doctor, he was sent to the ED where vitals
were temperature of 100.7F, respiratory rate of 18, pulse of 89, blood pressure
121/77, and oxygen saturation of 78%. Physical exam revealed crackles in
bilateral lower lung fields. CXR demonstrated bilateral interstitial changes
concerning for COVID pneumonia, and COVID testing returned positive.

Initial workup was notable for leukocytosis of 12.9, elevated AST (106), BNP
(367), CRP (205), LDH (449), ferritin (823). Due to elevated D-dimer (1.59),
CT chest was obtained which showed bilateral multilobar pulmonary space
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transitions in care are anticipated. It provides a template for conducting
effective goals of care conversations that promote shared decision making
with patients and their families.

1. Suresh, E., et al., Acute pancreatitis with pseudocyst formation in a patient
with polyarteritis nodosa. J Rheumatol, 2005. 32(2): p. 386-8.

2. Flaherty J, Bradley EL 3rd. Acute pancreatitis as a complication of
polyarteritis nodosa. Int J Pancreatol. 1999 Feb;25(1):53-7.
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lung lesions was extensive with both unifying and separate diagnoses
considered. With a history of positive toxoplasmosis 1gG, compatible brain
imaging findings, and toxoplasmosis being the most common cause of rim-
enhancing lesions with a CD4 count <100, CNS/pulmonary toxoplasmosis
appeared most likely. Mycobacterial infection, nocardiosis, bacteremia with
septic emboli, fungal (i.e. Histoplasma, Cryptococcus, Pneumocystic jiroveci
pneumonia (PCP)) or viral infections, lymphoma, or a combination of these
were among other investigated diagnoses. He was empirically started on high-
dose Bactrim and intravenous vancomycin and ceftriaxone, with the latter two
discontinued after negative blood cultures and normal echocardiogram.
Unfortunately, lumbar puncture was contraindicated due to edema, but
serologies, cultures from sputum and bronchoalveolar lavage (BAL), and
molecular tests were obtained. BAL was positive for P. jiroveci and
toxoplasmosis. After two weeks on Bactrim, repeat brain MRI showed
significant reduction in lesions and edema, while chest CT seemed to
demonstrate progression of disease. Rare Candida albicans on sputum culture
only was unlikely to be contributing to his lung disease, but nonetheless
fluconazole was started for oral thrush. Testing for endemic mycoses,
Aspergillus, Mycobacterial infections, and Echinoccocus was unremarkable.
In consultation with pulmonary and radiology it was determined that the chest
imaging was evolving in conjunction with treatment for presumed PCP,
instead of worsening, and the patient remained on Bactrim at discharge after 5
weeks. His cognition slowly improved but he was still not at his baseline.

Discussion: In patients with untreated HIV with new illness, it is important to
consider possible opportunistic infections or malignancies based on CD4
count. This patient with a CD4 count <100 would particularly be at risk for
Toxoplasma and cryptococcal infections, in addition to other infections seen
at higher counts. While positive serology and rim-enhancing brain lesions that
improve with appropriate therapy confirm the diagnosis of CNS
toxoplasmosis, it is notable that toxoplasmosis more rarely causes cavitary
pulmonary lesions, demonstrating that multiple opportunistic diseases can
present at once. If improvements had not been seen, next steps would include
brain biopsy for possible lymphoma or other infectious causes.

Holy Hematopoiesis!

Case Presentation: A 70-year-old man with severe aortic stenosis recently
diagnosed with systemic mastocytosis and chronic monomyelocytic leukemia
presented for evaluation of a cholestatic liver injury. He was recently started
on hydroxyurea for marked leukocytosis. His liver chemistries were
previously within normal limits. On presentation, his alkaline phosphatase
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Discussion: PTL is a rare malignancy accounting for less than 5% of all
thyroid malignancies. Mantle cell lymphoma can present in the thyroid as an
extra-nodal disease in only about 1% of cases. Furthermore, in cases of PTL
presenting as an enlarging neck mass, only 1/3 of patients experience actual
compressive symptoms of dysphagia, stridor and hoarseness. A high index of
suspicion is needed to diagnose PTL, and core needle biopsies (rather than
FNA) or excisional biopsy of an affected lymph node are needed to reliably
diagnose lymphoma. Concern for PTL is raised in the setting of marked
hypoechogenicity and rapid enlargement of the thyroid gland. Once
diagnosed, chemotherapy is the treatment of choice for PTL.

Acquired Acrodermatitis Enteropathica and Other Signs and Symptoms of
Nutritional Deficiency Following Bariatric Surgery

Introduction: Micronutrient deficiencies are common following bariatric
surgery. These often include water-soluble vitamin, trace metal, and Vitamin
D insufficiencies. Signs and symptoms of these deficiencies are numerous.
However, a skin examination is an underutilized and important tool toward
their identification. In the developed world, it is rare for these nutritional
deficiencies to be present in severe and longstanding ways to cause
dermatologic changes. Bariatric surgery patients remain at risk with restrictive
and malabsorptive states, especially with difficulty adhering to proper
nutritional supplementation. This case exhibits skin changes associated with
multiple micronutrient deficiencies — most notably acquired acrodermatitis
enteropathica associated with zinc deficiency.

Case Presentation: TM is a 45 year old woman with medical history of severe
malnutrition, pancreatitis s/p total pancreatectomy and islet cell
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roles in human growth and development. The prevalence of zinc deficiency in
the United States is between 1-3% and up to 20% worldwide. Deficiency is
less common in developed countries due to its prevalence in dairy products,
green leafy vegetables, and whole grains.

Left Ventricle Wall Rupture: Protected from Tamponade?

Case Presentation: A 86-year-old man presented with sharp central chest pain
radiating up his neck associated with diaphoresis and dyspnea. He had a
remote history of coronary artery bypass graft, atrial fibrillation and sinus
node dysfunction requiring dual chamber pacemaker. On physical exam, there
was no evidence of abnormal heart sounds or volume overload. ECG showed
paced rhythm. Troponins were elevated and flat. He was admitted to the
cardiac intensive care unit. Given improvement of chest pain and
hemodynamic stability, an ischemia-guided approach was considered.
Transthoracic echocardiography (TTE) showed ejection fraction of 45%,
regional wall motion abnormalities mainly affecting the inferoseptal,
anteroseptal and anterior walls, and a loculated pericardial fluid collection
adjacent to the anterolateral left ventricular (LV) wall. Contrast TTE showed
extension of the contrast agent from the main LV cavity to the adjacent
pericardial fluid cavity, consistent with contained rupture of the LV wall or
psuedoaneurysm. Cardiovascular surgery recommended computed
tomography angiography of the thoracic aorta and coronary arteries which
confirmed LV myocardial rupture along the anterolateral wall with active
extravasation of contrast. Unfortunately, the patient’s hospital stay was
complicated by acute kidney injury. In the setting of prior cardiac surgery and
increased risk for dialysis, the patient and his family opted for a conservative
approach in management. The
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systems, frequently presenting with hilar adenopathy, pulmonary infiltrates,
and dermatologic manifestations. Less commonly, sarcoidosis can involve
other organ systems, including ocular, cardiac, and hepatobiliary. Evaluation
involves a comprehensive work-up to eliminate alternate diagnoses, while
also gathering data to support sarcoidosis.

Case Presentation: A 53-year-old male with rheumatoid arthritis on
methotrexate and adalimumab, COPD, OSA, and non-alcoholic fatty liver
disease, presented with a 3-month history of dyspnea, cough, acute
arthralgias, and intermittent fevers. Prior to presentation, he sought care in the
outpatient setting and was treated with multiple courses of antibiotics for his
fever of unknown origin without improvement. Due to recurrent fevers to
104F and worsening dyspnea, he re-presented for evaluation, and was noted to
have a new transaminitis, right axillary adenopathy, and asymptomatic
hypercalcemia to 10.7 mg/dL.

A Chest CT was performed, which revealed numerous enlarged axillary
lymph nodes, diffuse parenchymal nodularity, fibrosis, and traction
bronchiectasis, consistent with an infectious or inflammatory etiology.
Infectious disease was consulted, and the patient underwent another broad
infectious work-up, along with a bronchoscopy with bronchoalveolar lavage.
This was unrevealing for a microbial source, gross airway abnormalities, or
evidence of malignancy. Transthoracic echocardiogram showed no systolic or
diastolic dysfunction. A work-up of hypercalcemia revealed an appropriately
suppressed PTH, low 1,25-vitamin-D, normal ACE, and normal PTHrP.

The hepatobiliary team was consulted to assist in the workup of his elevated
alkaline phosphatase (peak 1025 U/L) and transaminitis (AST and ALT 100s).
An MRCP revealed hepatosplenomegaly with mild fibrosis but was otherwise
unremarkable.

Axillary lymph node biopsy ultimately revealed granulomatous disease,
suggestive of sarcoidosis. With the constellation of symptoms of adenopathy
and polyarthritis, a subtype of sarcoidosis, Lofgren’s syndrome, was
considered. He didn’t have skin findings consistent with erythema nodosum,
the third characteristic sign of Lofgren’s syndrome, but given the negative
infectious workup and granulomatous findings on biopsy, he was diagnosed
with sarcoidosis with hepatobiliary involvement. He was initiated on a steroid
taper, with improvements in symptoms, normalization in liver enzymes and
calcium, and resolution of fevers.

Discussion: Sarcoidosis is a diagnosis of exclusion, as demonstrated by this
case. It is imperative to initiate a broad infectious workup, rule-out other
causes for granulomatous disease, and to screen patients for cardiac and
ophthalmologic involvement due to risk of fatal or permanent impairments.
Lofgren syndrome is a rheumatologic manifestation of sarcoidosis that
presents with acute arthritis, bilateral hilar lymphadenopathy, and erythema
nodosum. Presence of all three findings is 95% specific for Lofgren
syndrome, and confirmatory biopsy is often not required for diagnosis of
sarcoidosis. Though our patient did not have findings of erythema nodosum,
his other presenting findings were consistent and not explained by an
alternative cause after exhaustive workup.

Nathan Nelson
Dr. Monazza
Chaudhry

A Case Where the Type of Testing Makes the Difference for Legionella

Introduction: Legionella pneumophila is a common cause of community
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acquired pneumonia (CAP). Legionella pneumophila can be difficult to
diagnose because of multiple serogroups and subtypes not detected by the
standard urine antigen test. This case describes the hospital course of a patient
with CAP due to a legionella subtype with a negative urine antigen test and
complicated by Fanconi’s syndrome.

Case Presentation: A 65-year-old female with a past medical history of
multiple myeloma s/p chemotherapy and autologous stem cell transplant on
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Case Presentation: A 68-year-old man with a history of schizoaffective
disorder was evaluated in the clinic for recurrent lightheadedness and pre-
syncopal episodes with transient bradycardia for several months. EKG in the
clinic showed RBBB with LAFB in addition to prolonged PR interval (“Tri-
fascicular block™) and felt stable from previous. The patient was discharged
from the clinic with a plan for outpatient workup. Given EKG abnormalities
with reported symptoms, the patient was called back for close observation and
further workup per cardiology recommendation. The patient was admitted
with ongoing cardiac telemetry. Transthoracic echocardiogram did not reveal
any significant structural abnormalities to explain clinical symptoms. On the
second day, the telemetry revealed a 37 seconds episode of ventricular
asystole due to a complete AV block, followed by a ventricular escape rhythm
at approximately 30 beats per minute, later followed by the resumption of 1:1
AV conduction. The event was associated with a transient loss of
consciousness, and an urgent temporary trans-venous pacemaker was placed.
The patient subsequently received a dual-chamber permanent pacemaker. The
patient was seen six weeks after discharge with no recurrence of
lightheadedness or syncope.

Discuss: Our case highlights the importance of recognizing “Tri-fascicular
block” on EKG in patients presenting for evaluation of syncope and
presyncope. Although the mere presence of “Tri-fascicular block™” on EKG
without symptoms does not predict a high rate of progression to complete AV
block, it is essential to note that when symptoms are associated with this EKG
abnormality, there is an increased likelihood of progression to complete AV
block, which could be intermittent. In one study by Marti-Almor et al.,
syncope was a predictor of progression to complete AV block in patients with
tri-fascicular block. Management of patients presenting with syncope and tri-
fascicular block involves clinical and electrophysiological evaluation of AV
conduction system and consideration of a permanent pacemaker.

Heartbreaker: A Case of AML Relapse Presenting as Myocardial Infarction
Introduction: Acute chest pain in young healthy individuals is unlikely to be
due to cardiac ischemia. Nevertheless, clinicians must consider this pathology
in the differential. Prompt diagnosis of ischemia can expedite treatment and
avoid further sequalae.

Case Presentation: A 21-year-old male with history of NPM1 mutated high
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COVID-19 testing were negative. Hematology consulted and a bone marrow
biopsy found a hypercellular bone marrow with 85% blasts. Treated with
induction chemotherapy. EF remained 35-40% on subsequent imaging studies
with development of left ventricular thrombus. After discharge, patient later
underwent allogenic bone marrow transplantation from sibling with 6 month
follow-up bone marrow showing no evidence of disease.

Conclusion: This case represents a rare presentation of acute myocardial
infarction due to AML relapse in a young individual. A 2012 review found
that only 12 of 774 (1.6%) cases of AML presented with myocardial
infarction at time of diagnosis. Hyperleukocytosis causing leukostasis is
proposed as one mechanism, however this was unlikely to be present in our
case due to WBC on admission of 8.8. Other proposed etiologies in the
literature include effects of prior chemotherapy, disseminated intravascular
coagulation, hyperhomocysteinemia and deficiency of coagulation factors.
References:

1. Lukenbill, Joshua, et al. "Impact of Myocardial Infarction On Survival in
Acute Myeloid Leukemia." Blood 120.21 (2012): 4321.
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biopsy results, he was started on vancomycin and Zosyn empirically. Anti-
fungal treatment was deferred. On ROS, he denied any dysphagia,
odynophagia or shortness of breath. He reported abdominal pain associated
with eating, early satiety and a 20 Ibs weight loss over the preceding 4
months. He reported recent travel throughout US, Jamaica, Costa Rica, Puerto
Rico, and Italy. He denied any other relevant exposures or risk factors.

Initial laboratory survey was notable for HGB 7.8 (N 13.1-17.5), elevated
alkaline phosphatase 234 (N 40-129) with BMP, CBC and LFTs otherwise
unremarkable. Bacterial and fungal blood cultures, Cryptococcal antigen,
urine histoplasma and sputum AFB were all negative. CMV I1GG was
positive. Bronchoscopy was performed and returned negative for
pneumocystis with no growth otherwise. An inguinal lymph node biopsy was
performed without immunophenotypic evidence of non-Hodgkin lymphoma.

Imaging studies including CT neck revealed subcutaneous soft tissue nodules
throughout the head, face, and neck with prominent cervical lymph nodes and
tonsillar hypertrophy concerning for disseminated fungal infection or IRIS.
CT chest, abdomen and pelvis also noted diffuse skin and subcutaneous
nodules particularly in the abdomen and pelvis as well as multiple enhancing
nodules in the lungs, pleural space and thoracic paraspinal area with extensive
mesenteric and retroperitoneal adenopathy.

Skin biopsy returned positive for HHV8 and CD34 on immunohistology
stains confirming a diagnosis of Kaposi sarcoma. CD68 was negative ruling
out a granulomatous inflammation. Acid fast, GMS and PAS special stains
were negative ruling out disseminated mycobacterial and fungal infection
respectively.

Conclusion: Commonly implicated causes of IRIS including mycobacterial,
cryptococcus, pneumocystis, cytomegalovirus, herpes, hepatitis B and C were
ruled out further supporting the diagnosis of IRIS-like syndrome in our
patient. It is postulated that IRIS occurs in >10% of patients with KS,
tuberculosis, or cryptococcus infection and visceral involvement leads to
considerable morbidity and mortality (Achenbach). We present this case to
increase awareness of IRIS-like syndrome and stress the importance of
maintaining close clinical supervision in patients with KS while initiating,
changing or resuming HAART (Leidner).

Jessica Park

Nisha Patel

Dr. Angela Grassi
Dr. Mariana
Restrepo-Holguin
Dr. Sunnia Chen

Small Bowel Obstruction Caused by Carcinoid Tumor

Conclusion: As cancer therapies advance to personalize treatment and target
specific immune responses, it is important for providers to be aware of the
potential adverse effects such as the potential for increased production of
PTHrP leading to hypercalcemia.
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Case Description: A 47-year-old male sanitation worker presented with a two-
week history of fevers, right upper quadrant pain, and jaundice. Labs were
significant for elevated liver enzymes in a hepatocellular pattern and
thrombocytopenia. Imaging revealed sludge in the gallbladder with mild wall
thickening, diffuse hepatic steatosis, and multiple wedge-shaped
hypoenhancing areas in the spleen suggestive of infarcts. The patient was
admitted due to concern for acute cholangitis and incidentally found splenic
infarcts. During hospitalization, MRCP showed no biliary ductal dilation or
filling defects, which ruled out acute cholangitis, and TEE was negative for
evidence of infectious endocarditis. The patient continued to have elevated
liver enzymes and persistent fevers despite antibiotic coverage with
piperacillin-tazobactam. Additional workup was significant for elevated
antiphospholipid antibodies in the setting of splenic infarcts. With no clear
explanation for the patient’s presentation, the differential diagnosis was
broadened to include a variety of atypical infectious causes of acute hepatitis.
Liver biopsy subsequently revealed non-necrotizing lobular and fibrin
granulomas. Due to suspicion for Q fever infection, the patient was
empirically started on doxycycline with subsequent clinical improvement.
Coxiella burnetii titers and PCR resulted positive in a manner consistent with
acute Q fever infection, and the patient was started on hydroxychloroquine as
well. His hospitalization was also complicated by upper Gl hemorrhage
secondary to anticoagulation in the setting of positive antiphospholipid
antibodies. EGD was performed, revealing four duodenal ulcers and an
actively bleeding pre-pyloric ulcer, which was clipped.

Discussion: This case highlights the importance of considering a broad
differential diagnosis, including Q fever, in patients with signs of
hepatobiliary disease. Q fever has a variable presentation and can often
resemble other infections or autoimmune diseases. While hepatitis is
commonly associated with Q fever, acalculous cholecystitis is a very rare
presentation. In addition, although transient antiphospholipid antibodies are a
known phenomenon of Q fever, they are rarely associated with independent
thrombotic complications in patients without prior diagnosis of
antiphospholipid antibody syndrome or evidence of underlying Q fever
endocarditis. However, our patient suffered an extensive thrombotic event
necessitating anticoagulation, despite relatively low level positivity of
anticardiolipin 1gG (60.9). Our findings suggest that patients with Q fever
should be routinely tested for antiphospholipid antibodies, with further
workup for thrombosis and consideration of anticoagulation as needed.
Furthermore, due to the significant morbidity Q fever patients may suffer
secondary to thrombosis, close follow-up with vascular medicine specialists is
warranted.

Initial Concern for One in a Million Vaccine Side Effect leads to Diagnosis of
Acute Promyelocytic Anemia

Introduction: When this 41 year old patient began developing bruising around
her abdomen and her typical migraines increased in severity, her initial
concerns were not for her eventual diagnosis of cancer, but of an exceedingly
rare diagnosis that was being splashed across media at the time- thrombotic
thrombocytopenia. This patient had received the Johnson and Johnson (J & J)
Ad26.COV2.S vaccine against severe acute respiratory syndrome coronavirus
2 (SARS-CoV-2) two months prior to symptom onset. She presented to care
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recipients but was eventually diagnosed with Acute Promyelocytic Leukemia
(APML).

Case presentation: This 41-year-old woman presented to clinic complaining of
fatigue, headaches, dyspnea with exertion, vaginal bleeding, and bruising over
her abdomen and bilateral lower extremities. She had received the J & J
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Hemoglobin on post-hospital follow up 5 days later was 5.7 g/dL, prompting
re-admission to the outside hospital. Despite repeated blood transfusions (total
of 20 units), the anemia persisted. Extensive imaging to look for indolent
bleed including endoscopy, colonoscopy, tagged red blood cell study, CT
angiography of abdomen/pelvis/lower extremities, CT chest/abdomen/pelvis,
MRI right femur, and repeat lower extremity ultrasound with doppler was
unrevealing. Labs including infectious studies, hemolysis labs, peripheral
smear, and bone marrow biopsy were also inconclusive. He was subsequently
transferred to our institution for further workup/management of refractory
anemia.

Upon transfer, Rheumatology was consulted for comprehensive evaluation.
During our initial exam, corkscrew hairs, perifollicular hemorrhages, and
purpura were appreciated, raising suspicion for scurvy and prompting us to
obtain an in-depth dietary history. He described a diet completely devoid of
fruits or vegetables and reported eating only one meal per day prior to
hospitalization, which was frozen and processed. Otherwise, he reported
snacking almost exclusively on chips. A vitamin C level was checked and
returned undetectably low. Dermatology and Hematology/Oncology were also
consulted and agreed that scurvy was the most likely diagnosis. He was
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abdomen and pelvis showed pan colitis after which patient was started on oral
vancomycin and metronidazole for suspected CDI. Patient did develop
diarrhea following admission and a stool sample returned positive for
Clostridium Diffcile. General surgery was consulted and discussed surgical
intervention which included total colectomy with end ileostomy for fulminant
CDI. After this discussion, it was felt that the patient would not want to
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that typically affects young women in their 30s to 40s. Patients most often
present with signs and symptoms of cystic lung disease including pleural
effusions, spontaneous pneumothorax, and progressive dyspnea with exertion.
Other symptoms can be associated with extrapulmonary sites related to renal
angiomyolipoma or lymphatic vasculature including chylothorax. Diagnosis
of LAM is typically a clinical diagnosis which includes characteristic thin-
walled, well defined, diffusely distributed pulmonary cysts, VEGF-D
level>800 pg/ml, chylothorax, and renal angiomyolipoma. Definitive
diagnosis is made with lung biopsy via VATS. There is currently no cure for
LAM, but mTOR inhibitors like Sirolimus can help slow the progression of
the disease.

Sumar Quint
Dr. Samuel lves

Hold Your P: Renal Phosphorous Wasting, a Rare Side Effect of IV Iron
Infusion

Introduction: Iron deficiency anemia (IDA) is a prevalent disease, affecting up
to 20% of women worldwide. Treatment with parenteral iron is common due
to oral iron side effects and absorption difficulties. An underrecognized but
serious side effect of a common IV iron formulation, ferric carboxymaltose
(FCM), is hypophosphatemia. This adverse effect is thought to be caused by
increased circulating levels of fibroblast growth-factor-23 (FGF-23) which
leads to inappropriate renal excretion of phosphorous. Risk factors for
developing severe hypophosphatemia after FCM therapy include patients who
are chronically malnourished or have malabsorption syndromes.

Case Presentation: A 36-year-old female with past medical history of bulimia
nervosa and IDA presented to the emergency department for chest pain, she
was found to have phosphorous of 1.0 initially thought to be due to
malnourishment and refeeding syndrome. She was briefly admitted and given
oral replacement. The patient re-presented two days later after labs at a
residential eating disorder facility showed continued hypophosphatemia.
Symptoms included headache and muscle weakness. In the ED the patient’s
phosphorous was 1.4, she was admitted for IV repletion and further work up.
Parathyroid hormone (PTH), 25-OH Vitamin D level, and ionized calcium
were within normal limits. The patient did not have any other persistent
electrolyte disturbances. Over the course of one week the patient’s
phosphorous was continually repleted, with only transient improvements in
serum levels. A 24-hour urine phosphorous was found to be high at 1718
mg/day (400-1300 mg/day), suggesting renal wasting of phosphorous. Given
no other endocrine or lab abnormalities, prior medications were investigated.
The patient had been seen by hematology three weeks prior to admission and
given two doses of FCM infusion for IDA. The suspicion of FCM causing
phosphorous wasting was confirmed with an inappropriately normal FGF-23
level of 122. The patient was discharged with a PICC line for outpatient
infusion of phosphorous, and follow-up with endocrinology.

Discussion: FCM infusions are thought to cause hypophosphatemia in
susceptible patients by increasing FGF-23 levels by a mechanism that is not
fully understood. FGF-23 is a bone-derived hormone that inhibits phosphate
transporters in the renal tubules and decreases activation of 1,25-OH Vitamin
D, leading to both renal wasting and inability to absorb phosphorous. Risk
factors for hypophosphatemia secondary to FCM include malnourishment,
hyperparathyroidism, malabsorption syndromes, and vitamin D deficiency. In
the case presented the patient had a long history of disordered eating and was
likely deficient in total body phosphorous before the FCM infusion. The side
effect of severe hypophosphatemia should be better known to clinicians, as
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patients with risk factors for hypophosphatemia are often the most common
patients to have IDA. Treatment consists of frequent lab checks and
replacement of phosphorous and most cases resolve within 3 months.

Non-Cardiogenic Pulmonary Edema Following Naloxone Use for Heroin
Overdose

Introduction: Naloxone is an opioid antagonist medication that is commonly
used as a reversal agent in cases of opioid overdose. This medication is
generally considered as safe to give for this purpose, however it has been
associated with several uncommon complications. Non-cardiogenic
pulmonary edema following Naloxone administration has been reported as a
rare adverse event associated with use of this medication.

Case Presentation: A 32-year-old male with prior history of opioid abuse
presented to the emergency department after reported IV heroin overdose
approximately one hour prior to arrival. The patient’s significant other found
the patient unresponsive at home, called EMS and initiated bystander CPR at
the scene. She also administered 1.2mg IM Naloxone with subsequent
immediate improvement in patient’s mental status to his baseline. The patient
subsequently developed worsening shortness of breath, was found by medics
with oxygen saturations in the 80s, and required oxygen via non-rebreather en
route to the hospital. On arrival to the emergency department the patient was
alert and oriented, reporting shortness of breath but otherwise without
complaints. Significant initial vitals included HR 129, RR 29, oxygen
saturation 89%, the patient was otherwise normotensive and afebrile. His
exam was notable for coarse breath sounds bilaterally (greater on the left).

Bedside cardiac ultrasound did not demonstrate any significant abnormalities,
and lung ultrasound demonstrated B-line predominance bilaterally. Chest x-
ray demonstrated bilateral infiltrates (moreso on the left). CT chest again
showed bilateral infiltrates that were more prominent on the left, consistent
with asymmetric pulmonary edema. The patient was monitored in the
emergency department and was eventually transitioned from non-rebreather to
3L 02 via nasal cannula, however after four hours of monitoring the patient
was trialed on room air and experienced worsening tachypnea with
desaturation to 90%. The patient was admitted to medicine for observation,
and after several hours the patient was successfully transitioned to room air
without significant hypoxia or increased work of breathing, with clear breath
sounds noted on subsequent examinations. The patient was able to be
discharged home in good condition.

Discussion: Non-cardiogenic pulmonary edema has been previously reported
as a rare complication of Naloxone administration following opioid overdose.
There has been some controversy regarding Naloxone’s role in the
pathophysiology of pulmonary edema in such cases, however a dose-response
relationship between Naloxone and subsequent pulmonary complications has
been described previously. Overall, this case highlights a case of respiratory
distress associated with non-cardiogenic pulmonary edema following

Naloxone administration for opioid overdose, and demonstrates successful
management of this condition(i)-4(s)9(t)-4(004 Tf1 0 0 G[(r)-3(ay d)9(em)-5(0)
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device. Complications of endocarditis are vast and include cardiac valve
destruction, perivalvular extension, systemic embolization, metastatic spread
of infection, and immunologic manifestations[1]. Infective endocarditis also
carries a high mortality rate. In hospital mortality rate for patients with
infective endocarditis is 18-23%, and the six-month mortality rate of patients
with infective endocarditis is 22-27% [2-4]. Given the significant
complications and high rate of mortality of infective endocarditis, prevention
and prompt treatment carry the upmost importance.

Case Description: The patient is a 61-year-old male who presented with 10
days of weakness, myalgias, increasing dyspnea on exertion, and fevers.
Relevant medical comorbidities include severe aortic stenosis secondary to
bicuspid aortic valve status post aortic valve replacement with a bioprosthetic
valve eight years prior. On physical exam, a 111/V1 systolic ejection murmur
was appreciated at the right upper sternal border. There were no peripheral
manifestations of endocarditis or embolic phenomenon appreciated on
physical exam. A transesophageal echocardiogram showed a 3 mm
echodensity on the anterior leaflet of prosthetic valve and thickening of the
mitral-aortic intervalvular fibrosa. A CT cardiac angiogram showed a para-
aortic phlegmon. Blood cultures grew Granulicatella adiacens, a streptococci
species. He initiated intravenous vancomycin and ceftriaxone for presumed
endocarditis. The patient then underwent surgical debridement of previously
implanted aortic valve and entire root complex and aortic root replacement
utilizing a 25-mm On-X composite valved conduit. Extensive purulent
material was noted intraoperatively. He continued vancomycin for six weeks
then transitioned to oral penicillin for suppression for at least 12 months.

Discussion: This patient’s age, sex, and valvular disease with prosthetic valve
put him at risk of infective endocarditis. The significant mortality of infective
endocarditis makes this diagnosis a medical emergency requiring prompt
hospitalization, acquisition of blood cultures, empiric antibiotic therapy, and
expedited cardiac and systemic imaging to confirm the diagnosis and evaluate
for complications. Granulicatella is a nutritionally variant streptococci,
meaning it grows best on media supplemented with thiol or pyridoxal [5]. It is
a catalase-negative, oxidase-negative, facultative anaerobe and is normally
present in oral flora and rarely manifests as invasive infections [6].
Interestingly, Granulicatella has only been implemented in up to five percent
of cases of streptococcal endocarditis [5]. Targeted antimicrobial therapy is
essential to ensure elimination of bacteremia and treatment of infective
endocarditis.
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Chest Compressions During CPR as a Cause of Chylothorax

75



Case Presentation: A 78-year-old male presented to the Emergency
Department with two-days of fevers, nausea, vomiting, confusion, and
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nephrostomy tube was discussed but ultimately deferred due to an atrophic
right kidney with presumed trivial function and a decompressed ureter. The
patient was discharged home with outpatient oncology follow up scheduled in
one month. During her oncology appointment, she described increased right
thigh pain and swelling, otherwise denied new symptoms. Staging PET scan
showed rupture of the upper pole of the right kidney due to hydronephrosis
from progressive malignant obstruction complicated by an extensive urinoma
extending from the posterior right kidney along the retroperitoneum and
psoas/iliopsoas musculature into the muscles of the proximal medial right
thigh. She was readmitted to the hospital, and these findings were confirmed
with a CT Urogram with the urinoma measured to be 36 cm. Percutaneous
drains were placed to the right perinephric, right retroperitoneal, and right
upper leg fluid collections. Nephrostomy tube was deferred due to urinoma
infection with E. coli. A CT urogram was repeated 48 hours after tube
placement and showed interval decrease in all three fluid collections. She was
discharged home on antibiotics with plans for future nephrostomy tube
placement. She was initiated on radiation therapy to shrink the tumor and
relieve obstruction.

Discussion: This is a rare case of locally advanced cervical cancer causing
ureteral obstruction leading to hydronephrosis, calyceal rupture, and an
extensive urinoma presenting as right thigh pain. RCR is more commonly
seen with acute re

77






Discussion: While Amphotericin B is the main therapy to treat blastomycosis
in severe infections. The robust inflammatory response that accompanies
severe infection has led clinicians to utilizing corticosteroids. For patients
with severe respiratory failure such that they cannot adequately ventilate or
oxygenate their lungs while on mechanical ventilation, ECMO has been
utilized. Corticosteroids and ECMO are logical choices in severe disease as
these therapies are utilized in other settings of ARDS. It remains unclear as to
the efficacy of these therapies in reducing morbidity or mortality as
randomized control trials have not been conducted.
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unifying clinical diagnosis of IgAV and initiating early surveillance for
sequelae and complications.
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Introduction: Immune-mediated necrotizing myopathy (IMNM) is a rare
inflammatory myopathy distinguished on pathology by necrotic muscle fibers
without significant inflammation. It is associated with anti-3-Hydroxy-3-
Methylglutaryl-CoA Reductase (HMGCR) and anti-signal related peptide
(SRP) antibodies, although up to 20% of patients are seronegative. Like other
immune-mediated myopathies, it presents with progressive muscle weakness
and elevated serum creatine kinase (CK). Treatment consists of
immunosuppression with some combination of steroids, immunomodulators,
intravenous immunoglobulin (IVIG), methotrexate, and rituximab.

Case Presentation: A 78-year-old woman presented with four days of bilateral
lower extremity weakness. Physical exam revealed proximal muscle weakness
in the deltoids and hip flexors. Labs demonstrated a CK of 26,000 unit/L and
marked transaminitis (ALT 617, AST 1338). She also had a significant AKI
(creatinine 10.51) and ultimately required dialysis. Notably, she had been
started on statin therapy several months prior. This, combined with her
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relative hypoxic environment further augmenting production of lactic acid.
Decreased lactate utilization from extensive liver metastasis might also play a
role in some cases.

Malignancy-associated lactic acidosis is associated with a very high mortality
rate and is usually fatal without the initiation of treatment for underlying
malignancy. We report 6 selected cases of tumor-associated lactic acidosis,
and describe 3 in detail that demonstrate interesting pathophysiology related
to the condition. Localization of sites of production and excretion of lactic
acid are presented in the case of a 71-year-old man with metastatic small cell
lung cancer. Chronic hypokalemia and cancer cachexia are observed and
discussed in our second and third cases of metastatic leiomyosarcoma. Lactic
acid metabolism and the treatment of lactic acidosis in neoplastic disease are
also discussed. The observation of this number of cases of lactic acidosis in
solid malignancies in one practice suggests the syndrome is more common
than appreciated. Awareness of the syndrome is critical to provide
appropriate care.
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Introduction: The presence or absence of immune complexes is one of the
major differentiating factors of acute glomerulonephritis (GN). Lupus
nephritis is one of multiple GNs characterized by immune complex
deposition. Pauci-immune vasculitides, in contrast, are characterized by a lack
of immune complex deposition. This case report describes a patient with
rapidly progressive GN secondary to both types of mechanisms.

Case Presentation: A 67-year-old male with past medical history pertinent for
lupus nephritis, CKD 3, hypertension, and hypothyroidism presented with five
days of altered mental status and fever. Vitals at presentation were within
normal limits. On exam he was obtunded, with a non-blanchable, petechial
rash on his lower extremities, bilateral myoclonus in upper extremities, and
cola-colored urine.

Initial labs were notable for WBC count 24.51 cells/mm2, hemoglobin 11
g/dL, and platelets 302 cells/mm2. Basic metabolic panel revealed serum
potassium 5.4 mEg/L, BUN 33 mg/dL and creatinine of 3.94 mg/dL (baseline
of 1.5). Inflammatory markers were elevated with CRP of 225.7 mg/L and
ESR of 46 mm/hr. Complements 3 and 4 were within normal limits. HIV,
hepatitis B/C and cryoglobulins were negative. IgA and 1gG were within
normal limits and CSF was unremarkable. His urinalysis was notable for
proteinuria and hematuria with no growth on urine culture. Head CT and renal
ultrasound were both within normal limits. Lupus anticoagulant was positive.
Anti-neutrophil cytoplasmic antibody (ANCA) was negative, however
myeloperoxidase (MPO) antibody was strongly positive (46 AU/mL). With
low suspicion for active infection, the patient was started on high dose
corticosteroids and emergent dialysis in the setting of worsening uremia.

Kidney biopsy was performed and demonstrated focal proliferative lupus
glomerulonephritis (classes Il and V) in addition to necrotizing small artery
vasculitis consistent with MPO/ANCA vasculitis. Skin biopsy was positive
for leukocytoclastic vasculitis without lupus involvement. The patient was
started on monthly cyclophosphamide with mesna infusion for dual treatment
of both lupus nephritis and ANCA vasculitis and hydroxychloroquine with
prednisone taper. By the time of discharge, his kidney function had
significantly improved.
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Discussion: Though rare, there are case reports of an overlapping syndrome of
systemic lupus erythematosus and ANCA/MPO-associated vasculitis. It
usually presents in women in the fourth decade of life and diagnosed via
kidney biopsy. Treatment is not standardized, but can include
cyclophosphamide, rituximab, hydroxychloroquine, plasma exchange, IV
immunoglobulin, and steroids. When presented with conflicting lab values, be
open to the fact that a single unifying diagnosis may not exist. In the search
for parsimony, we should always be mindful of Hickam's dictum: “Patients
can have as many diseases as they please.”

7ULSOH 1HIJDWLYH O\HORILEURVLYV ZLWK 3\F
Syndrome

Introduction: Myelofibrosis is a myeloproliferative neoplasm characterized by
marrow fibrosis and extramedullary hematopoiesis. The median age of
presentation is 67 years. In rare occurrences, it can affect younger adults.
Commonly implicated driver mutations include JAK2, CALR and MPL.
Triple-negative MF makes up 10-15% of patients with MF and lends to a
higher rate of leukemic transformation and poor nBT/n(c )9(t)-4(r)7(an)9(sf)-5(
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adrenal insufficiency and hemosiderosis.
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