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MKSAP: Question #1

ÁA 34-year-old asymptomatic black man is evaluated 

for peripheral edema of several months' duration. 

Medical history is unremarkable.

ÁOn physical examination, pulse rate is 79/min and 

blood pressure is 140/90 mm Hg. He is in excellent 

health and appears muscular. There is 2+ lower -

extremity edema. The remainder of the 

examination is normal. 
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MKSAP: Question #1

ÁWhich of the following is the most likely diagnosis?

ÁA. Membranous nephropathy

ÁB. Focal segmental glomerulosclerosis

ÁC. Minimal change disease

ÁD. Membranoproliferative glomerulonephritis

ÁE. Focal proliferative lupus nephritis
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Á A 34-year -old asymptomatic 

black man is evaluated for 

peripheral edema of several 

months' duration. Medical 

history is unremarkable.

ÁOn physical examination, pulse 

rate is 79/min and blood 

pressure is 140/90 mm Hg. He 
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Nephrotic Syndrome:
ÅEdema, Hypoalbuminemia (<3.5 mg/dL), 

Proteinuria (>3.5 g/day), Hypercholesterolemia



MKSAP: Question #1

ÁWhich of the following is the most likely diagnosis?

ÁA. Membranous nephropathy

ÁNephrotic; commonly affected older, white patients

ÁB. Focal segmental glomerulosclerosis

ÁNephrotic; Common in young, black patients

ÁC. Minimal change disease

ÁNephrotic; common in children

ÁD. Membranoproliferative glomerulonephritis

ÁNephritic (HTN, hematuria, RBC casts, renal insuff)

ÁE. Focal proliferative lupus nephritis

ÁNephritic (HTN, hematuria, RBC casts, renal insuff)

FSGS is the most common cause 
of the nephrotic syndrome in 
black patients, particularly those 
of younger age.



MKSAP: Question #2

Á A 38-year-old woman with a 4 -year history of systemic 
lupus erythematosus is evaluated for progressive severe 
right knee pain and swelling of 3 days' duration 
accompanied by night sweats and malaise. She also has 
daily spikes of fever up to 38.3 °C (101 °F). She reports 
no inciting trauma. Her lupus manifestations on diagnosis 
of her condition included diffuse proliferative 
glomerulonephritis, arthritis, leukopenia, and 
pericarditis. Current medications are hydroxychloroquine 
and prednisone, 5 mg/d. However, she increased her 
prednisone dose to 40 mg/d 2 days ago when ibuprofen 
was ineffective in alleviating her knee pain. Since 
increasing her prednisone dose, her pain and swelling 
have not resolved. She is now unable to bear weight on 
her right leg and uses crutches.



MKSAP: Question #2

ÁOn physical examination, temperature is 37.8 °C (100.1 

°F). The right knee is swollen, warm, and tender. On 

musculoskeletal examination, she keeps her knee in 

partial flexion.



MKSAP: Question #2

Á In addition to right knee arthrocentesis, which of the 

following is the most appropriate next step in this 

patient's management?

ÁA. High-dose IV methylprednisolone for 3 days

ÁB. Intra -articular triamcinolone acetonide

ÁC. Intravenous vancomycin and ceftriaxone

ÁD. Oral indomethacin and colchicine

ÅEval for septic arthritis is 
indicated for all patients with 
acute monoarticular arthritis
ÅPts w/ previously damaged 
joints & immunosup at ҧ risk for 
septic arthritis.
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MKSAP: Question #2

Á In addition to right knee arthrocentesis, which of the following 

is the most appropriate next step in this patient's 

management?

ÁA. High-dose IV methylprednisolone for 3 days

ÁSLE flare unlikely to be monoarticular 

ÁContraindicated until infection has been ruled out

ÁB. Intra -articular triamcinolone acetonide

ÁContraindicated until infection has been ruled out

ÁC. Intravenous vancomycin and ceftriaxone

ÁD. Oral indomethacin and colchicine

ÁNo diagnosis of gout; impaired renal function

Empiric ABX until infectious 
cause of monoarticular arthritis 
has been ruled out



Question #3

ÁEach residency class has a total of 28 

residents in the 3 -year track (categorical & 

PC).  How many males are in the incoming 

HO-1 class for 2009?

ÁA. 10

ÁB. 14

ÁC. 18

ÁD. 20

ÁE. 28

Post-Match Presentation:
ÅToday at noon

ÅConference Room 8



Clinical Image of the Day
Hyper -pigmentation of lips and gums: 
ÅPrimary adrenal insufficiency



Week in Review

ÁTreatment for asymptomatic patients with complete 

heart block

ÁPacemaker Implantation

Á In thyrotoxicosis following pregnancy, this test will 

differentiate between Gravesõ disease and 

postpartum thyroiditis

ÁRadioactive iodine uptake scan

ÁRAIU scan with no uptake indicates

ÁThyroiditis, recent iodine load

ÁTherapy for thyrotoxic patient with postpartum 

thyroiditis (hyperthyroid phase)

ÁB-Blockers



Week in Review

ÁRAIU scan with homogenously increased uptake 

indicates

ÁGravesõ disease

ÁTherapy for patients with Gravesõ disease

ÁAnti-thyroid medications, Radioactive ablation

ÁRAIU scan with heterogeneously increased uptake 

indicates

ÁMulti -nodular goiter

Á RAIU scan with single hot nodule indicates

ÁToxic adenoma



Week in Review

ÁRarest prion disease characterized by severe 

insomnia, confusion, dementia, and autonomic 

nervous system instability

ÁFatal Familial Insomina

ÁTwo liver lesions that are high -risk for intra -

abdominal bleeding:

ÁHepatocellular carcinoma, hepatic adenoma

ÁLikely diagnosis in patients with Hypogonadism (a.k.a 

Matt Miles Syndrome), DM, Liver dysfunction, Skin 

hyperpigmentation

ÁHereditary Hemochromatosis



Week in Review

ÁT/F: Chronic thromboembolic disease is a cause of 

pulmonary HTN

ÁTrue

ÁTreatment for follicular small cell lymphoma in 

patients with absent B -symptoms and a normal CBC

ÁNo further therapy

ÁBlood test to confirm Gravesõ disease

ÁTSH immunoglobulins

Á In patients with CHF with contraindications to 

ACEI/ARB, consider therapy with _____ in addition 

to BB and nitrates

ÁHydralazine



Week in Review

ÁNPH is characterized by this triad of òWó:

ÁWet, Wobbly, Weird

ÁMEN Type 1 consists of: (3 Põs)

ÁParathyroid adenoma, Pancreatic iset cell 

neoplasia (gastrin, VIP, insulin, glucagon), 

Pituitary Adenoma

ÁLab findings (insulin, C-peptide, pro -insulin) in a 

patient with an insulinoma at the time of 

hypoglycemia

ÁAll inappropriately elevated

ÁNegative sulfonylurea screen



Clinical Image of the Day

Spider Angioma: central arteriole 
from which numerous small venules 
radiate (resembling spiderõs legs)



Clinical Image of the Day



Clinical Image of the Day
A-Fib, lateral changes 
(?digoxin), low voltage



Clinical Image of the Day
Hemochromatosis:
ÅSquared-off bone ends & hook-like 
osteophytes at MCPs (mainly 2nd & 3rd)



Case Presentation

Dr. Andrew Farland



Case Presentation

ÁEKG:



Neuroleptic Malignant Syndrome:

A Review for the Medical Consultant

GIM Section Conference

March 10, 2009



Learning Objectives

ÁReview the definition and diagnostic criteria of neuroleptic malignant 

syndrome

ÁReview the differential diagnosis of suspected neuroleptic malignant 

syndrome

ÁProvide an overview of the epidemiology of neuroleptic malignant 

syndrome

ÁReview the proposed mechanisms and pathophysiology of neuroleptic 

malignant syndrome

ÁReview the initial evaluation and management of a patient with 

neuroleptic malignant syndrome



Case Presentation

Á68 year-old German female with a h/o bipolar I 

disorder and Parkinson disease being treated in 

Sticht Centerôs inpatient psychiatry unit for acute 

psychosis

ÁDeveloped acute hyperthermia (103ÁF) preceded by 

new onset dyspnea and hypoxia (SaO2 = 84%)

ÁDeveloped worsening muscle rigidity 24 hours 

earlier, felt to be a result of her Parkinson disease 

and cessation of her dopamine agonist therapy 2 

weeks prior

ÁRecently started on clozapine, aripiprazole, and 

continued on her outpatient valproate treatment



Case Presentation

ÁAlso receiving promethazine and ativan as needed

ÁThe patient is difficult to interview because of 

underlying psychotic features of bipolar disorder that 

prompted hospitalization

ÁShe is able to indicate that her neck and shoulder are 

sore from rigors occurring throughout the day

ÁOtherwise, is unable to communicate any other 

complaints



Case Presentation

ÁVital Signs:

ÁTemp ï102.9ÁF

ÁPulse ï115

ÁBP ï142/62

ÁResp ï18



Case Presentation

ÁPhysical Exam:

ÁGen: Appears agitated and restless.  Oriented to person only.

ÁHEENT: Miotic pupils, equal.  Photophobia.

ÁNeck:  Negative Brudzinski maneuver.

ÁResp: Tachypnea.

ÁCV: Tachycardic.

ÁExt: Trace lower extremity edema bilaterally.

ÁSkin: Fine, papular, blanching erythematous rash on trunk 
and proximal extremities.

ÁNeuro: Cogwheel rigidity of bilateral upper extremities.  
Moving all extremities, but unwilling to cooperate with 
specific portions of the exam.  Global hyperreflexia at 3+.



Case Presentation

ÁLabs:

ÁCMP notable for SCr = 1.9, otherwise WNL

ÁCBC notable for Platelets = 64K, otherwise WNL

ÁPeripheral smear shows no evidence of MAHA

ÁABG ï7.41/36/67 on RA

ÁSerum CK = 1697

ÁRadiographs:

ÁChest X-ray with small left pleural effusion.  No focal airspace 

disease or pulmonary edema.



Case Presentation

ÁAs the consultation is being performed, the patient is 

becoming increasingly more agitated and altered

ÁAlso, her blood pressure is becoming increasingly 

more labile and she is now requiring constant oxygen 

by NC to maintain adequate O2 saturation

ÁOur questions:

ÁWhat is the diagnosis?

ÁHow should she be monitored overnight?

ÁWhat further work-up needs to be performed?

ÁWhat treatment can be started?



What is Neuroleptic Malignant Syndrome?

ÁIdiosyncratic syndrome characterized by:

ÁHyperthermia - > 38ÁC, can be > 40ÁC

ÁRigidity ïñlead pipe rigidity,ò CK > 1000 IU/L

ÁMental status changes ïdelirium, catatonia

ÁDysautonomia ïBP lability, tachypnea, arrhythmia



What is Neuroleptic Malignant Syndrome?

ÁAdditional symptoms include profound stupor/coma, 

cogwheel rigidity/tremor, dystonia, trismus, chorea, 

dysarthria, dysphagia, diaphoresis

ÁOther associated findings include 

rhabdomyolsis/myoglobunuria/acute renal failure, 

transaminitis, hypoxia, metabolic acidosis, decreased 

serum iron, leukocytosis, elecrolyte abnormalities 

(hypocalcemia, hypomagnesemia, hyperkalemia)

ÁFrequently associated with normal CSF analysis and 

normal CNS imaging; EEG may show diffuse slowing 

consistent with metabolic encephalopathy



Associated Neuroleptic Agents

Wijdicks, E.  Neuroleptic Malignant Snydrome.  http://www.utdol.com.  2008.  Version 16.3.


