ABSTRACT 1-R
Retrospective Study of The Center For Medical Weight Loss Liquid Diet
Alexander Nicolaides, PhD; Michael Kaplan DO; Alan Diaz M.D; Realba Rodriguez, MD

A retrospective study was conducted to determine the typical weight loss atteeéd by Ganter for Medical Weight
Loss low calorie liquid diet (CMWL). The participants studied were new patients who initially were assigned to the
had stayed on it at least 4 weeks. If they subsequently added appetite supmessadesarfigmther diet changes the dai
for the subsequent time periods was excluded.

This study documents that it is possible to achieve significant, progressive and durable weight loss for any duratiol
with the CMWL diet. This is withagiintervention and with moderate medical monitoring.

Based on a stratified sample of about 349 patients on this diet we found the following:

Very significant and progressive weight loss over a six month period starting out at 3% waidfttdp secigimn tmét first
week, to 6% the first month, 12% at 3mos and about 19% for the half year.

For dieters of one month duration up to and including one year, essentially 100% of the sample achieved and mail
maximum diet weight lossrgrolese to it by the time of their last weigh in or before dietary switches.

The diet is medically safe.

Since achieving significant weight loss is difficult and maintaining weight loss is even more difficult, these findings
performancare remarkable for ednag and relatively simple diet plan with moderate monitoring.

The findings are so dramatic and consistent, that the diet merits additional study to understand the reasons for its
detailed impact on markersaésterol, insulin resistance etc and its usefulness in different clinical settings.



ABSTRACT 2-PI

Urban Health Plan, Inc.
School Based Health Program

Aplus4kids Healthy Bodies, Healthy Minds

Urban Health PlanOs (UHP) school based health preyrainw@Biier city elementary schools in the Bronx is working
improve the health outcomes of the students they service at the schimstéutesiorgtdetthcare Improvement’s
Collaborative Model, particularly targeting Asthma.

Using this mddéhe medical teams at PS 333/335 and PS 75 in the Bronx, are working to provide screehaspdnd ev
best practices management of Asthma.

As per théjealth Resources and Services Administration, OThe National Survey of Childfe8%béahiiden7O
nationwide were reported to have Asthma at the time of the survey, and 28.6% of these children were reported to
asthma.

In contrast, at the 2 elementary schools served by the UHP SBHP, 19.5% of the studezes iagneteadbbeing
asthmatic and 60.4% of these students have persistent asthma.

The SBHP team embarked on a collaborative called OAplus4kids Healthy Bodies, Healthy MindsO in the fall of 20
National Institutes of HealthOs Guidetireediagnosis and treatment and management of As@)yth¢Ee®|n has

provided severity assessments in 96.7% of all students identified as asthmatics. 90.6 percent of students identifie
Asthmatics have been prescribed InhaledSTentids and 71.7% of all Asthmatics have been provided an Asthma Aci

We hope to spread the lessons learned and success of this collaborative work at the 2 initial schoolOs to all of Urk
SBHPOs in the near future.

Citations:

U.S. Department of Health and Human Services, Health Resources and Services Administration, Maternal and Ct
Bureau. The National Survey of Children's Health 2007. Rockville, Maryland: U.S. Department of Health and Hum.
2009.



ABSTRACT # 3-C
Behavioral Change in Alzheimer’s Dementia (AD) Leading to
Life Threatening Hypernatremia: Need for Recognition

S. Zaman MD, M. Choudhury MD, T.S. Dharmarajan MD, FACP

Montefiore Medical Center, North Division, Bronx, NY
Purpose:
Sudden deteration with behavioral change in stable AD usually reflects underlying illness or drug event. Presentec
presenting with severe hypernatremia following decline in fluid intake, associated with changes in affect and beha

Case:

90 yr old msing home resident with AD hospitalized with recent deterioration in mental status. Days earlier she had
with the nursing home staff and stopped eating and drinking, prompting hospitalization.

PE: lethargic, obtunded, dry skin and oral marnps@9%, F, HR: 70 , BP: 110/70 , RR: 28. Labs: WBC 8.9; Urine cultt
Klebsiella.

Na 180 meg/L (N:413% ), K 3.4, Cl 151,C0O2 21, BUN 85, Creatinine XRngilimal; CT head: cerebral atrophy.
Urinary infection treated with antibiotiggoanaatremia corrected with intravenous fluids. Mental status improved and
biochemical abnormalities normalized (Na = 137 meq/L, Creatinine 0.7). She was discharged to another facility (c:

Discussion:

Behavioral disturbances in AD mmaao and when sudden have precipitants. Delirium must be considered with recer
in cognition with alteration in level of consciousness, fluctuations in behavior and inability to sustain attention.
Hypernatremia (serum Na>145 meg/L) and sevagdmyme(Na>170) occur in many clinical settings. In the elderly, it
result of poor intake from any cause (e.g. altered mentation), febrile losses and rarely administration of Na contain
changes in behavior in AD usually seyniféson. Besides paranoia which is a feature of AD, infection, electrolyte imb.
adverse drug effect, urinary retention or metabolic abnormalities may cause delirium and changes in behavior, le¢
intake. Mortality rate in severe hyperizais 400 %. While behavioral change in our patient led to decline in fluid intak
severe hypernatremia, the contribution of UTI and delirium cannot be excluded. Prompt diagnosis and treatment o
cause led to favorable outcome.

Lessons Learnt:
* Behavioral disturbances in AD are common, prompting the need to seek and address a basis.
* Severe hypernatremia (as in our case) can result from behavioral changes or delirium in AD.
* Providers should be educated on promptly recognizingdbatigntiain

References:
« Dharmarajan TS et al: AlzheimerOs Disease: A healthcare burden of epidemic proportion. Am Health Drug
Benefits.2009;2(1)430



ABSTRACT 4-PI

Understanding the Patient’s Viewpoint Plus Provider Efforts Help

Implement Advance Directives in Ambulatory and Hospital Settings

K Relekar MD, S Gunturu MD, G Goel MD, R Margallo MD, S Alam MD,

EP Norkus PhD and TS Dharmarajan MD, FACP, AGSF.

Dept. of Medicine and Div of Geriatrics, Montefiore Medical Center (North), Bronx, NY

Introdudaiin: A sample of older Bronx adults in community and hospital settings was interviewed to identify factors tt
likelihood of implementation or the reluctance to have Advance Directives (AD).
Methods: As a pilot Performance Improvemenmiti@iyd, demographics, schooling, hospital admissions, health pel
(both patient & MD), and known comorbidities were collected from adults in ambulatory and hospital settings. Indivic
were conducted by Residents and Fellows.
Results:Data frorB74 patients were anal\jpeeln age = 78 + (3@ yrs; 55.3% 80.7% inpatients, 19.3% outpatients; 31
White, 43.6% African American, 24.3% Hispanic, 1.1% Asian; 81.9% had PMD; 45. Iittdraiban8ADABe completed
an AD during interview. Logistic regression analysis tested for differencesairtqratarst tttat might be linked to having
implementing an AD in inpatients and outpatients separately. Among inpatients (n=463), those viewing tioémse
healthywere 3old more likely (P=.004) and those never being marriefoldlermr2 likely to have or implement an #
(P=.017). Among outpatients (n=111), those viewing thehesdthgseae Zold more likely (P=.039) and, separately, thc
having a PMD werefdl more likely (P=.008) to have or implement an ABg&sallrace, schooling, hospitalizations
last 5 years and increasing comorbidity were found to be unrelated to having/implementing AD.
Conclusions:
45% (53% for inpatients & 12% for outpatients) had-ateADeprénational average <33%).
Providrpatient discussions increased the percentage of having an AD to 60% (63% inpatients & 44% outpatier
Age, sex, race, years of schooling, recent hospitalizations & increasing comorbidity were unrelated to likelih
AD.
Among outpatierperception of bemegplthywwhile among inpatients, the perception abbéisalthstrongly influenced
having/implementing an AD.
Among outpatients but not inpatients, having and speaking to a PMD strongly influenced having/implementing
Amongnpatients but not outpatients, marital status influenced their decision about having/implementing an AD.

Several of these factors are addressable to substantially improve the likelihood of having an AD.
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Evaluating and Managing Anemia in Jehovah’s Witnesses in Ambulatory Setting: A Lesson from Contrasting Cases

Nusrat Chaudhry MD, T.S. Dharmarajan MD, FACP, AGSF

Department of Medicine, Montefiore Medical Center, North Division

Severe anemia is a challenging, potentially lethal pneblehmowet's Witness, where correction of anemia through
transfusions is contrary to religious principles. JehovahOs Witnesses believe in the Almighty God, Jehovah and ac
products for medical therapy violated teachings of the BibleoneadetrovahOs Witnesses (JW), demanding differe
strategies for managing severe anemia.

Case 1:

92 year old female, JW, with hypertension, chronic kidney disease (CKD) stage 4, coronary artery disease, heart f
anemia, hospitalized withkwess and hemoglobin (Hgb) 7.6/g/dL, creatinine 2.5 mg/dL. Ferritin, B12 and folic acid r
anemic for years. She developed Clostridium difficile colitis, complicated by intestinal perforation, requiring surgen
outpatient she may havefial from use of erythropoietin, as she had CKD.

Case 2:

85 year old female, JW, with anemia, stroke, dementia and hypothyroidism hospitalized for rectal bleeding. She he
colored stools intermittently. Lab: Hgb 8.6/g/dl; ferro&infiretied iron deficiency. Evaluation confirmed rectal
adenocarcinoma. Outpatient intravenous iron improved Hgb to 10.7g/dl and prepared her elective surgery.
Discussion

The cases raise issues regarding management of JWs, who cannot receive dabaduhedsing needs to prevent
hospitalization. The WBTS specifically prohibits whole blood; components such as albumin, fibrin, bone marrow, a
a lot can be done in the outpatient setting to correct anemia prior to beatsrsrghibuldroeaiew medical history,
medications and evaluate for a cause for anemia through basic diagnosticitdstsf memaas in older adults a cause i
readily discernible; a third are nutritional in origin and correctable; anstbierogiolidnay disease, where anemia is
treatable. Our cases present different scenarios; case 1 had anemia of CKD where ESA with iron was a beneficia
benefited from intravenous iron which almost corrected her hemoglobin.ddteg éoin tdlmmd tests should be kept to ¢
minimum, unless they would alter management. NSAIDS, aspirin and anticoagulants are used with caution. Purst
advance directives early.

Learning Points:

Recognize preferences of JehovahOsswéadpsand implement advance directives

Evaluate anemia for an etiology and formulate a plan to minimize blood loss in all settings.

References

Highlights of the beliefs of JehovahOs Witnesses; tower watch Ministries. Accessed
http://www.towerwatch.com/Witnesses/Beliefs.htm on 9/15/2009




ABSTRACT 6-CASE

Rapidly Developing Ulcerating Facial Skin Lesions: Think Anthrax!

Azita Yavari MD, T.S. Dharmarajan MD, FACP, AGSF

Depament of Medicine, Montefiore Medical Center (North Div), Bronx, NY

Introduction:

Bacillus anthracis causes serious infection bfympraaimals to humans, presenting as cutaneous, inhalation, aliment
anthrax, and as naturally occurrimgrahe most common presentation is cutaneous anthrax caused by handling in
animals. Anthrax is uncommon in the U.S.

A Mini-series of 4 Cases:

Women aged 27 and 65 years, and boys aged 4 and 6 year presented in the ER (Iran) withatiwe lesjosiscounlcheir
face. The ulcers started as small pruritic vesicles 5 days earlier, were not painful, followed by swelling, increase in
ulceration, and darkening color. Patients received oral antibiotics before transfeinf Albbaad digtmtywith sick sheep
and handled their products; the sheep died with oral and nasal bleeding. The patients had mild fever, facial swellir
edema and black colored ulcer on erythematous base and yellowish discharge. &yatatecat Igpgrbadenopathy was
prominent. Patients were placed on penicillin G 4000,000 as direct smear of discharge showed gram positive baci
cutaneous anthrax was made and responded to penicillin, healing in days. (Pictures in poster

Discussion:

Cutaneous anthrax caused by Bacillus anthracis is uncommon even in endemic places such as Middle East. It ma
prototypic disease of bioterrorism however. Bacillus anthracis seeds on abrasions or dardagedsiilh, radd

papules develop to vesicle, black ulcerations, with non pitting edema and regional lymphadenopathy. Case fatality
treatment. Antibiotics for uncomplicated and naturally occurring anthraxis include ciprofloxacin, doxyaycline, amo»
penicillin for susceptible caseslfbd@ys. For severe cases (of head and neck with edema) IVantibiotics are used. If
as bioterrorism related or inhalation anthrax, require 60 days therapy, for uncomplicated involvem&wof. For severe (
bioterrorism inhalational anthrax ciprofloxacin pulse vancomycin plusfaagys fifriddavenous therapy, followed by
oral agents suggested by CDC for 60 days.

Lessons Learnt:
* Consider anthrax in differential diagnosis of acutensikinirbesélers or visitors from endemic areas such as Midc
East.
* Diagnosis is easy; the disease caused by a bacillus responds to antibiotics
* Anthrax may be used as a means of bioterrorism.

Reference:
CDC. Update: investigation of anthrax associated with intentional exposure and interim public health quidelines, O
MMWR 2001:;50:899.
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High Prevalence of Chronic Kidney Disease, Anemia and Falls in the Long-Term Care (LTC) Setting : A Relationship or
Coincidence?

P Banik MB MKanagala MB-2 J Scarpa MD, CMBP Norkus PhD, FACN

and TS Dharmarajan MD, FACPAGSF

1Dept. of Medicine and Division of Geriatrics, Montefiore Medical Cent&SdiNeiti) dusing Care Center, Bronx, NY

Introduction: Comorbidity is the norm in LTC prompting us to determine the prevalence of chronic kidney disease (
and falls in a Bronx facility. The prevalence of all three conditions appears high.

Methods: Data retrospectively collectedd@a2008) on the all residents of one LTCF. Age, sex, race [required for gl
filtration rate (GFR) using Modification of Diet in Renal disease (MDRD) formula to deterriihes€KD stagdisihe,
hemoglobin (Hb), falls history, falls frequency and falls outcome collected. WHO criteria defined anemia (<12.0 g/
<13.0 g/dL in males); the National Kidney foundation staging for CKD was us&9 (GHER>28%8. <15 = stage 1, 2,

3, 4 & 5, respectively).

Results: The 323 residents appeared had typical LTC age and sex patterns [meafsdff Badst 71803 female]. In
Dec 2008, CKD stagésviere present in 26.9%, 45.2%, 25.1%, 1.9% and 0.9%, respectivelydémht6 deoé msemic
and anemia remained throughout one year in most (76.8%). 454 falls occurred [1.4 falls/resident (454/323)]during
of falls resulted in some injury and 2.4% were serious requiring hospitalization. Regressimred@al;Sisnd&efn
decline eachykar increase in age (P=.003) while resident sex was unrelated to GFR decline (P=.587). Males expe
more falls than females (P=.004) and, independently, residettsedimenicheir fall experienced 8.2nore falls than
nonanemic residents (P=.001); age (P=.356) and GFR (P=.912) were not related to falls. Maldsadse likalg e
anemic than females (P=.001) and, independently, individuals with worseningbCWEr¢spaliesfe likely to be

anemic than residents with CKD stages 1 or 2 (P=.014).

Discussion:

* High rates of CKD (73.1%), anemia (61.6%) and falls (42.7%) occurred.

* Anemia was common and increased with worsening stages of CKD, though other causes edgay have contribut
* 25% of falls caused some injury with 2.4% requiring hospitalization. Falls are multifactorial with a complex inte
* We speculate that the high prevalence of anemia, CKD and falls may be related and not a coincidence.




Abstract #8

Rheumatic Mitral Valve Disease with Cardiomegaly Mimicking Pericardial Effusion

Souvik Sarkar MD, PhD, Ramesh Kashyap MD,

David Akman MD, FAC&kshmi Dharmarajan MD, FACP, FACC

Department of Medicine and Division of Cardiology, Lincoln Meditalemith @entar, Bronx, NY

Introduction
Cardiomegaly is commonly seen on Chest XORay. Massive cardiomegaly prompts consideration for pericardial ef
heart disease in adults is seldom considered on initial evaluation in the Usat\&et replonth@umatic mitral valve diseas
and massive cardiomegaly mimicking pericardial effusion in radiography. Correct diagnosis here influences manag
outcome.
Case
42yearold female presented with chest pain and dyspnea. The patigranarhex cardiac disease since age seventeel
She was on furosemide, warfarin (after femoral embolectomy) and digoxin for atrial fibrillation. Effort tolerance hac
decreased to two blocks dyspnea. BP: 131/73 mmHg, pulse: 61/mt, RBta&tmyd60% on room air. P/E: elevated
jugular venous pressure, mitral systolic and diastolic murmurs, tricuspid systolic murmur.
Chest xay: massive cardiomegaly filling chesttheaadic ratio almost one; cardiac configuration raisedgiossibilit
pericardial effusion. CT chest without contrast showed enlarged atria, left>right, minimal pericardial fluid, and mitr
calcification. EKG: atrial fibrillation, right axis, right ventricular hygedhapiges3i anterolateral leadsaarsient ST
elevation in inferior leads, aVR and V1. Echocardiogram: enlarged left atrium of 7.2cm, normal left ventricle, enlar
and ventricle, severe mitral stenosis (MS) and moderate mitral and tricuspid regurgitationtidvyoadodiedibfar
enzymes Patient referred for mitral valve replacement.
Discussion
The presentation with massive cardiomegaly on chest xOray raised possibilities including pericardial effusion and
Much of the lung was obscured, butariséidevere relatively clear, a feature seen in pericardial effusion. In advanced
valve disease, the lungs would demonstrate significant venous congestion, not the case here. CT chest excluded :
pericardial fluid, subsequently confirmeltblbgprdiogram. The echo confirmed mitral valve disease (as stated). Massiv
cardiomegaly here was a result of a huge LA, large RA and RV. Transient ST elevation was possibly due to coron
from atrial fibrillation with a large LA.
Learning Points

* Massive cardiomegaly on radiographs is nonspecific and needs a systematic approach to differentiate bety

effusion, cardiomyopathy and valvular heart disease.

* CT chest and/or echocardiography help confirm diagnosis, in ;uReH3e it wa
Reference:
Bettman MA. The chest radiograph in cardiovascular disease. BraunwaldOs Heart Disease: Text book of Cardiove
2005; 27286.
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DRUG ADDICTION MASQUERADING AS SICKLE CELL CRISIS: MAY REFLECT UNDERLYING CO-MORBIDITY AS
ETIOLOGY. A TWO-CASE MINI-SERIES

G. Goel MD, CR Dinasarapu MD, B. Fomberstein MD, FACP, TS Dharmarajan MD, FACP

Dept. of Medicine, Montefiore Medical Center (North Division), Bronx, NY

Introduction

Opioids are commonly used for pain of sickisisielug seeking patients may take advantage of this knowle«
obtain opioids. Presented are two patients seeking opioids on the pretext of having sickle cell anemia.
Casel. 24 yeaold morbidly obese Afrigarerican female with generalized tioely. #lemoglobin10.2g/dL. No sickling
hemolysis on peripheral smear. Had new onset diabetes, HbA1C 11.4%.
Case2. 34 year old AfrieAmerican female with generalized body pain. Was on intravenous opioath plagedt4 years
ago. Electronimedical records confirmed hospitalization elsewhere earlier, but the patient denied this. Hemoglc
reticulocyte count 0.6%.

Case | Family histor Home medications Haptoglobin| LDH Hbelectrophoresis
HbA HbA2 HbF

Father: sicklg Oral hydromorphone, 210mg/dl 171 | 97.5% | 2.3% <%

1 cell disase diphenhydramine, folate
Father: sicklg Intravenous hydromorpho,  96mg/dL 161 96% 3% 1%
2 cell disease, diphenhydramine, folatg

Mother: trait

Both received intravenous fluids, hydromorphongemmdhaspitalized for suspected sickle cell crisis. Both claimed al
morphine and denied substance abuse, and requested opioids, attempts to deny analgesics made them upset. R
cell disease was negative for both. On beingfaold tthéy became upset and eloped.

Discussion

Diabetes increases odds of depression, and depression is an association with obesity. Our obese patient soug
guise of sickle cell crisis) and benefited from psychiatry evaluatiomoforamgpasendocrinologist. Depression m
predispose patients resort to substance abuse. Our second case also had a behavioral problem, urging her to wa
to hospital seeking opiofditliction is a habitpaychological or physiologgperdence on a substance, beyond volunt
controlTreatment of addiction is possible through pharmacological abdhengmitivénterventions and is indicated in
caseThe cases illustrate the need to be agile and evaluate every p#tiemipeasietwith the initial diagnosis.

Learning Points

Patients seeking narcotics in the guise of illness need evaluation for behavioral or other disorders.

Drug addiction is usually linked to behavioral disorders, specifically depressierhasithretaratpbolic syndrome.

A careful history prevents errors in judgment and treatment.

Reference

Ballas SK et al. Hospital readmission for adult acute sickle cell painful episodes: frequency, etiology, and prognost
Am J Hematol. 20@617F2
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Syncope from Pulmonary Embolism:

Uncommon Manifestation of a Common Disorder

M. Kolarsky MD (Associate), M. Choudhury MD (Associate), T.S. Dharmarajan MD, FACP
Dept of Medicine, Montefiore Medical Center (North), Bronx, NY

Introduction:
Acute pulmonary embolism (PE) is common and often lethal; often diagnosis is unsuspected because of protean r
the disease. Described is a rare presentation of PE as syncope.

Case:

61yearold male, negative past history, preseBtfedvith sudden onset of dyspnea and brief loss of consciousness (sy
No chest pain, palpitation, recent travel or immobilization. On evaluation, he was hypoxic (SO2= 86% RA), BP 17:
RR: 22; right calf: tender with no neurologitNdefigjgestion of seizure.

Labs: ABG: pH=7.45, hypoxia (63), elevat€l(gradient =44,

CXR: normal; EKG: sinus tachycardia @ 113/min,-@ifhe@ @& in anterior leads. PosilimeeD Doppler: deep venous
thrombosis of right popliteal @sténpor tibial veins; CT chest (with contrast): bilateral PE. The patient was hospitalize«
arrhythmia and cardiac pathology as a cause of syncope were ruled out. CT head normal; carotid Doppler negativ
Echocardiography: mild LV systolic tgsfwith pulmonary hypertension (RVSP= 35 mm Hg)

IV heparin initiated for PE; patient discharged on oral warfarin.

Discussion:

PE is obstruction of the pulmonary artery or its branches by materials originating elsev@mrarinriradofhstations
sudden dyspnea (73 %), pleuritic chest pain (44 %), cough (34 %), calf or thigh pain (44 %), swelling (41%), whee
Syncope is rare with massiv&attopaccounts for 6 % of hospital admissions; etiology (B&.6 %), primary cardiac
synope (33%), other causes 33%.

Primary cardiac syncope is associated with increased ortatajitsat¥from PE is 30%. Accurate diagnosis and effecti
anticoagulation decreases mortality r&%to 2

Our case is unusual in that syncope, a ranéapicas of PE, occurredhialthy, ambulatory male, and a first ever
hospitalization (WellOs score for PE 4.5); prompt diagnosis led to favorable outcome.

Lessons learnt:

* Syncope is an uncommon presentation of PE, often escaping consideration.

* Mortaty rate is high in PE induced syncope; prompt diagnosis and treatment must be pursued and are vital to i
outcome

References:
Nijkeuter M et @he natural course of hemodynamically stable pulmonary embolism: Clinical outcome afatgisk factc
prospective cohort study: Chest. 2007;1312@):517
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Percutaneous Endosopic Gastrostomy (PEG) Induced Acute Pancreatitis: A Rare complication

G. Botros MD (Associate), M. Choudhury MD (Associate), T.S. Dharmarajan MD, FACP
Dept oMedicine, Montefiore Medical Center (North), Bronx, NY

Purpose:
While PEG is a relative safe procedure to help feed the frail elderly, complications can occur. Presented is a case
obstructive pancreatitis secondary to migration of thebmttetéabn through pylorus into proximal small bowel.

Case:

71 yr old nursing home male with comorbidities hospitalized for recurrent vomiting. He had a PEG for years prior t
was lethargic. The gastrostomy tube was retracted anbilgreefiisidl was oozing from the stoma and in gasttiatbavage
serum amylase: 2299 (NA®BU/L)), lipase: 978 (NADU/L), LDH 269 (N:-210 U/L), WBC 14.5 (N14.8)

CT abdomen: PEG tip and balloon located within the proximal ditatdicbim@pl of small bowel, distended stomach,
indicating obstruction secondary fimftetexd gastrostomy tube balloon. Minimal stranding surrounded the pancreatic |
A diagnosis of acute obstructive pancreatitis was made. Conservative tesatmandfaREG plus replacement caused
improvement of symptoms. Laboratory studies normalized shortly.

Discussion:

Over 100,000 PEGs are performed annually in the U.S. Although considered a safe procedure, several complicati
Complicatiomse more likely in elderly with comorbidity, particularly those with an infectious process or tendency to
Minor complications: tube dislodgement, wound leakage/infection, bleeding, hematoma, obstruction, ileus. Major ¢
necrotizinfascitis, esophageal/gastric perforation, colocutaneous fistula, inadvertent PEG removal.

In our case, the tube balloon migrated to the small intestine and blocked downward flow of bile and gastric juice. It
papilla, causing blockagéagino an obstructing gallstone. This likely resulted in pancreatitis, stoma leakage and vorr
(suggesting obstruction). Acute pancreatitis is a rare complication of PEG; prompt diagnosis in our patient led to fe

Lessons Learned:
* Althaigh PEGs are generally safe, major and minor complications can occur.
* Acute pancreatitis is a rare and fatal complication of PEG and often escapes initial consideration and diagr
* Acute pancreatitis should be entertained in patients with PEGvjthefgstires of obstruction and elevated
amylase / lipase.
References:
Imamura H, et al.:Acute Pancreatitis and Cholangitis : a complication caused by a migrated gastrostomy tube: Wo
Gastroenterology.Oct 21 2007; 13 (39):5285
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Performance Improvement as an Elective Rotation for Residents during Training:

A Novel Strategy for Systems Improvement!

SG Gunturu, KP Aparanji, M Ozcan, M Choudhury, PS Nakhla, S Mandapalli, R Chandra, M Amin, Y Akula, S Ali
Chaudhry, E Derdery@minasarapu, Z Igbal, M Nawaz, M Katikaneni, T Mathews, M Mowla, , E Nofiele, S Nuthala|
Paudel, M Solanki, P Persaud, , K W&liyabur, A Fojas, B Fomberstein , TS Dharmarajan

Introduction

The ACGME requires Internal Medicine residengypt@irams to enable residents understand the process of PI. C
few programs offer formal electives in PIl. Our goals in this model were to introduce residents in training to the con
a formal elective. The benefits would yltiedtetrainees, patients and the organization, a systems improvement.

Pl as a Resident Elective: The Process

A formal rotation for residents in training was introduced in July 2007. Senior residents were offered 4 weeks of P
(20 howr weekly). The resident, taught the process by program leadership prior to the elective, oversees junior res
clinical areas to implement several measures. Data are collected using specially designed tools, and attempts mgz
process through education of trainees. Following the rotation, data are presented at weekly departmental meeting
by a statistician. Multiple projects are tailored to the institution needs. In our hospital, several projeatslvesipenaitroc
improve care consistent with Clinical Practice Guidelines (CPGSs), as required by CMS, Joint Commission, ACt
others. Standard guidelines are implemented and monitored to maintain quality of care. Coded monitorirgreheet
key to help identify information for data collection and to track trends, and essential to facilitate the process effecti
involves supervision throughout; the model is summarized below.

Evidence based guidelines
(ACGME, ACCP, CMS)
Documcn;;:z: e

! \

Assess Sustained Data Collection, Analysis,
Performance Measure Performance

Education and Identify areas for
Reinforcement improvement

Results

In our institution, through a formal resident elective in Pl, we have demonstrated statistically confirmed sustaine
several clinical areas; e.g.: Appropriate Care Measures faréjganebaibnia and Acute Myocardial Infarction, Proph
for Venous Thromboembolism, Immunizations for influenza and pneumonia, Implementing Advance Directive
Anticoagulant use. The ACGME commended our Pl elective for residentsudweynin the08. Several abstracts deriv
from the PI rotation were presented at regional and national scientific meetings.

Conclusions:
e The Pl elective is an effective means of resident education and preparation for the real world of practice.
* Residat electives in Pl improve clinical care, payer satisfaction and reduces health care cost.
e Formal education and reminders plus leadership support are the keys to success.
References:
Ogrinc G, et al. A framework for teaching medical students suathoesidettibased learning and improvement. Ac2008ed
78:748&6.http://www.acgme.org/outcele@rie/FacManual _module4Amtfessed 11/28/2009).
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Introducing Quality Improvement as an Elective Early in Resident Training:

The Resident Experience and Viewpoint

Peter Nakhla M® Davulufi) G ImsorMD DNistotMD,S. Banerje&ID, E BobkovMD , G GoelMQ A. AnigbdD K.
Yazdanbakh#iD,S. BasneMD, S. Nandyal&D,B. Fomberstein MD, FACP, T.S. Dharmarajan MD, FACP
Department of Medicine, Montefiore Medical Center (North Div), Bronx, NY

Background

Quality Improvement {©4n important and integral part of the practice of medicine toddgn&etwaieng programs offer

a meaningful elective or experience in systems improvement. The Internal Medicine Residency program at Montef

Center (North) introduced in 2007 a one month elective for senior residents in QI. Theleleetigbtedrttengainees. As

the next step, we recently opted to introduce a QI elective early in training at the first year resident level and study

benefit if any, for trainees.

Methods

First year residents who were rotating in lightetoayrotations were assigned the task of monitoring peers with regar:

Pl projects in specific inpatient units. Each resident was assigned to review charts with regards to implementing s

Prevention of Vendiusomboembolism éamg@lementation of Advance Directives. The role of the PGY1 resident was tc

and help primary care residents to comply with guidelines for these specific projects.

Outcome:

A survey was sent out to the 12 participating residents. Questiortgnatioed gsor experience with Pl process,

expectations from this elective, and impact of the rotation on knowledge gained and practice of Pl with reference t

residency. The majority (83%) of residents responded; scores rangedvitbr( reefl@6ting highest satisfaction. Score

were: Average estimated prior Pl experience for responders was 6.3; average expectation from the rotation was 6

estimate of peer acceptance to the monitoring role was 6.8; estimatedrouopastfof Blbsequent years was 8.3.

Summary

* Introducing PI to residents early in training is expected to have a major impact in understanding the process ar
subsequent years of practice.

* By comparing actual Pl data from units widhingafiP| process by first years compared to control floors, we can r
impact of the study.

* The scores suggest reasonable and acceptance of the project, though in general first year residents are likely
with comment and commeriselative aspects appear from this elective.

Reference:
The ACGME and Institute for Healthcare Improvement: Involving Residents in Quality Improvement. August 2008
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Vitamin D deficiency: Resurgence of an Epidemic in the U.S. A Preventable and Treatable Disorder
M. Choudhury MD (Associate), K. Patel MD, T.S. Dharmarajan MD, FACP

Montefiore Medical Center, North Division, Bronx, NY

Purpose:
Vitamin D deficiency has resurged as a common disorder in adults in the U.S. Presentednsaces&ahostamin D
deficiency, with delayed diagnosis, but preventable.

Case:

69 yr old female with hypertension and CKD hospitalized with chronic back and leg pain with gait abnormalities. In
was directed to myeloma, metastasPagei®ds and the anemia ascribed to bleeding. Physical exam: Gait and balanc
unsteady, and proximal muscles weakness. No neurologic deficits.

Labs: Hct: 26 %, Ferritin 25 ng/ml, TIBC 341 mcg/dl, Iron 32 mcg /dl, vit B 12 386 pg/ ml, Bule33.angidl/ Qieat
calcium 7.8 mg /dl (NI5), alkaline phosphatase 750 u/L , vit D (25 hydroxy):11 6§ynRgteB0was diagnosed as
osteomalacia secondary to vitamin D deficiency and initiated on oral calcitriol and calciumelSaed éspoimsiadal
abnormalities normalized. She soon had a fall, sustained hip fracture, expired shortly.

Explanation: Further questioning: admitted to being a vegetarian throughout her life, never ingested dairy products :
(lactose intabnce); had little exposure to sunlight, diminishing skin synthesis of vitamin D.

Discussion:

Osteomalacia from vit D deficiency is a metabolic bone disease with failure of mineralization in bone. Osteomalaci
vitamin D deficiency. In the36.96 of adults-28 yrs are D deficient, 41 % of outpatiBBtgrdand 57 % inpatients. The 2
sources of vitamin D: skin synthesis and fortified diet, with sunlight providing the most vitamins. Excessive clothinc
cause osteomaladssorders include malnutrition, malabsorption and gastrectomy. Manifestations: generalized bone
tenderness and weakness of proximal muscles. Hypocalcemia and hypophosphatemia, with increase alkaline pho
occur, causing considerationsafigmant bone disease or PagetOs. Bone biopsy and 25hydroxy D levels <30 ng/ml ¢
diagnostic.

Treatment: replacement of vitamin D chole or ergocaleZfeddl nL0day or 50,000 IU/week, plus calcium (1 g/d)

Conclusions:
* Vitamin D deficiency is comibut underdiagnosed, often mistaken for other musculoskeletal disorders.
* Osteomalacia is both preventable and treatable.

Reference:
Drown DJ. Vitamin D deficiency in the US: a growing epidemic with serious health consequences. Prog Cardiovas
Nurs.09;24 (3):18/
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Abstract 15 “Clubbing”: A Subtle Clue to the Diagnosis of ‘Pierre Marie-Bamberger Syndrome’. The Importance of a
meticulous physical examination

G. Goel MD (Associate), B Fomberstein MD, FACP, TS Dharmarajan MD, FACP

INTRODUCTION: A complete physical examination (P/E) is often forgotten in todayOs technology oriented healthca
However, the value of a good P/E must never be underestimated in diagnosis. Presented is a case demonstrating
clinichsigns in the eventual diagnosis of lung cancer.

CASE: 49 yeaold African American male, presented with debilitating bilateral pain in knees anepamdiesivetbaugh
for 3 months. P/E demonstrated sevesasewW3 months) clubbing ofdrahtbes, a firm 3 cms supraclavicular lymph no
and right sided gynecomastia. The ankles and knees showed mild effusion and no deformity, but were exquisitely
48 pack years smoker with 55 pounds weight loss over 3 months. 3 fereethhatgito quit his job as bus driver (difficul
boarding the bus); he sought disability benefits and used a cane. The presence of new onset clubbing, arthralgias
weight loss, cough and smoking history led to the didgressiphoé Pulmonary Osteoarthropathy and possible pulmonary
malignancy.

Chest radiography revealed a 7 cm lobulated soft tissue mass in right upper lobe and emphysema cRagthafpper |
lower extremities showed periosteal elevation wittiemprtaoétlyi consistent with hypertrophic pulmonary osteoarthropa
Bronchoscopy and bronchial washings tested positive for malignant cells, establishing sialgneikiofraarcinoma.
DISCUSSION: Clubbing was first documented asdd digease by Hippocrates, termed 'Hippocratic fingers'. Clubbing is
deformity of the fingers and fingernails associated with cardiopulmonary and abdominal conditions like bronchoge!
congenital heart diseases (with cyanosis), bronemddtdismmatory bowel disease. It may result from hypervasculari
opening of anastomotic channels in the nail bedyldiedetigrived growth factor and hepatocyte growth factor from the
lungs. A special form of clubbing is hypertrophicypatteaaathropathy (Pierre {Barieberger Syndrome) where clubbing
andperiostitis of the long bones of the extremities and distal expansion of the long bones with painful, swollen joint
villous proliferation are associatedmgtbancer.

CONCLUSIONS

Clubbing is a recognizable physical sign indicative of an underlying significant iliness.

The value of a careful P/E cannot be underemphasized in todayOs technology oriented environment.
REFERENCE

Fauci AS, et &farrison’s Principles of Internal Medicine. 17 ed. NY: McGrawill; 2008: 21&1
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Value of Electrocardiogram in the Diagnosis of Electrolyte Abnormalities

Causing Unsteady Gait and Falls

Madhavi Katikaneni MD (Associate), Islam Nadira MD, T. S. Dharmarajan MD, FACP
Department of Medicine, Montefiore Medical Center (North Division), Bronx

Introduction
Generalized weakness and falls aspaaific presentations posing diagnostic challenges. A basis is electrolyte or mel
abnormalities. We present a case iwbheted to diagnosis of gait imbalance and falls was in the Electrocardiogram (E

Case

49 yr old male with testicular cancer 20 years earlier, presented to our Emergency Department (ED) with altered n
syncope. Family reported he wasubigétfrgic, and had multiple falls and poor job performance. Testicular cancer®
treated with bilateral orchiectomy, lymph node resection, cisplatin and radiotherapy; witheupadequate follow

P/E: BP 166/109 mm, pulse 67/min, RR 16/min. l&enmast aisoriented, with circumoral twitching (ChvostekOs sign),
hyperactive deep tendon reflexes and unsteady gait.

EKG: Axis normal, sinus rhythm 69 /min, PR 0.19, QT 520 ms (corrected QT 555), pe2ked T waves V1

Lab: Na 140, K 5, Cl 99, HCO3 161BUBr12.1, Glucose 87, Ca 3.9 mg/dl, ionized Ca <2.5, albumin 4.1, PO4 7.8, C
intact PTH 536, 25 hydroxy vitamin D 8.4 ng/ml.

Intravenous calcium gluconate relieved tetany, followed by oral calcium and vitamin D.

Discussion

Prolonged QT intdnvethe EKG provided clues towards electrolyte abnormalities, notably hypocalcemia. In this pati
deficiency induced severe hypocalcemia leading to cramps, tetany, unsteadygangrieDahiatients who had an ECG
for any reasongpalence of QTc prolonga®® ms was 8%. Structural heart disease and renal failure were common
groupQT prolongation may be congenital or acquired, resulting from abnormal repolarization associated with dise¢
electrolyte imbalance) and/or medications, angsenayrsades de pointes,-thligatening ventricular arrhythmia. Prolong
QT interval is seen with hypocalcemia, hypokalemia and hypomagnesemia. Hypocalcemia prolongs phase 2 of thi
the QT interval correlates inversely with legleisinProlonged QT is also induced by drugs like quinidine and procainal
psychotics and methadone. Acquired QT prolongation is reversible by treating the precipitating cause (electrolyte
medication).

Learning points

* We shouldoh underestimate the value of the EKG as a diagnostic tool in the evaluation of electrolyte abnormali
(especially potassium and calcium).

* Gait imbalance and falls could be a manifestation of electrolyte abnormalities.
References:

Michael W.aPrevalence andtfars associated with QTc prolongation among emergency departrdemtghaténts.
Emergency Medicine. 2009; 54683
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Extensive HSV Oral Infection and Esophagitis in an Inmunocompetent Host

M T Nawaz MD, A V Perelshteyn, MarilaNIDrBACP, TS Dharmarajan MD, FACP,
Department of Medicine, Montefiore Medical Center (North Division), Bronx, NY 10466

Introduction: Extensive HSV infections in immunocompetent hosts are uncommon. We report here extensive HSV
and esoplggtis in an immunocompetent young female.

Case:

30 year old obese (BMI=59) Aikinanican female presented with cough (bloody sputum), fever of 103F, dysphagia a
weakness for one week. She had painful oral ulcers and white discoloratlcbegtsay Inidis negative. Tzanck smear ¢
oral vesicles was negative for viral inclusions or malignancy. Rapid HIV test was gRativasandddbéctable. Upper
endoscopy confirmed multiple superficial shallow esophageal ulceratisnsy&sloghagtiipical squamous cells) and
gastric erosions. Viral cultures were positive for Herpes simplex; HSV IgM was highly positive. CMV IgM and fung
KOH were negative. Endoscopic biopsy revealed inflammation with ulceuatas wiithl imrhunohistochemical stain we
positive for Herpes simplex virus, negative for fungi, AFB and CMV. On acyclovir, she improved dramatically.

Discussion:

Extensive herpetic orolabial infections and esophagitis are common in the imntuhosbrmdtbmigl our patient had no
evidence of immunosuppression, she had severe primary herpes simplex virus infectibrypRraihaprétexts with
gingivostomatitis and pharyngitis in children and young adults. Lesions invadVimy tdosdigg)icdpharynx are exudative
or ulcerative. Primary HSV infection is more severe than HSV reactivation, which typically presents only as herpe
Primary HSV infection is commonly accompanied by systemic symptoms (fever, mdigipbagigagésadenopathy).
The pathogenesis of esophageal HSV infection results from direct exsreipngafabiafection, viremia, or viral spread
the vagus nerve. Clinically, HSV esophagitis presents with odynophagia and dgsatizgizedihy cicerations on
erythematous base with patchy white pseudomembrane. Endoscopy or barium study cannot reliably differentiate
fromCandida esophagitis based on appearance alone, and cytological examinations and datiucesstieblisethe
diagnosis. In our case, serology for acute infection, cultures, and cytological studies were positive for HSV, confir
diagnosis.

Conclusions:

* HSV esophagitis while rare in immunocompetent patients, must be ceresidératidn tf acute dysphagia, along wi
evaluation for immune dysfunction.

* Most cases of herpetic esophagitis in immunocompetent host2resssie but antiviral therapy decreases the cou
and severity of the disease.

Reference:

Kato S et aHerpes simplex esophagitis in the immunocompetent host. Diseases of the Esophagus. 2005; 18:340
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MUCORMYCOSIS NECROTIZING FASCIITIS IN A DIABETIC FOOT INFECTION
Chandrasekhar R. Dinasarapu MD, Jena Auerbach DO,

Michael H. Levi D.Scrilda Corpuz MD, FACP

Departments of Medicine, Pathology, Microbiology and Infectious Diseases,
Montefiore Medical Center, Bronx, NY

Introduction
Diabetic foot infections have multiple presentations caused by myriad organisms. We descring @sEspeanfratizauy
fasciitis in a diabetic patient.

Case

59 y/o male with hypertension and diabetes with neuropathy, presented with leg swelling and a worsening left
months earlier, he had a left foot burn (prior debridemet @m 20830 On exam, he had tachycardia, 3+ leg edem
erythema. He had a gangrenous left 5th digit, a lateral malodorous ulcer and interdigital maggots. He was diagn
ketoacidosis, clinical necrotizing fasciitis and ostemymyreisafd given piperagidliobactam and vancomycin. Surgicall
an excisional debridement of the lateral foot and amputation of the 4th and 5th metatarsals were performed. Wol
Group B streptococcus, Klebsiella, enterococcus asgedeso Pathology of the specimen showed many fungal
including the chlamydioconida and sporangiospores of Mucor. Liposomal amphotericin was added. Later, antibiot
to ciprofloxacin, amoxicillin and posaconazole. At 3 memphshielmatientOs ulcer was healing with good granulation
infection.

Discussion

Diabetic foot infections can present as necrotizing fasciitis, a fulminant soft tissue infection which are mostly poly
include fungi. Cutaneous mMmuyamsis is rare, but can be seen in diabetics, especially in those with ketoacidosis. Ot
associated with mucormycosis are leukemia/neutropenia, renal failure, organ transplant, and HIV infection. L
predisposing to mucornigasn infections are contaminated dressings, burns and trauma. Our patient had diabetic
burn injury and trauma to the foot. His clinical course was successful because of the expedited surgery and time
Mucormycosis is aby confirmed by finding broad nonseptate hyphae histologically. Our patientOs wound cultur
histology confirmed Mucor forms.

Conclusion

Fungal infections including mucormycosis should be considered in extensive soft tissudemfeatithsdiabpsgs,
ketoacidosis and local risk factors (e.g. burns, trauma).

Early clinical recognition, expeditious microbiological diagnosis, prompt surgery and appropriate antimicrobial thel
in the management of necrotizing fasdigisetics.

ReferencesConnor DH, Chandler FW, Schwartz DRPagtabgy of Infectious Disease Volume II, First Edition, 1997
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Non- Dilated Obstructive Uropathy Secondary to Phimosis and Balanoposthitis
Suresh Basnet MD; Anidandla MD; T.S. Dharmarajan MD, FACP, AGSF
Montefiore Medical Center (North Div), Bronx, NY

Introduction: Obstructive uropathy is more prevalent with age, mainly from benign prostatic hyperplasia or neurogel
Typically obstructive uropathyiaaterized by hydronephrosis and features of renal failure. We describe a case of ok
uropathy in the absence of dilatation of the urinary tract.

Case presentation: 57 male nursihgme resident was hospitalized with anuria and alteredfse@sdaisnUrinary
symptoms included hesitancy, poor stream and dribbling of urine for over a year, worsening over weeks to anuria-
resident was uremic at admission. Examination: coarse tremors of upper extremities and allyodleniitiesk Sehital
examination revealed phimosis with balanoposthitis. Ultrasound of kidneys and bladder revealed normal kidneys,
and prostate (12.9 ml). SerurdR@gAostic 0.29 ng/ml. Urinary catheter placement in the ERessiilidsado meatal
stenosis. After undergoing dorsal penile split procedure with catheterization by the urologist, 700 ml of clear urine"
was treated with 1V fluids and clonazepam for uremic myoclonic jerks. His mentatiom8drmatzatdovas discharged
to nursing home with improved renal function.

Date Hb/Hct BUN/Creat Na+/K+/Ca++
11/11/09 (Prior) 10.4/32.6 9/1 141/3.4/9.5
01/05/10(Admission) | 8.5/26.1 109/9.3 128/4.6/8.4

01/12/10 (Discharge) | 8.9/27.2 65/2.4 144/4.6/9.4

Table: Labs compared before and after admission.

Discussion: In men, chronic bilateral obstructive uropathy most often esutis foonstatic hyperplgaiRH)Nonrdilated
obstructive uropathy is relatively uncommon. Although our patient developed obstruction due to meatal stenosis, ¢
uropathy without dilatation is reported from retroperitoneal fibrosis, pelvic, retroperitoneal malignancies and obstru
ureteric calculi. Obstructive uropathy is a consideration in patients with diminished or absent urine output, a fluctue
output and unexplained renal insufficiency. If catheter placement is difficult, a urethral obstruction\{alge Bstdukdrict:
be suspected. Failure to make the diagnosis results in worsening kidney function. Relief of obstruction results in in
the degree of improvement relates directly to the duration of obstruction.

Conclusion:

* The key to diagrosf obstructive uropathy is focused history and physical examination.

* Obstructive uropathy is a consideration in unexplained renal failure.

* Absence of dilatation in obstructive nephropathy is uncommon and may delay diagnosis and managetabéld of ¢
basis for acute renal failure.

References:
Lyons K, et al. Obstructive uropathy without dilatation: a potential diagnostic pitfall. Br Med J. 1988:88; 296(6635)
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Environmental Tobacco Smoke and Asthma

Hal Strelnick, MD"*Shadi Nahvi, MD*David Lounsbury, Ph.D. * Barbara Hart, MPA"
Claudia Lechuga, MS" Shaniyya Pinckney’'

'Albert Einstein College of Medicine, Dept. of Family and Social Medicine

*Albert Einstein College of Medicine, Division of Substance Abuse and Internal Medicine
> Albert Einstein College of Medicine, Dept. of Epidemiology and Population Health

Tobacco use remains the leading preventable cause of premature death in the United States, accounting for
19% of these deaths, more than alcohol, infections (including HIV/AIDS), poisons, guns, motor vehicles,
and drug abuse combined. Environmental Tobacco Smoke (ETS) exposure has also been shown to be
associated with disease and premature death in non-smokers. ETS exposure subsequently plays a significant
role on the presence and severity of asthma. In 2008 the Bronx, NY, reported both the highest prevalence of
asthma cases among New York City’s five boroughs and the highest rates of second-hand smoke exposure in
the home. A strong association is seen between household exposure to smoking and asthma rates among
children, independent of outdoor air quality and socio-economic status. While smoking ban policies and
clean-indoor acts have shown public health improvements in the general population, these regulations have
not impacted ETS exposure rates among children since their exposure occurs primarily in the home.
Combinations of tobacco control initiatives are, therefore, necessary to combat smoking rates among parents
and household members. Implementing a comprehensive tobacco control program that increases the price of
tobacco, restricts tobacco marketing, provides public information via mass media, bans smoking in public
places, and provides wide access to treatment are believed to be the most effective means to reducing
national smoking. Intensive parental counseling can reduce childhood asthma events by 48%. Bronx
BREATHES, a NYSDOH Tobacco Cessation Training Center, is available to assist clinicians in treating
tobacco use among patients by:

1. Providing training, technical assistance, and follow-up to Bronx physicians and other health care
providers to design and implement systems that identify tobacco users at each patient visit, provide brief
cessation counseling, and refer patients to the NYSDOH’s Fax-to-Quit program;

2. Identifying and promoting intensive behavioral counseling for smoking cessation in group or individual
settings in the Bronx; and

3. Increasing the number of Bronx residents who use the New York State Smokers' Quitline.
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Appendicitis: why pathologists examine even routine specimens

Guillermo Nunez MD, Awilda Pena MD, Ivan Cardenas, Shikha Doomra MD, limana Fulger MD, Noah
Kornblum MD. St. Barnabas Hospital

Introduction: We describe an apparently typical case of appendicitis with rupture that revealed surprising
findings at pathology.

Case description: A 54-year-old female with no significant medical problems presented with abdominal
pain, nausea and vomiting for one day. Physical examination showed moderate abdominal distention with
tenderness and rebound in the right lower quadrant. Abdominal CT scan showed an enlarged appendix with
air in the distal tip, and no periappendiceal stranding. At laparotomy for presumed acute appendicitis,
copious amount of purulent fluid was found in the right lower quadrant and an area of perforation was seen
in the appendix, with an appendicolith protruding out of the perforation. The appendix appeared inflamed
and gangrenous. Pathological diagnosis was appendicitis with periappendicitis and moderately to poorly
differentiated appendix carcinoma with focal signet ring cells. The carcinoma was found to penetrate
through the entire thickness of the muscularis propria into the subserosa (pT3). Based on the findings of
pathology, the patient underwent a repeat laparotomy with right hemicolectomy and lymphadenectomy. No
residual cancer and no lymph node involvement (0/7) were found. A diagnosis of high risk stage 1B
(pT3pNO) appendiceal adenocarcinoma was made. The patient is currently receiving adjuvant systemic
chemotherapy.

Discussion: This case accents the importance of pathologic review of even “routine” surgical specimens.
Primary adenocarcinoma of the appendix is rare, accounting for only 0.5% of all intestinal tumors. The
majority of patients present with a picture of acute appendicitis. More rare presentations include ascites, an
abdominal mass, or generalized abdominal pain. The 4 main types of appendiceal neoplasms include:
carcinoid tumors, mucinous cystadenocarcinomas; colonic adenocarcinoma; and adenocarcinoid tumors.
Appendiceal adenocarcinoma can be associated with synchronous and metachronous colorectal or
extraintestinal cancers in up to 12% of cases. A right hemicolectomy and lymph node dissection is the
preferred operation in all good-risk patients with localized appendiceal adenocarcinoma, even if the
appendix is perforated. Due to the constellation of characteristics of her disease, including the poorly
differentiated signet ring histology, the ruptured appendix, the pT3 stage, and the suboptimal lymph node
sampling, the patient was advised to receive adjuvant systemic chemotherapy. A life-long program of
surveillance for the detection of early stage metachronous carcinomas is recommended.
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MF up against the gastric wall

Guillermo Nunez MD, Carmen Taype MD, Noah Kornblum MD, limana Fulger MD.
St. Barnabas Hospital

Introduction: Fibromatosis (also known as desmoid) is a benign tumor that occurs most commonly in the
abdominal wall or extremities. Very rarely it can originate from the mesentery, and tends to be recurrent and
aggressive. Mesenteric Fibromatosis (MF) rarely presents as intra-abdominal abscesses. We report a rare
case of a male patient who presented with an acute abdomen and was found to have an intra-abdominal
desmoid tumor with abscess formation; six years previously he developed small bowel obstruction due to
recurrence of MF.

Case description: A 47 year old man with hypertension and schizophrenia was admitted with abdominal
pain, vomiting and diarrhea for one day. Admission CT scan showed a 5 x 5 cm lesion abutting the greater
curvature of the stomach, which required a subtotal gastrectomy. The pathology showed a 7x 6 cm tumor
invading serosa and muscularis propia of the stomach. Immunohistochemically, the tumor was focally
positive for S100, GFAP negative, and B-catenin equivocal, with Ki67 score of 10%. Records obtained from
another institution showed that the patient presented six years previously with acute abdomen with
abdominal mass and abscess. At that time, he had a right hemicolectomy, and partial resection of small
bowel and sigmoid colon with en bloc resection of the tumor. The tumor measured 10 x 10 cm and was
grossly well circumscribed and adherent to the sigmoid and ileum wall. Histologically it consisted of
proliferating spindle and stellate tumor cells with a fibromyxoid stroma. Immunohistochemically, the tumor
cells were positive for vimentin and negative for CD34, S100, CD117, desmin, smooth muscle actin and
ALK.

Discussion: MF is a very unusual, benign fibrous lesion found in the bowel mesentery or the
retroperitoneum, histologically characterized by small bundles of spindle cells in a fibrous background.
Fibromatosis characteristically is locally invasive and tends to recur but does not metastasize. Although
locally invasive, these tumors may lead to death by destruction of adjacent vital organs. Mesenteric
fibromatosis can be confused with gastrointestinal stromal tumors (GISTs), but can be correctly
differentiated histopathologically and immunohistochemically. Correct diagnosis is essential because of
vastly different therapeutic and prognostic connotations. Local relapse rates of 23% to 39% have been
reported even after complete resection with enough clear margins.
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Leukemia or leukemoid reaction? You be the judge

Aiham Albaeni MD, Suresh Ravuri MD, Isha Dua MD, Noah Kornblum MD, Judith Berger MD St.
Barnabas Hospital

Introduction: It is not always clear whether a markedly elevated WBC (in this case over 100,000) is due
to leukemia or a leukemoid reaction.

Case presentation:

A 74 year old male presented to the ED with non-bloody diarrhea 5-6 times per day for the past 5 days.
This was associated with diffuse abdominal pain, and vomiting. He denied fever, recent travel, cough
or chest pain. There did not appear to be a relation between food ingestion and the symptoms. Past
medical history included a recent hospitalization during which he received IV amoxicillin. In the ED he
was hypotensive with a blood pressure of 75/51, pulse 95 and temperature 98° F. On examination, he
had diffuse abdominal tenderness without rebound or guarding Bowel sounds were hyperactive.
Laboratory studies revealed: WBC 95,000 with 68% neutrophils, hemoglobin 12.3, hematocrit 36.8,
platelets 136,000 creatinine 1.7, albumin 1.7, Boluses of normal saline were given. After culture, he
was started on intravenous metronidazole, intravenous vancomycin, oral vancomycin, and intravenous
amikacin. A CT scan of the abdomen showed diffuse colonic wall thickening with adjacent fat stranding
and free fluid in the peritoneum along paracolic gutters. The day following initiation of antibiotics, he
was still having diarrhea and the WBC was 110,000. On 1V fluids the BP was now normal. Then
clostridium difficile toxin from admission came positive in three samples, and over 4 days the WBC
progressively decreased to 28K. LAP (leukocyte alkaline phosphatase) was measured to differentiate a
leukemoid reaction from leukemia and it was elevated 226. A peripheral smear revealed leukocytosis
with mature polymorphonuclear without blasts or numerous immature myeloid cells.

By day 7 of admission, diarrhea was much decreased and the WBC was 10,000. Blood cultures were
all negative and antibiotics were adjusted to metronidazole IV and vancomycin po. Stool sample
became negative for clostridium difficile toxin and the patient was discharged on vancomycin po.

Discussion: we want to emphasize that clostridium difficile can presents with severe leukemoid
reaction, in this case with a WBC count greater than 100,000 cell/micro liter. The smear and LAP are
useful to distinguish this from leukemia. Patients who have WBC greater than 35,000 have higher
mortality rate, and tend to have lower albumin, lower temperature, and higher hematocrit
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Multiple Myeloma presented as a Plasmacytoma of the bone

Carlos Ocampo M.D., Jitendra Barmecha M.D., Noah Kornblum M.D., Guido Machiavello M.D., Santiago
Aguilar M.D., Roxana Lupu, M.D., Juan Carlos Nova M.D. and Antonio Lasorsa D.O. St. Barnabas Hospital

INTRODUCTION: Bone Plasmacytomas are tumors composed of plasma cells in different stages of
maturation, which are histologically identical to the ones seen in Multiple Myeloma. Our report describes a
54-year-old male presenting with Multiple Myeloma from a Bone plasmacytoma.

CASE REPORT: A 54-year-old African-American male with history of hypertension was admitted for
evaluation of increasing fatigue, weight loss and a painless growing mass in the head for 6 months.

The patient works as an actor, doesn’t smoke or abuse alcohol, has no known toxic exposures and denies
any family history of malignancies. On physical exam, the patient is, afebrile and a painless, soft swelling
mass of 8 x 10 cm in diameter, in the right temporo-parietal region was noted. Blood tests revealed elevated
Calcium 13.8 mg/dl, Blood Urea Nitrogen 36 mg/dl, Creatinine 3.9 mg/dl and Total Serum Proteins 14.8
mg/dl and decreased Hemoglobin 8.8 gr/dl, Hematocrit 25.6%, Sodium 128 meq/Lt, Potassiun 2.8 meq/Lt,
and TSH 0.3 plU/mL (with normal T4).

Urinalysis revealed proteins 30 mg/dl, WBC 34 cells/mm3, RBC 7 cells/mm3 and few bacteria. Serum
Protein Electrophoresis showed total proteins 12.5 mg/dl and hypergammaglobulinemia of 7.3. Urine protein
electrophoresis showed total proteins 651 mg/dl and hypergammaglobulinemia of 66.1 and Urine light chain
protein IgG kappa monoclonal protein present.

The MRI of the Brain showed a 12.6 x 5.1 x 7.5 cm right sided skull lytic lesion with mass effect on the
adjacent brain

The patient was admitted to this Hospital and the treatment was started with Calcitonin, Potassium
replacement, Intravenous steroids and fluids, the initial treatment with biphosphonates was omitted in
regards of avoiding any worsening of his renal function. A bone biopsy of the skull was performed resulting
in plasma cell neoplasia (Immunohistochemical stain CD138 positive).

A bone marrow biopsy was performed and sent for flow cytometry resulting in plasma cell dyscrasia 19G
kappa, for which Radiation Therapy was started and the patient discharged from this Hospital.
DISCUSSION: Solitary plasmacytoma of bone accounts for about 5 percent of patients with plasma cell
disorders, the median age of diagnosis is approximately 50 years and the overall survival of patients is
approximately 10 years with higher Relapse rates in older patients and in those with axial skeletal lesions
Overt Multiple Myeloma ultimately develops in 50 to 60 percent of patients with solitary plasmacytoma of
bone.

The treatment of choice includes primarily radiotherapy with surgery as needed for structural anatomic
support.
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Thrombocytosis: Not always a benign finding

Cristian Romero MD, Jose Bichara MD, lliana Hurtado MD, Santiago Aguilar MD, Noah Kornblum MD. St/
Barmabas Hospital

Introduction: An abnormal platelet count should never be underestimated and a broad differential diagnosis
must arise in our mind to avoid later complications.

Case description: A 51 year old female with hypertension, recently admitted to the hospital due to left
thrombotic stroke, complained of 5 days of severe upper abdominal pain associated with nausea and
multiple episodes of non-bloody vomiting. She denied diarrhea or constipation. Physical exam revealed an
ill appearing female, febrile with epigastric tenderness, bowel sounds present, no guarding or rebound.
Labs: WBC: 36.5x10° cells/mm?® with neutrophils 90%, hemoglobin/hematocrit 9.7/31.7, platelets 1.247x10°
cells/mm* CT abdomen/pelvis C+: portal/superior mesenteric vein thrombosis. The patient was admitted
with a diagnostic impression of sepsis versus myeloproliferative disorder. Pancultures were taken, and she
was started on empiric therapy with Vancomycin, Zosyn and Flagyl. Anti-coagulation due to portal/superior
mesenteric vein thrombosis was also initiated. After a consultation with hematology, laboratory work up
including LAP (leukocyte alkaline phosphatase) score and JAK2 V617F mutation analysis was sent.
Hematology recommended cytoreduction therapy with hydroxyurea and bone marrow biopsy for definitive
diagnosis. During the next few days the platelet count improved but the WBC and hemoglobin dropped
significantly secondary to chemotherapy-induced myelosupression. Hydroxyurea was subsequently
discontinued. The patient was started on GCSF (granulocyte colony stimulating factor) and transfused with
4 units of packed red blood cells. Blood cultures grew Bacteroides Fragilis, so the antibiotics were changed
to Meropenem and Flagyl to complete 10 days. The patient clinically improved. The JAK2 V617F mutation
was present, LAP score was high and bone marrow biopsy was hypercellular with a dramatic increase in
the number of megakaryocytes. Large numbers of platelet clumps were seen throughout the specimen.
Stainable iron was present. The findings are highly suggestive of the diagnosis of chronic myeloproliferative
disease, most likely Essential Thrombocytosis. The patient was discharged on Coumadin 4 mg to complete
6-9 months of anticoagulation. She was not started on aspirin since she was being anticoagulated, but will
need long term aspirin after completion of coumadin. Long term therapy with hydroxyurea to maintain
platelets below 600.000 cell/mm? will be addressed in the future.

Discussion: Optimal identification and management of ET is a challenge to the practicing clinician.
Thrombocytosis shouldn’t be ignored since it’s not always a benign finding as demonstrated in this case.
Early diagnosis and treatment is paramount to prevent severe complications.
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An atypical case of lupus nephritis
Kavitha Srinivasan MD, Atrash Shebli MD, Deepti Ananthula MD, Srivani Ravi MD, Ahmed Abdurman MD

Introduction: Systemic lupus erythematosus is a disease of younger women, usually less than 50 years of
age. Here we report a case of lupus nephritis in a 70 year old male with significant renal dysfunction.

Case description: A 70 year old chronic smoker with a history of hepatitis C (previously treated) and
hypertension was in good functional status until recently when over a four week period he developed
progressive dyspnea, orthopnea, bilateral leg swelling and weakness. He was not on any medications, and
did not have a primary physician. On examination the patient was found to have generalized anasarca,
bilateral basal crackles in the lungs, and extensive pitting edema of the lets. Initial lab tests were normal,
except for a creatinine of 1.6, and albumin/total protein 2.1/6.1.Urine analysis revealed proteinuria and
casts. A 24 hour urine revealed nephrotic range proteinuria of about 8 gms. Further workups showed a very
high titer of antinuclear antibody, as well as antibody to double-stranded DNA with low complement levels
which constitutes indirect evidence of circulating immune complexes, indicative of active SLE. Pertinent
negatives were ANCA, cardiolipin, rheumatoid factor, cryoglobulins, anti histone antibodies, hepatitis A and
HIV in addition to normal ECHO and renal sonogram. Renal biopsy revealed class Il nephritis with diffuse
mesangial proliferative glomerulonephritis, focal endocapillary hypercellularitiy, cresent formation, and
membranoproliferative features, of immune complex type and these findings were again confirmed by
electron microscopy. Patient was started on a trial of Prednisone, lasix and enalapril with fluid restriction
and 2 gm sodium diet. Follow up after two months demonstrated decreased leg swelling and proteinuira of
3 grams/24 hours urine which was an improvement from earlier of 8 Gms. Further treatment with
cyclophosphamide was suggested but patient was lost in follow up.

Case discussion: SLE does not commonly affect the elderly, especially males, and even if it occurs in
this population, it is usually extra renal, with studies showing nephritis in only 28% of cases. Besides,
delay in diagnosis and treatment has a negative influence on renal survival of such patients. Treatment
is usually beneficial with pulse cyclophosphamide or combination of pulse cyclophosphamide and
methylprednisolone. In conclusion, SLE with its variable presentations is a diagnostic challenge and
should always be considered in differential in uncommon clinical conditions.
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Systemic Lupus Erythematosus — getting to the heart of the problem

Deepti Ananthula MD, Gopikrishna Paladugu MD, Kavitha Srinivasan MD, Thin Thin Khaing MD, Adey
Tsegaye MD St. Barnabas Hospital

Introduction: Systemic lupus erythematosus (SLE) is a chronic autoimmune disease characterized by
multisystem microvascular infiltration. The prevalence of cardiovascular complications in SLE is around
50% and can be a primary cause of morbidity and mortality. Asymptomatic pericardial effusion and
clinical pericarditis are the more common cardiac complications. Acute development of massive
pericardial effusion and cardiac tamponade is a rare complication.

Case Description: A 28 year old female with SLE and rheumatoid arthritis presented to the ER with
symptoms of recurrent chest pain worse in the last day. She rateed the pain 6/10, and described it as
sharp, mid-sternal, radiating to the back, aggravated by activity, associated with palpitations, shortness
of breath and dizziness and without relieving factors. On examination, the patient was hypotensive,
tachycardic with increased jugular venous pulsation and muffled heart sounds. Chest x-ray revealed
cardiomegaly. A CT with contrast demonstrated a large pericardial effusion. A week prior to admission
the patient had presented with similar complaints but chest x-ray and echocardiogram at that time were
within normal limits. On this presentation, Surgery was consulted and an emergency pericardial
window was made with evacuation of 450 ml of bloody pericardial fluid. Fibrinous exudate was
visualized on the heart extending to the pericardium. Pathology of the pericardial biopsy along with
pericardial fluid analysis revealed fibrino- hemorrhagic pericarditis. The patient was treated with
methotrexate and prednisone, after which she improved clinically. A repeat echocardiogram
demonstrated no further fluid. Chest tube was removed and the patient was discharged.

Case Discussion: Pericardial effusion causing cardiac tamponade is a very rare complication in SLE,
with an incidence less than 2%. The occurrence of tamponade in patients with SLE with pericarditis is
unpredictable, but usually associated with radiographic evidence of cardiomegaly. Treatment consists
of pericardiocentesis, administration of high dose glucocorticoids and drainage via pericardial catheter.
In conclusion, considering the wide variety of exotic presentations of SLE, pericardial effusion though
rare, should be kept in mind as early treatment of this condition is life saving.
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Abnormal PTT in the elderly: an ominous cause.

Sravanthi Ravulapati MD, Deepti Ananthula MD, Venkat Gundareddy MD, Kaushik Bhunia MD, Noah
Kornblum MD  St. Barnabas Hospital

Introduction

Acquired hemophilia A is a potentially life-threatening hemorrhagic disorder caused by the development of
auto antibodies to factor VIl of the coagulation cascade. The diagnosis of acquired hemophilia should be
considered in any patient who presents with bleeding and a prolonged activated partial thromboplastin time.

Case Presentation:

A 75- year-old male with past medical history of DM, HTN, dyslipidemia, COPD, CAD, CVA was referred for
evaluation of a non-traumatic left elbow swelling. Four days previously he noticed a left elbow bruise and
swelling associated with aching type of pain. The patient denied any similar episodes in the past. On
examination there was a purplish discoloration over a 12 x 14 cm swelling on the left elbow with no signs of
active bleeding.

Elbow X ray showed no fracture. Laboratory studies showed prolonged PTT: 70.9, (INR: 1.1, PT: 10.9),
repeated PTT: 70.0 was still elevated with normal hemoglobin and platelets. A diagnosis of soft tissue
hematoma was made. Hematology consult incubated mixed plasma and the activated partial thromboplastin
time remained prolonged. The patient’s factor VIII level was less than 0.01. Factor VIII Inhibitor assay was
found to be 461 Bethesda units. Further work up for malignancy and autoimmune disorders was negative
except for positive lupus anticoagulant. Prednisone (1mg/kg per day) PO was started with adequate
response and PTT improved in 6 weeks. Supsequently the patient relapsed off prednisone and was then
managed on a short course of Rituximab for four weeks with complete remission.

Discussion

Acquired hemophilia A is one of the rare but important disorders that causes bleeding in the elderly. It is due
to auto antibodies that interfere with the activity of Factor VIII with prolongation of the PTT. Life threatening
bleeding with a mortality rate of 14-15% can occur. It also tends to appear during pregnancy, during the
postpartum period, or be idiopathic. Treatment is aimed at controlling the bleeding and elimination of the
inhibitor. Bleeding is usually controlled by administration of porcine or recombinant Factor VIl
concentrates, intravenous immunoglobulin, prothrombin complex concentrate (aPCC) Factor 8 inhibitor
bypassing activity (FEIBA) or by extra corporeal removal of the inhibitor. A review of literature shows that
the most effective first line treatment for the eradication of the auto antibodies up to 60-70% is the
combination of steroids and cyclophosphamide although other immunosuppressive agents like azathioprine,
vincristine or cyclosporine have been successfully used.
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Community acquired pneumonia — one size may not fit all

Cristian Romero MD, Aiham Albaeni MD, Srivani Ravi MD, Santiago Aguilar MD, Irida Hasalla MD, Padmini
Muthyala MD  St. Barnabas Hospital

Introduction: We present a case of pneumonia acquired in the community and the patient exhibits multiple
organ involvement including hepatic and renal dysfunction.

Case Description: a 27 year old male, smoker with no significant past medical history presented to the
emergency department complaining of fever, cough productive of yellow sputum, malaise, and diarrhea for
about 2 weeks. Physical exam revealed an ill appearing male, febrile with rales in the left upper lobe, mild
diffuse abdominal tenderness, normal bowel sounds, no rebound or guarding. Chest X-rays: left upper lobe
opacification with air broncograms. Labs consistent with hyponatremia (sodium 125 mEg/L), hypokalemia
(potassium 2.8 mEq/L), and thrombocytopenia (platelets 82,000). The WBC 8.4, hemoglobin 14.1,
hematocrit 42.1. Also noted was evidence of rhabdomyolysis with renal failure (CPK 3655, BUN/creatinine
35/2.8) hepatic dysfunction (albumin 3.2, ALT/AST: 214/387). The working diagnosis was community
acquired pneumonia. Blood, sputum, urine and stool samples were sent for culture including legionella
antigen. Empiric antibiotic therapy with ceftriaxone and azythromycin was initiated. Our patient became
afebrile 48 hours after initiation of therapy, liver and kidney function improved significantly, later found to be
positive for urine legionella antigen.

Discussion: Legionella pneumonia has very non specific symptoms and signs. Difficulties in isolating
legionella pneumonophila from specimens make diagnosis a challenge. The key to clinical diagnosis of
atypical pneumonia depends on recognizing the characteristic pattern of extra pulmonary involvement.
Legionella is likely to present as severe pneumonia and does not respond to beta lactams. It is important to
presumptively diagnose Legionnaire’s disease clinically so that legionella antibiotic coverage is included in
the empiric therapy.
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Broken Heart Over Heroin

Pedro J Mejia Garagorry MD, Shristi Basnyat MD, Sourab Dhungel MD, Kavitha
Srinivasan, MD, Matias Rojas MD, Manisha Kulshreshtha MD

St. Barnabas Hospital

Introduction: Opioid dependence is becoming an increasing problem in the United States; not only
secondary to its increased use for pain, but also due to its non medical use in the form of heroin. We report
a case of “Broken Heart Syndrome” after opioid withdrawal in an opioid-dependent young adult. This is the
second case reported in the United States of “Broken Heart Syndrome” after withdrawing from opiates.
Clinicians should be aware of this potential complication and take proper action to avoid it.

Case report: A 32 year old Hispanic female presented to the Emergency Department for worsening
bilateral lower extremity ulcers and edema. She stated that she recently returned from Puerto Rico where
she actively used six to nine bags of Intravenous heroin daily. She had a medical history of hepatitis C,
asthma, and illegal drug use. Physical examination revealed a heart rate of 103, blood pressure of 110/70
and bilateral lower extremity cellulites with the presence of needle track marks. Initial electrocardiography
showed only sinus tachycardia with a normal echocardiogram. The patient was treated with IV Vancomycin
and Zosyn and started on a Methadone taper. On the third day of admission, the patient went into opiate
withdrawal presenting with piloerection, diaphoresis, nausea, vomiting, diarrhea and tachycardia. She was
treated with IV Demerol and PO Clonidine with poor response. Initial electrocardiogram showed only sinus
tachycardia with no ST segment changes. Subsequently the patient complained of chest pain and shortness
of breath. Serial troponins were ordered which trended upwards as follows: 1.0, 1.5, 2.4, 2.8,.
Electrocardiography remained unchanged. Once in the Intensive Care Unit, repeat echocardiogram showed
severely reduced ejection fraction of 17%, and a large area of akinesis in the antero-septal and apical
regions. The patient refused cardiac catheterization. She was treated medically for a non-ST segment
elevation myocardial infarction and opiate continuance with good response. Ten days later the patient
underwent a Persantine Thallium Stress Test that showed normal ejection fraction with no ischemic areas
and a repeat echocardiogram was normal.

Discussion: “Broken Heart Syndrome” or “Takotsubo’s Cardiomyopathy” was first described in Japan in
1991. The onset of “Takotsubo’s Cardiomyopathy” is frequently triggered by an acute medical illness or
intense emotional state. This case illustrates the importance of proper continuation and dosing of opiates in
opiate dependant patients in order to prevent life-threatening conditions such as of “Takotsubo’s
Cardiomyopathy”.
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Elevated serum D-Dimer is not always pulmonary embolism.

Vikas Pathak, M.D., |.S Hurtado Rendon, M.D., Padmini Muthyala, M.D
St. Barnabas Hospital

Introduction: Serum D-dimer is elevated in several chest emergencies, including Acute Coronary
Syndrome (ACS), Venous Thromboembolism (VTE) and Acute Aortic Dissection (AAD). Because of its
simplicity and easy availability its use beyond the exclusion of VTE has grown in recent years. There is an
increasing trend towards using the test to exclude AAD, where there are no other sensitive screening tests.
Case: A 49 year old male with history of hypertension came with the complaints of chest pain. Patient
denied any shortness of breath, palpitation, cough or fever. Clinical examination was unremarkable except
that his blood pressure was 172/101. Routine blood tests including cardiac enzymes were normal and there
were no acute changes in the EKG or chest x-ray. Only positive findings on echocardiogram were trace
anterior and posterior pericardial effusion. Patient was admitted to the chest pain unit with the impression of
chest pain r/o ACS, r/o PE. Plan was to check D-dimer and another set of cardiac enzyme / EKG in 6 hours.
D-dimer was elevated; so he was sent for Computed Tomography with angiogram (CTA) to rule out
pulmonary embolism but turned out to have an aortic dissection. Stanford type A aortic dissection with
associated mediastinal and pericardial hematoma was reported. Patient was evaluated by vascular surgery
and emergency surgical repair was planned.

Discussion: In 2003 there were 6.1 million initial Emergency Department (ED) visits due to non-injury-
related chest pain, which accounted for 6% of all initial ED visits.

Most of the time acute coronary syndrome is thought to be the culprit and it is effectively ruled out with a
simple blood test and an EKG. Acute Aortic dissection is a serious and life-threatening condition with high
mortality, early diagnosis is essential for survival. Imaging modalities that can help diagnose the condition
are either time-consuming or not available in ED settings (CTA or MRI). Most of the time the diagnosis is
delayed because of the lack of a simple blood test to rule it out.

Conclusion: Elevated D-dimer, although not specific for AAD is a highly sensitive marker of the condition.
D-dimer has high negative predictive value and likely rules out AAD. High index of suspicion should be
maintained for the patients with chest pain in ED and D-dimer should be used as screening test to rule out
AAD.
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An unusual case of hypercalcemia following hypocalcemia in acute renal failure
B. P. Dhakal, MD, Christina Philip, DO, Anh Vuong, DO, James Croll, MD,

Robert Menkel, MD, Malcolm Phillips, MD, James Hellerman, MD

St. Barnabas Hospital

Introduction Hypercalcemia is a commonly encountered clinical metabolic disorder in a hospital setting.
However, hypercalcemia following an initial presentation of hypocalcemia is much less common. . We
report a case of acute renal failure associated with hypocalcemia followed by prolonged hypercalcemia.
Case description A 60 yr old male was transferred from a nursing home to the ER with symptoms of
generalized body aches, leg swelling and shortness of breath for 4-5 days with evidence of acute renal
failure, hypocalcemia and rhabdomyolysis. In the ER, BUN/creatinine was 130/5.8 mg/dI, potassium 7.9
meQ/L and CPK 48,839 IU/L. By day two of hospitalization the calcium was down to 6.2 mg/dl, phosphorus
8.2 mg/dl and albumin 2.7 gm/dl. Zocor was discontinued. The patient was treated with emergent
hemodialysis, admitted to the ICU and started on vasopressors. He received calcium supplements and
calcitriol until his serum calcium had nearly normalized at the end of third week of hospitalization. He slowly
improved. By week five, BUN/creatinine was 37/1.3 mg/dl. After that the patient started developing elevated
calcium (calcium 13.3 mg/dL, albumin 2.3 gm/dl) which did not respond to IV fluids and SQ salmon
calcitonin. By week 8, the serum calcium increased to 14.9 mg/dl. The patient appeared asymptomatic. A
bone scan detected diffuse soft tissue and muscle uptake. Parathyroid hormone was well below the upper
limits of normal (<65 pg/ml) on three occasions: 11.4, 11.5, and 7.1 pg/ml. The 25-hydroxy vitamin D level
was 15 ng/ml (20-80 ng/ml). The 1,25 di-hydroxy vitamin D level was <8 ng/ml. TSH was 3.4 mlU/I (0.4-4.0
mlU/I. Urine and serum immunoelectrophoresis were also normal. The hypercalcemia slowly improved
without therapy and came down to 11.2 mg/dl upon discharge at week 12. Follow up two months after
discharge showed a corrected calcium of 10.2 mg/dI.

Discussion Hypocalcemia followed by hypercalcemia during the recovery phase of rhabdomyolyis induced
acute renal failure has previously been reported. The hypercalcemia is usually moderate, but can be quite
marked. Such hypercalcemia resolves spontaneously. Several mechanisms have been proposed, including
release of ectopic calcium from damaged muscle tissue, a mechanism favored by bone scan and laboratory
data of our patient.

To summarize, our patient presented with acute renal failure due to rhabdomyolysis most likely precipitated
by a statin. While hypocalcemia is not unexpected during the early acute phase of renal failure, clinicians
should remain vigilant for the development of hypercalcemia as rhabdomyolysis resolves.
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Case of squamous cell carcinoma developing in a condyloma acuminata
Varghese. I, Ravi.S, Maalouf. G, Vegesna.V, Bamecha.J, Kornblum. N

St. Barnabas Hospital

Introduction: Malignant transformation of the commonly benign lesion condyloma acuminata is a rare
entity. We are presenting a case of squamous cell carcinoma developing in condyloma acuminata in the
perianal region in an immunocompromised patient.

Case description: 45 year old African American male with history of AIDS recent CD4 count 14 presented
complaining of a bleeding mass in his perianal area for two weeks duration. He first noticed the mass
around two years ago as a small swelling adjacent to his anal canal which progressively increased in size.
The patient denied any complaints other than mild discomfort in his perianal area prior to the onset of
bleeding. The physical examination revealed an ulcerating cauliflower like mass measuring 55 cm in the
right perianal area. No inguinal lymphadenopathy was noted on clinical as well as imaging studies. The
patient underwent excisional biopsy of the mass the biopsy of which revealed squamous cell carcinoma
insitu and mass was positive for HPV subtype 6 and 11 by insitu hybridization.

Discussion: Condyloma accuminata has long been known as benign, epithelial lesion with predilection for
genital and perianal regions. The malignant transformation of the condyloma is considered as a rare entity.
We report a case of condyloma accuminata caused by low risk subtypes of HPV 6 and 11 transforming into
squamous cell carcinoma. It is important to consider carcinoma in the differential diagnosis of patients
presenting with condyloma in the perianal region.
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CAD presented as pre syncope

Hammam Kemeh MD St. Barnabas Hospital

Introduction: This case illustrates that elderly patients more frequently have an atypical presentation,
including silent or unrecognized MI due to presenting symptoms of syncope, weakness, or confusion
(delirium) .

Case description: 76 years old male with past medical history of hypertension, cirrhosis, hepatitis C,
asthma and COPD admitted to Saint Barnabas hospital for evaluation of pre syncope on exertion. Patient
stated that he had a episode of lightheadedness and blurry vision after exertion lasted for 1 minute that
caused him to fall on his back. He also reports nausea, vomiting and diaphoresis preceding the
lightheadedness. He denied chest pain, palpitations, shortness of breath, urinary incontinence, loss of
consciousness, weakness, fever or chills. He a smokes 1 pack per day for 60 years, denies current alcohol
consumption and drugs use. His current medication are enelapril, albuterol inhaler, aspirin and ribavirin.

On examination the patient was lying down with no apparent distress or complaints. He is alert and oriented
to person, time and place. Vitals were stable with no orthostatic changes. CVS exam showed good and
regular pulses and heart sounds and no murmurs, rubs or gallops. No increased JVD or carotid bruits.
Neurological exam showed no focal neurological deficits, normal gait and balance. Rest of physical exam
was normal.

Pre syncope and acute coronary syndrome workup was done which all was not significant. The cardiologist
recommended to send the patient to the cardiac catheterization lab in light to results of treadmill stress test
that was done a year ago which was terminated secondary to the patient complaining of dizziness and
documented hypotension. That stress test was followed by nuclear stress test which showed no evidence of
ischemia or infarction due to failure to reach 85% of maximal heart rate.

Cardiac angiography was done and showed sever mid RCA stenosis, severe mid ramus stenosis, moderate
mid LAD stenosis and normal LV systolic function.

Patient started on aggressive medical therapy with risk factor modification and was sent for PCI of RCA and
Ramus with stent placement.

Discussion: Delays in diagnosis often lead to delays in therapy. Early risk stratification in patients with ACS
is essential to identify those patients at highest risk for further cardiac events who may benefit from a more
aggressive therapeutic approach
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When normal flora becomes invasive in an immunocompetent host

Kaushik Bhunia MD, Kavitha Srinivasan MD, Sravanthi Ravulapati MD, Gopikrishna Paladugu MD,
Michelle Dahdouh MD

St. Barnabas Hospital

INTRODUCTION: Periorbital cellulitis secondary to trauma is a common clinical presentation. Here we
report a case of spontaneous periorbital cellulitis with multiple intracranial abscesses caused by an
anaerobic organism Porphyromonas asaccharolytica which is a rare occurrence, in immunocompetent
host.

CASE DESCRIPTION: 19 year old healthy male presented with two days duration of fever,chills,malaise,
generalized headache,vomitting ,photophobia and lacrimation. He denied any trauma , insect bites, recent
travels or any sick contact. On examination he was febrile with right side periorbital erythema,

tenderness, frontal sinus tenderness with normal neurological exam including no meningeal signs. Labs
showed mildly elevated white count with left shift. CT scan with contrast demonstrated severe paranasal
sinus disease, preseptal right periorbital cellulitis and pneumocephalus. Patient was started on zosyn and
vancomycin along with vigamox and predforte eye drops and was placed on neurochecks.In the next few
days he developed worsening cellulitis and headache but neurological status remained unchanged. Repeat
CT in 3 days showed new epidural , subgaleal and periosteal abscess with blood cultures positive for
Porphyromonas asaccarolytica.Patient was transferred to Intensive care for close monitoring. Infectious
disease was consulted and antibiotics were changed to meropenem and flagyl . ENT attempted scoping the
sinuses but failed secondary to severely congested sinuses. Patient was then transferred to another facility
for adjunctive surgery for drainage of sinuses, orbits and related structures.

DISCUSSION: Periorbital cellulitis secondary to trauma, hematogenous or contiguous spread from
adjacent structures or sinuses is frequently seen in children. It is usually caused by streptococcus or
staphylococcus, with anaerobic infection seen in only 10% of cases, commonly with maxillary sinus
involvement secondary to odontogenic infection. In contrast, this immunocompetent patient, had an
unprecedented course complicated by multiple intracranial abscesses secondary to porphyromonas
asaccharolytica, an anaerobic gram negative bacteroidaceae. It is usually considered a weak pathogen in
urogenital and gastrointestinal tract and not prone to cause such aggressive infection. Penicillin G is still the
drug of choice though the combination of beta-lactamase inhibitors with a beta-lactam antibiotic can
overcome those which are beta-lactamase producers. In conclusion, we should keep in mind that infectious
conditions constantly have surprises and so it is imperative to look for unusual causes especially in a
complicated presentation.
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Role of immuno-histochemistry in identification of poorly differentiated brain tumors
Syam Prasad Mallampalli MD, Nishan Dallakoti MD, Sravanti Ravulapati MD,

llIman Fulger MD

St. Barnabas Hospital

Introduction: We discuss a rare case of primary CNS lymphoma in an immuno-competent host, which
masquerades a glioblastoma multiforme. We also emphasize how immunohistochemistry helps in
identification, changing the prognosis and management of the disease.

Case description: 70 year old man presented with a change in his personality. He has been recently acting
different, using the fork "the opposite way", putting on shoes backwards, babbling and keeps complaining of
foul smell when others do not. He also was feeling “off balance”. He denied other pertinent symptoms.

He is a diabetic and hypertensive. Neurological exam showed left sided neglect, decreased right sided
reflexes. Rest of the exam was unremarkable. CT scan of the brain showed a right-sided parietal
heterogeneous 4.5 x 5 cm mass with surrounding vasogenic edema. Based on its heterogeneity and
location, presumptive diagnosis of Glioblastoma was made. MRI showed an intra-axial heterogeneously
enhancing mass in the right parietal lobe with surrounding edema. Patient was started on steroids.

Patient had a craniotomy during which the right temporal lobe showed a swollen superior temporal gyrus
with an infiltrative, highly vascular lesion with necrosis. A frozen section biopsy showed a high grade tumor
resembling high grade glioma. The histopathology of the tumor resembled a high grade glioma. Immuno-
histochemistry with Cytokeratin AE1/AE3, GFAP (Glial fibrillary acidic protein),T-cell markers (CD 45 Ro)
was negative. Tumor was positive for B-cell markers (CD 20 and CD45). Final diagnosis was non-
Hodgkin’s lymphoma, high grade, diffuse, large B-cell type with areas of necrosis.

The serology for HIV was negative. A whole body CT scan for staging showed lymphatic or extra lymphatic
involvement. A slit-lamp eye examination was normal. Patient was started on high dose intravenous
methotrexate and consecutive whole brain radiotherapy. He was later referred for intrathecal methotrexate.

Discussion: Primary central nervous system lymphomas (PCNSL) are those which are confined to the
cranio-spinal axis without systemic involvement. It is also used to be known as reticulum cell sarcoma.
Primary central nervous system lymphomas are rare tumors accounting for 0.7-0.9% of lymphomas at all
sites and 0.3—1.5% of all intracranial tumors. This patient had radiological features of glioblastoma, a strong
differential diagnosis for PCNSL. The initial biopsy and management was in those lines when the frozen
section biopsy even resembles glioblastoma. Immuno-histochemistry has helped in making the right
diagnosis and patient went for intrathecal methotrexate for further management of his PCNSL.
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Lactic acidosis in a patient with Type 2 diabetes

Rajan Regmi, MD, Sirjana Dhungana, MD, Rajan Kanth, MD, Ahmed Abdurham, MD
St. Barnabas Hospital

Introduction: Metformin-associated lactic acidosis (MALA) is a rare and potential fatal but avoidable
condition. We present a case of lactic acidosis in a patient on metformin therapy which was precipitated by
acute renal failure and alcohol abuse.

Case Description: A 54 year old male with past history of diabetes mellitus type 2 and hypertension
presented to the emergency department with 3-day history of back pain, nausea and vomiting and one day
dyspnea and lethargy. He was also having repeated hiccups for couple days. He admitted to drinking
alcohol in excess for the past one week, but denied using illicit drugs. His medications included sitagliptin,
rosiglitazone, metformin and amloodipine. General physical examination revealed moderately built middle
aged male in obvious distress with air hunger and tachycardia in the range of 120 to 140 but systemic
examinations were unremarkable for further abnormality.

Prelimary laboratory tests revealed WBC 18,000/cc, creatine 18mg/dL and a high anion gap metabolic
acidosis with pH 6.86 and bicarbonate 5.4 Serum lactate was 26 mg/dL. The patient was immediately
intubated for airway protection and admitted to the intensive care unit where emergent hemodialysis was
initiated. Multiple sessions of hemodyalsis coupled with aggressive fluid resuscitation and bicarbonate
infusions restored normal acid base balance and significantly improved the renal function allowing
discontinuation of hemodialysis and mechanical ventilation in several days. Serum metformin level from the
blood sample obtained at presentation to the emergency department was finally reported to be high at
16mcg/L, confirming the diagnosis of MALA.

Discussion: This case illustrates a classic presentation of MALA. Renal impairment (creatinine >1.5 mg/dL
in males and > 1.4 mg/dL in females), congestive heart failure, liver disease and alcohol abuse are the
commonly known risk factors, and metformin-toxicity can be prevented if these conditions are avoided. In
our patients, MALA was probably precipitated by two mechanisms, namely pre-renal impairment caused by
vomiting associated with excess alcohol (lactate utilization is diminished because of impaired hepatic
gluconeogenensis).

CONCLUSIONS: MALA should be srongly suspected in diabetic patients presenting with high anion gap
metabolic and increased serum lactate level. Prompt recognition of this condition allows effective treatment
of this otherwise potentially fatal condition with dialysis, fluid resuscitation and bicarbonate therapy.
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Picking up a stray kitten: A differential diagnosis to consider for arthritis
Varghese. |, Aye. T, Tactuk. N, Pradhananga. J, Hamilton. M St. Barnabas Hospital

Introduction: cat scratch disease presenting with arthritis.

Case discussion: 32 year old African American male came to clinic for right groin pain and swelling
noticed 9 days ago after sustaining a trauma with baseball bat. Physical examination revealed R inguinal
lymphadenopathy. Patient denied any other symptoms. Routine labs were within normal limits. One week
later the patient returned to the clinic with complains of migrating erythematous rash associated with
headaches, fever and night sweats. Physical examination revealed generalized lymphadenopathy. The
core needle biopsy of the lymph node showed multiple granulomas with focal central necrosis, AFB stain
and fungi were negative. Patient had positive Lyme titre but negative Western blot. He is sexually active,
denied STDs, no recent travels, tested negative for PPD and HIV. On further questioning patient stated
that he had a new kitten that he took in and had sustained scratches several times while playing with..
Bartonella henslae titers were positive, no treatment started. The lymph nodes were resolving but patient
still complained of rash on and off. Three months later, he came back with bilateral shoulders and left
knee pain. He was diagnosed with arthritis as a sequele from the cat scratch disease (SCD), one of the
uncommon complications.

Discussion: SCD is an infectious disease characterized by self-limited regional lymphadenopathy that
usually needs no specific treatment. One multivariate analysis found the association of arthropathy with
female sex, age less than 20 years and presence of erythema nodosum, Our patient is male and did not
present with erythema nodosum. Joint complaints resolves in the majority of patients, though some can
have chronic disabling course. Knowing this complication will save the clinician extensive work up for
arthritis.
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Primary CNS Lymphoma in an immunocompetent host

Toyosi Timi Olutade MD, Padmini Muthyala MD; Srivani Ravi MD.
St. Barnabas Hospital

Introduction: Primary central nervous system (CNS) lymphoma is a rare form of extra nodal non-hodgkins
lymphoma, most commonly seen in immunocompromised hosts, but with increasing incidence in
immunocompetent hosts.

Case description: A 46 year old male presented to the Emergency department after a witnessed seizure
episode. Patient describes the episode as involuntary “shaking” movement of the right foot, with progression
to the whole left leg, followed by loss of balance and then, responsiveness. Patient recalled a similar
episode occurring 6 weeks earlier. He was hospitalized at a different medical institution, told he had a “brain
tumor”, and was started on phenytoin for seizures. Neurological examination revealed a paretic gait, motor
strength of 4/5 on the right lower extremity and decreased sensation on same extremity. Laboratory tests
showed a sub-therapeutic level of phenytoin. The levels of blood glucose, electrolytes, calcium,
phosphorus, magnesium, protein, amylase, lipase, and lactate dehydrogenase were normal, as were the
results of renal- and liver-function tests. A non-contrast enhanced computed tomography (CT) followed by
magnetic resonance imaging (MRI) with and without contrast revealed a mass with surrounding vasogenic
edema in the left precentral gyrus. A loading dose of phenytoin was administered and patient was admitted
to the hospital for observation and further evaluation. He tested negative for HIV, and had a diagnostic
procedure done by craniotomy with excisional biopsy. Pathology reports revealed a primary central nervous
system (CNS) B cell ymphoma. Contrast enhanced CT of the chest, abdomen and pelvis, as well as spinal
MRI did not reveal any systemic lymphoma. Cerebro-spinal fluid (CSF) analysis, done 6 weeks earlier at
another medical institution, showed normal protein levels. Patient was discharged home on phenytoin and
tapering doses of corticosteroids. He was later referred to the medical oncology department of a tertiary
medical institution for further treatment.

Discussion: Congenital or acquired immunodeficiency is the only known risk factor for primary CNS
lymphoma. However, more and more cases of primary CNS lymphoma, as in our patient, are being reported
in immunocompetent hosts. Management is quite different and should include tissue biopsy, preferably
stereotactic-guided, assessing the CSF, spinal cord and eyes for possible involvement, as well as screening
for systemic extra-nodal lymphomas. Methotrexate-based combination chemotherapy is the most widely
administered modality of treatment. Resection has no proven efficacy in the absence of mass effect, while
whole brain radiation is less frequently utilized because of associated neurotoxicity.
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Looking beyond the expected.

Venkat Pradeep Gundareddy, Keshav Pandey, Gopikrishna Paladugu, Praveen Vemula, Sharapak
Mojtabai. St. Barnabas Hospital

Introduction: Lung cancer presents in various ways, less often with predominantly gastrointestinal
symptoms misleading the physicians. Here in we present one such case where the diagnosis of lung cancer
was made serendipitously.

Case description: A 56 year old African male with hypertension and 23 pack year smoking history, brought
in by EMS after he passed out in his doctors clinic. Apparently patient was feeling weak and dizzy from
frequent vomiting that got to a point where he could not keep down even liquids. Vomiting was non
bloody,3-4 episodes a day, contained ingested food and was associated with abdominal pain on and off
which was vague and nonspecific. He denies having headaches, chest pains, cough, palpitations, fevers or
diarrhea. States had loss of appetite and a weight loss of over 100 Ib in 2 years. Went to see his PMD
multiple times in the past two years with similar complaints and got an upper endoscopy and colonoscopy
twice which were normal. Patient also had multiple ER visits and admissions in the last one year with similar
complaints. On examination he had a BMI of 16.1, hyperactive bowel sounds, blood pressure of 98/75 and
rest was normal. Patient was resuscitated with fluids. Labs showed acute renal failure and hyperkalemia
with EKG changes. HIV testing was negative and patient was PPD negative recently. A CT abdomen pelvis
was done to rule out intrabdominal pathology. It showed a left lower lobe consolidation with? necrosis. A
chest X ray also showed the same. A chest CT was done which showed an aggressive 4.3 cm mass
obstructing left lower lobe bronchus with ill defined borders, central, ipsilateral hilar and subcarinal lymph
nodes. Bronchoscopy was performed that showed a friable tumor that was actively bleeding requiring
epinephrine injections. Patient was sent for a CT guided biopsy that was unsuccessful in the first attempt.
Patient refused further care and wished to return to his home country for further palliative care.

Conclusion: The patient presented with one of the paraneoplastic syndromes of lung carcinoma with more
gastrointestinal symptoms than the actual pulmonary symptoms. Patient had extensive gastrointestinal work
up yielding nothing eventually an accidental diagnosis of lung cancer was made. Inability to think beyond
abdominal pathology for chronic gastrointestinal symptoms might have led to an undue delay in diagnosis
and poor prognosis in this patient.
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Recognizing Abdominal Aortic Aneurysm (AAA) in an Older Female with Abdominal Pain:

Prompt Diagnosis Influences Outcome

Darnell J. Brown BA, (MD/MPH Candidate 2010, Medidadrkollege, Valhalla, NY),R. Gomez MD, M Losos MD, TS
Dharmarajan MD, FACP, AGSF

Department of Medicine and Division of Geriatrics, Montefiore Medical Center (North Division), Bronx, NY

Introduction
AAAs are relatively common in the elderlyasmytingtematic. Ultrasound is &ffestive examination hasresitivity and
specificitgf 100% and 96%, respectively. Delayed diagnosis canadngidigsand mortality

Case

77 year old African American female presents with epigastris pétier £atng. She hgpertension
hypercholesteroleppieripheral vascular diseat@librillationanemia, prior Gl bleed and old cerebral vascular accident
was a 100 pack years smoker. P/E revealé¢dralappulsatddddominal magghout bruits. Normal femoral and popliteal
pulses noted. CT scan showed a rapidly enlarging AAA, 4.4cm a year ago, now 5.2cm. She had ekrntiveyemdovast
repair (EVAR), and was discharged 8 days later without complications.

Discussion:

AAAsarerelatively common in elderly ma8és,id those over 65years old. When a patient with known AAA presents w
abdominal complaints, one must investigate the status of the aneurysm. A true arterial aneurysm is defined as an
of all 3 art@l layers. The average infrabdaminal aoigal.5cm (1.7cm in males, 1.5cm in females); our patientOs wa
5.2cm, above the accepted absolute value of 3cm. AAAs are more common in elderly males with significant smoki
history, hypension, hypercholesterolemia, and atherosclerotic disease. Medical management indllodersenatibeta
cholesterol agents, and smoking cessation. Indications for surgical repair are an absolute size over 5.5cm, symptc
(0.60.8an per year) and rupture.

The case illustrates the importance of revaluation for AAWSRITTFeguidelireggest thaheurysm34cm should be
evaluated once annually and thb&e@ every 6 months. Onset of symptoms shouldgraluatioef the aneurysm.
Delays in fevaluation can increase risk of rupture, morbidity, and mortality. With a sensitivity and specificity of 100¢
respectively, the most cost effective tool to survey AAAs is the ultrasound.

Learning Points:

" Although e common in men, AAAs can be present in older women, as seen here.

"The USPSTF screening guidelines recommend tha7Bgkesr$5Id who have ever smoked must have a one time
screening for AAA using ultrasound

References:

USPSTF Clinical Guidel8wreening for Abdominal Aortic Aneurysm: Recommendation Statement. Annals of Int Me«
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Statin Myopathy and Acute Kidney Failure:
An Adverse Drug Effect of a Commonly Used, Effective Medication!

Ashraf El-Dabh MD, Peter S. Nakhla MD,T.S. Dharmarajan MD, FACP
Department of Medicine, Montefiore Medical Center (North Div), Bronx, NY

Introduction:
Statins are the most commonly used lipid lowering drugs; a common side effect from statin use is
myalgias, with or without increased CPK. We report a case of statin-induced myopathy after 2
months of statin therapy, with elevated CPK.
Case:
38 year old male with hypertension, diabetes mellitus type 1, chronic kidney Ddsease stage 3 and
hyperlipidemia, presented with bilateral leg pain, cough and back pain. With impression of viral
syndrome, he was discharged on oseltamavir and ibuprofen, but returned to the ED a week later
with worsening pain and tenderness. Lab: creatinine phophokinase (CPK): 7402 IU/L, Urine
myoglobin: 4240mcg/L, AST: 1111U/L, serum creatinine: 4.3, He had been initiated on simvastatin
2 month earlier; simvastatin was now discontinued. He was treated with 1V fluids, analgesics and
coenzyme Q; the CPK, AST and creatinine improved 3117 IU/L, 56 IU/L and 3.6mg/dl respectively.
He was discharged home in 2 days, improved.
Discussion:
Statin toxicity is more common in adults >70 years, frail, small, and those with multisystem disease
such as heart failure or kidney disease, and those receiving immunosuppressive drugs such as
cyclosporine. Higher doses of statins and drug- interactions through the cytochrome P450 system
in the liver also increase risk of myopathy. The two most important side effects of statins are
hepatoxicity and myopathy with the spectrum of symptoms ranging from myalgia with muscle
fatigue and muscle pain without elevation of CPK to life threatening rhabdomyolysis, where
myalgias result from massive elevation in serum CPK, AST and aldolase and result in acute renal
failure. The incidence of myositis and rhabdomyolysis is rare, 0.5 and 0.1 respectively. The
mechanism of toxicity is not fully understood and may involve apoptosis of myofibrils. The
development of myopathy can affect daily activities, quality of life and adherence to the treatment
regimen. CPK monitoring before and during therapy is of uncertain help, but some recommend it
Learning points
* Although statins are accepted in the management of hyperlipidemia and are effective, one must
recognize patient complaints that point to adverse effects such as muscle or hepatic injury.
* The elderly on multiple medications and liver or kidney disease are most vulnerable; statins are
best prescribed considering individual risks/ benefits.
References
Joy TR, Hegele RA. Narrative Review: Statin-related myopathy. Ann Intern Med.
2009; 150:858-868
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Hypoglycemia: The Whistleblower
Venkat P Gundareddy MD, Florenta Bederniceanu MD, St. Barnabas Hospital, Bronx, NY

Hypoglycemia in a diabetic patient is a frequent presentation usually due to edicalobeawarssnor the medications. Hel
in we present a case where hypoglycemia led to the diagnosis of a terminal illness in a patient.

A 73 year old fully functional Albanian patient with diabetes, hypertension, s/p CABG, s/p aortic drsystisicdieapair
failure presents to the ER with change in mental status. The EMS found him hypoglycemic and treated him. In the
was still hypoglycemic which needed further therapy. Physical exam was totally normal. Upom fuctiodviouedtgato
of infection was found except a left lower lobe infiltration on a chest X ray which was treated as a pneumonia in EF
admitted to the medical floor. Upon further interview with the family it was found that ting parig @ictuag takilin and
had been having erratic sugars due to his erratic insulin use in the past few days. As per daughter the patient kept
with insulin forgetting that he already took it. With the help of an Albaniaretrasskdenfenthof intellect and memory w
performed which showed that patient had impaired memory which apparently was normal a few weeks ago .As a {
Brain was performed to evaluate for any strokes to explain the amnesia. ltastmredraudtitdrmae in the left frontal
hemisphere with vasogenic edema causing subfaulcine herniation of the left frontal lobe. Patient was immediately
neurology and neurosurgery started on steroids and transferred to ICU. The wanlshovdyd@iDst surgical scarring in
the left lung.

Hypoglycemia in brain tumors can be caused due to various causes. Amnesia being one of them, the invasion of t
center, decreased epinephrine reserves in view of insulin induced hygogjlydemyianwolvement and other endocrine
dysfunctions upon involvement of hypothalamic and pituitary axis are a few other causes. Glioblastomas in the fro
been reported to cause cognitive impairment with amnesia and given ¢haf inghsiegmness and rapid growth of these
tumors. In conclusion hypoglycemia could be a presenting symptom of a more ominous illness like a brain tumor
always look for it in unexplained cases.
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Alcoholism, a Basis for Falls: Look Beyond the Initial History!
Anwar E. Sheet MD, G. Goel MD, T.S. Dharmarajan MD, FACP
Department of Medicine, Montefiore Medical Center (North Div), Bronx, NY

Introduction
The association between alcoholism and falls is well established; however the clinical significance of this
association is unsuspected when patients deny a drinking problem.

Case

84-year-old African-American, non-diabetic female with coronary artery disease, hypertension, bilateral
cataract surgery and right knee replacement presented to the ED following a fall, that occurred after a
bathroom visit and return to the bedroom at night. On examination: no orthostasis; no vision or gait
abnormality. Lab: hemoglobin 11.6g/dL, hematocrit 35%, sodium 144meq/L, potassium 4.4meq/L, albumin
4.1g/dL, total protein 8.2g/dL, Vitamin D 31.8ng/mL, TSH 0.793mcU/mL. In the ED, patient vehemently
denied recent use of alcohol; however, the blood alcohol level was 119mg/dL. She stated her last drink was
5 days ago. Of significance, patient’s prior medical records showed a similar episode a year ago, when the
alcohol level was 170mg/dL. During that episode, she had sustained a fall after drinking wine. In both
episodes, telemetry monitoring and neurological work-up was unremarkable.

Discussion

Alcohol is well recognized as a risk for falls. Many health consequences of long term drinking, such as
peripheral neuropathy, and skeletal muscle weakness due to alcoholic myopathy are associated with falls.
Brain imaging research suggests that heavy alcohol consumption leads to shrinkage of the cerebellum and
impaired coordination and balance. People may feel embarrassed asking a senior who has fallen "do you
consume alcohol?" Many seniors feel embarrassed answering truthfully if alcohol had a role in the fall.
Alcohol intoxication causes many falls; 0.06 and 0.10% blood alcohol concentration changes segmental body
movement coordination, and increases fall risk. Falls following binge drinking may be misdiagnosed as
syncope in elderly people, especially in those with dementia and inability to specify if they lost
consciousness while they were under the influence of alcohol.

Conclusions

* Although patients may deny alcohol use on the day of fall, alcohol levels should be checked with the
least suspicion of alcoholism, including prior history of falls after drinking, and circumstances when the
patient admits to occasional drinking.

* There may be significant time delay between drinking, the fall, hospitalization and blood alcohol testing.

Reference
Patel M et al: Alcohol intoxication at 0.06 and 0.10% blood alcohol concentration changes segmental body
movement coordination. Experimental Brain Research 2010;14. [Epub ahead of print]
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Evaluate and Consider Alternatives, Prior to Placing a PEG:
A Three Case Series

R Gomez MD, M Kanagala MD, TS Dharmarajan MD, FACP
Div. of Geriatrics, Montefiore Medical Center (North), Bronx

Introduction:

A percutaneous endoscopic gastrostomy (PEG) is often used to provide long term nutrition to terminally ill
patients with altered mental state with no means for feeding. Often, patient selection for PEG is
inappropriate and made hastily before exhausting all means and assessment or discussion with the
caregiver. The following scenarios illustrate the need to fully assess patients for alternates prior to inserting
a PEG.

Case 1 : 84 year-old community male with pancreatitis and delirium, received lorazepam twice, leading to
respiratory failure requiring mechanical support, in the ICU for 30 days. Upon transfer to Geriatric unit,
careful evaluation led to successful extubation and avoidance of the initially proposed PEG. Prior to
discharge this happy patient was calm and self feeding, asking for help to open the tray saying “help me,
there is so much food left for me to eat”.

Case 2: 70 year old community female with lethargy secondary to uncontrolled diabetes and Parkinson’s
disease. Due to poor intake she was being considered for PEG. A multi- disciplinary approach, revising and
optimizing medications for diabetes and Parkinson’s disease led to satisfactory oral feeding in days.

Case 3: 99 year old female from long term care with multiple co-morbidities and bed bound status admitted
with recurrent-aspiration pneumonia, and considered for PEG. A meaning full discussion including benefits,
risks and alternate methods of feeding with family led to the right decision against PEG.

Discussion:

Oral feeding requires a certain level of alertness and attention from caregivers where appropriate. Patients
with dementia and delirium may have reversible components that can be addressed leading to avoidance of
an unnecessary PEG. Caregiver should have discussions on the benefits, alternatives and told about the
lack of benefit to nutritional status, quality of life and in most areas. Many people have a misconception that
PEGs reduce aspiration risk or prolong life. In case of conflicts, an ethics committee may be consulted.

Key Points:

* Patients with dementia are often hastily and inappropriately considered for PEGs.

* PEGs do not improve nutrition, risk of aspiration, life expectancy or quality of life.

* PEGs are not the solution to feeding problems; it is preferable to address reversible factors and
alternatives.

References:
Dharmarajan TS, et al. PEG and outcome in dementia. Am J Gastroenterol. 2001; 96: 2556-63
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Genital Area Examination: An Often Forgotten Practice in Routine Evaluation
A. Anumandla MD, G. Goel MD, T.S. Dharmarajan MD, FACP, AGSF
Montefiore Medical Center (North Div), Bronx, NY

INTRODUCTION
In today’s medical practice, history-taking and physical examination skills are becoming a forgotten art. Our case
demonstrates the utility of these skills as the foundation for clinical decision-making and their significance.

CASE

72 year old male, nursing home resident with diabetes, hypertension, CVA with right hemiparesis, chronic kidney
disease stage IV, systolic heart failure, congestive hepatomegaly with ascites and urinary infection, presented to the
ED with abdominal and suprapubic pain of 2 days duration. Examination revealed marked ascites with everted
umbilicus, and urinary catheter in place draining scant yellowish urine. Lab: blood urea nitrogen 84mg/dL, creatinine
2.9mg/dL, hemoglobin 11.2g/dL, WBC 6800/mcL and normal urinalysis. In the ED, the urinary catheter was changed
in view of probable catheter obstruction and patient put out ~150 ml clear urine over next 2 hrs. However, patient’s
symptoms persisted. CT scan abdomen/pelvis revealed no significant findings to explain the presenting complaints. In
the absence of a clear diagnosis, another meticulous physical exam was attempted, and demonstrated right sided
tender, erythematous scrotal mass separate from the testes. Sonogram of the scrotum confirmed the clinical suspicion
of complex scrotal mass.

DISCUSSION

Clinical observation has been a part of medicine since ancient times with Egyptian, Babylonian, Chinese and Indian
physicians thousands of years ago. It wasn’t until the 19th century that physical diagnosis assumed importance, with
such developments as inspection, palpation, percussion and auscultation. Our case highlights importance of a thorough
physical exam in establishing an accurate diagnosis. Today, time pressures and increasing reliance on technology has
resulted in demise of a good physical exam. Although technology has expanded the ability to replace certain aspects of
the physical examination, nevertheless, it does not provide the entire picture. However, when technology should not be
used indiscriminately, without the initial thorough physical exam.

CONCLUSIONS
1. A thorough history and physical examination, as in this case are important in arriving at a diagnosis, leading to
decisions on appropriate complementary lab tests and imaging..

2. Indiscriminate use of modern technology will escalate health care costs and sometimes entail risk, such as
radiation exposure.

REFERENCE
Christopher A. F. The Lost Art of Clinical Skills. Am J Med, 2007;120(4):374-8
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Declining Asthma Burden in the South Bronx!
R Kairam, M Reddy, R Neugebauer

Background
Childhood asthma prevalence is 8.4% nationally, 9.7% in New York City and 17% in the South

Bronx. Such statistics catalogued by state and national databases lag by several years, limiting
“real-time” observation of trends.

Objective
To describe the eight year burden of pediatric asthma-related visits within this institution using our
electronic medical record (EMR) system.

Methods

This hospital's EMR system was queried for “general” and “asthma-specific’ emergency
department (ED) visits, hospital admissions, and ambulatory care clinic (ACC) visits. Data were
collected for visits made by patients age 0-18 years from 04/01/01 to 12/5/08, the most complete
available dataset. “Asthma-specific” visits were defined by principal diagnosis by ICD-9 billing
codes. “General® visits included all visits plus asthma-specific visits. Annual asthma visits, defined
by asthma-specific ED and ACC visits, were calculated as a percentage of all hospital visits.

Results

Annual asthma visits overall decreased from 9.4% to 7% between 2001-2008, while asthma-
specific ED visits remained relatively constant. Though asthma-specific admissions increased from
2001-2003, they declined between 2003-2008 from 267.6 to 129.7 per 1000 asthma-specific ED
visits. General ACC visits remained relatively constant, but asthma-specific ACC visits decreased
between 2001- 2008 from 93.5 to 51.2 per 1000 general ACC visits.

Conclusion

Although asthma-specific ED visits remained constant, there has been a dramatic decline in both
asthma-specific hospitalizations and asthma-specific ACC visits in the South Bronx over the past
eight years. This suggests an overall decline in severity. “Real-time” observation of utilization
patterns through a hospital-based EMR system can describe current burden.
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Pediatric Hypertension Outcome Measures Study

Frederick J. Kaskel, MD, PhD; Carmen R Isasi, MD, PhD; Daphne T. Hsu, MD; Robert Woroniecki, MD;
Jessica Rieder, MD; Unab I. Khan, MD; MS;Leo Lopez, MD; Greg Gates, PhD; Patricia Flynn, RN, MSN;
Lauren Graf, MS, RD; Rachel Taniey, MS, RD

The increase in the prevelance of pediatric hypertension and obesity is a major public health issue in the
U.D. with African Americans and Latino youth being disporportionately affected. The long-term
consequences and mechanisms responsible for the development of these conditins remains to be
characterized. Thus, the opportunity to establish the multidisciplinary infrastructure to examine the
antecedents of adult cardiovascular disease in children and adolescents, and, to enhance the NYCONN
CTSA Children's Health Oversite Committee (CHOC), are the major goals of this application. The specific
aims are: 1. to develop a multicenterand multidisciplinary consortium of investigators in: pediatric
adolescent and primary care, nephrology, cardiology, endocrinology, genetics, nutrition, epidemiology and
biostatistics; 2. to characterize the cardioernal/metabolic risk factors in pediatric essential hypertenion; and,
3. to perfrom a pilot study of a home-based, life-style modification intervention. To address these aims, we
will conduct a longitudinal study of children between 7 to 18 years of age with essential hypertension.
Participants will be enrolled at each of the 4 CTSA sites reflecting their ethnic diversity. Patients will
undergo a comprehensive baseline and at 6 months examination of cardiorenal/metablic parameters (24 hr
ambulatory blood pressure monitoring, ABPM, echocardiogram, exercise testing, biomarkers, quality of life
and nutritional assessment). Medical intervention and life-style modifications will be implemented based on
the presence of co-morbitities of abnormal 24 hr ABPM and left ventricular hypertrophy, and BMI %.
Retention and adherence protocols will be designed and perioidically evaluated. Short-term effects on
outcomes of the interventions will be assessed at 6 months and will address the gaps ininformation on
pediatric essential hypertension, provid the basis for the development of effective, long-term clinical trials,
and, faclitate partnership with academic centers, industry and the NIH. Data from the study will assist in the
implementation of larger epidemiologic studies, the development of standardized protocols tor the clinical
management of pediatric essential hypertension, and will provide the template for successful future
NYCONN CTSA collaborations.



